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Mr. President and Gentlemen, —I must express * 
my best thanks to you, sir, and to the secretaries o£ 
the Medical Society of London for inviting me to 
open this discussion upon gunshot wounds and other 
injuries of the spinal cord. The very large number 
of such cases under our observation during the past 
18 months have given us a hitherto unparalleled 
opportunity to investigate the physiology and 
pathology of the human spinal cord and the 
symptoms resulting from its injury. Many new 
facts have been brought to light and much of our 
former knowledge thrown into a fresh perspective, 
and these when time has allowed of their proper 
working out cannot but cause a valuable advance 
of our understanding of the spinal cord in condi¬ 
tions of devolution. Necessarily in this country 
our observations have been made upon cases some 
time after receipt of the injury, but if we have been 
denied a scrutiny of the early symptoms we have 
the advantage of the excellent account of the early 
conditions given by Colonel Gordon Holmes in the 
Goulstonian lectures before the Royal College of 
Physicians. The subject is so large a one that it is 
impossible that we can in this discussion cover 
more than a tithe of the points which are of great 
interest, and therefore I shall make no attempt to 
deal systematically with the subject, but I shall 
put before you such items of my individual expe¬ 
rience as .1 hope will excite interest and stimulate 
discussion. I think it is important in this dis¬ 
cussion that any case of injury to the spinal cord 
which has an important bearing upon the subject 
should be brought in, whatever may have been the 
cause of the injury. I am going to introduce one 
such case myself, and I hope that those who follow 
me will do so if they wish. 

The subjects to which I wish especially to draw 
attention and to ask for remarks upon are these: 
(1) The nature an<f mechanism of production of the 
lesions; (2) the state of the reflexes and of muscle tone 
in the affected region; (3) the distinction between 
root lesions and central lesions of the cord; (4) dis¬ 
turbances of sensibility; (5) prognostic indica¬ 
tions ; (6) the occurrence of rare and unusual 
phenomena. 

The Nature of the Lesions. 

The lesions that I have met with have been 
caused by high-velocity bullets, shrapnel, frag¬ 
ments of shell casing, and by the concussion of 
high explosives without any external wound. A 
classification of the lesions, though arbitrary, is, I 
think, useful in considering the mode in which they 
are produced. Often more than one kind of lesion 
is present. The following is a rough classification. 
I. Direct lesions. I would define as a direct lesion 
any lesion resulting from the passage of a missile 
across the spinal canal whether it touch the spinal 
cord or not. 2. Indirect lesions: (a) Those due to 
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the in-driving of bone, &c., into the spinal canal. 
(b) Impact lesions where the missile strikes against 
the bony wall of the spinal canal, (c) Concussion 
lesions from the shock of high explosions. 3. 
Secondary lesions: perithecal and intrathecal 
hsemorrhage, medullary haemorrhage and throm¬ 
bosis, meningitis, oedema. These lesions are im¬ 
portant as the cause of the deepening of symptoms 
often at a considerable time after the injury. 4. 
Remote lesions which may be found anywhere in 
the spinal cord and chiefly near the surface : spots 
of necrosis, sieve-like rarefaction, punctiform 
haemorrhages, oedema, swelling of axons. These 
lesions axe produced by the sudden raising of the 
intraspinal pressure caused by the passage of the 
missiles through the intraspinal space or by a 
general concussion effect. They are well marked 
in cases of concussion without external wound. 

The mode of production of the direct injury is 
clear. The passage of a fast-moving projectile 
through a tissue causes not only a heat effect 
generated by the friction but an intense raising of 
the pressure in the tissues for some distance round 
the track, and if the bullet cross the spinal canal, 
which contains a fluid pressure, this momentary 
and severe pressure effect is transmitted to the 
whole of the nervous system confined within the 
cerebro-spinal space. The cerebro-spinal space 
being an elastic cavity the increase of pressure 
caused by the passage of the bullet will be greatest 
at the site of the track and will decrease in pro-' 
portion to the distance from the track, but will be 
greater below the site of passage than above it, 
because the lower portion of the spinal canal i^ 
more closed and therefore less elastic. The damage 
to the spinal cord even when the bullet does not 
touch the cord nor lacerate the membranes is 
therefore greatest where the bullet has crossed, but 
it extends for a considerable distance above and^ 
below this. Lesions of the cord in places reffidte 
from the chief seat of*, in jury are not infrequently 
found which are attributable to this increase of 
pressure, and these are always more marked in the 
distal part of the spinal cord. The intracranial 
effect of this increase of pressure is the immediate 
loss of consciousness which is sometimes met with, 
and more often in cervical injuries than in those 
lower down. Possibly the initial loss of conscious¬ 
ness may be an index that the bullet traversed the 
spinal canal. I think that this certainly holds good 
for the cervical region, for in three of my cases of 
cervical injury where consciousness was not lost, 
although the initial symptoms were severe, com¬ 
plete recovery occurred. It seems to me impossible 
that a bullet can cross the spinal canal without 
causing the most severe and irreparable of trans¬ 
verse lesions, and I argue that in all the cases 
where relative or complete recovery occurs the 
lesion has been an indirect one: either an impact 
lesion or due to the in-driving of bone. It is likely 
that a bullet does not so often cross the spinal 
canal, but is more often* deflected by the bony 
wall. 

Mode of p rod uction of impact lesion .—The passage 
of a high velocity bullet in the immediate vicinity 
of the spinal canal or the impact of a projectile 
upon the bones forming the spinal canal may cause 
lesions of the spinal cord sometimes very severe 
notwithstanding that the walls of this canal 
remain intact. How are these local concussion 
lesions produced ? The anatomical relations of the 
spinal cord practically forbid any such displace¬ 
ment of the cord within the canal as could bring it 
o 
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in contact with the bony wall and so bruise either 
directly or by contreconp. Colonel Gordon Holmes 
has shown that these impact lesions show their 
greatest intensity immediately under the point of 
impact and closest to the bullet track as the case 
may be. I submit the following explanation of the 
way in which these indirect local lesions of the cord 
are produced. The contents of the spinal canal 
which intervene between its parietes and the spinal 
cord, and made up of the perithecal fat and vessels, 
the theca and the cerebro-spinal fluid, may be 
regarded as fluid, and the pressure within the spinal 
canal as a fluid pressure, contained in a vessel which 
has one rigid wall, the spinal canal, and one elastic 
wall, the compressible vessels of the cord, &c. Any 
lines of iorce either from excessive vibration, from 
impact, or from compression transmitted from one 
spot in the rigid wall will have their most intense 
effect upon the nearest point of the elastic wall— 
i.e., the nearest spot in the spinal cord and little 
elsewhere, the force becoming rapidly spent upon 
the elastic wall as it radiates. The damage to the 
spinal cord produced in this way by indirect injury 
may be from the most severe with symptoms of a 
total transverse lesion with no recovery, to the 
slightest with complete recovery. The two following 
cases iare examples of the latter:— 

Case 1 . —Patient was hit in left posterior triangle of 
neck with a rifle bullet. He at once fell paralysed in left 
arm and leg, but was never unconscious. He came under 
my care a fortnight after the injury. The skiagram showed 
the rifle bullet apparently lodged vertically in the odontoid 
process of the axis. Movements of head aiid neck were per¬ 
fectly free and there was no pain. The phvsical signs were 
those of strictly unilateral lesion of the left side of the cord 
at the level of the fifth cervical segment together with a 
lesion of left fifth and sixth cervical roots. The left arm 
and leg were spastic, the muscles supplied by the fifth and 
sixth cervical roots excepted. The left abdominal reflex was 
absent and the left plantar reflex extensor. The sensory loss 
was of the usual Brown-Sequard type. It was obvious from 
his story that he was recovering rapidly when he came 
under observation both as regards tne root lesion and as 
regards the spinal cord lesion. He made an uninterrupted 
recovery in the course of two months. In this case the root 
lesion was probably caused by bruising of the cord formed 
by the fifth and sixth cervical roots in the posterior triangle 
and the spinal lesion by the impact of the bullet against the 
left side or the fourth cervical arch which received a serious 
jar in that it deflected the bullet from a horizontal to a 
vertical course. This case shows that the injury to the cord 
from impact against the bone is directly contiguous to the 
site of impact. 

Case 2.—Patient was shot by a rifle bullet which traversed 
the spinal column transversely at the level of the eighth 
dorBal segment. He was immediately paralysed and cora- 

letely anaesthetic below the umbilicus. Within 24hours he 

egan to pass urine naturally, and when he came under my 
care a week later he had no sphincter trouble, the sensory 
loss was relative only, and there was some feeble volitional 
movement of all the muscles of both legs. He has made 
good progress, and now at the end of three months he can 
walk well and can run, but somewhat stittly. The extensor 
plantar reflexes are still present. It seems to me impossible 
that the bullet in this case can have entered the spinal canal 
on account of the small damage to the spinal cord and the 
completeness of recovery, and I consider that this case was 
one of an impact lesion from the passage of a high-velocity 
bullet in the immediate vicinity of the spinal canal. 

Concussion lesions .—Severe indirect injuries of 
the spinal cord may occur from the bursting of 
high-explosive shells when the back is turned 
towards the force of explosion without any external 
wound occurring, without any detectable lesion of 
the bones, and even without bruising of the soft 
tissues. I have seen three such cases, of which the 
following are examples:— 

Case 3.—Patient, crawling forward to the attack on his 
hands and knees, was for the moment resting prone, with 
bis body stretched upon the ground, when a high-explosive 
shell burst over him. His consciousness was not affected, 
and he was able to give me exact details of what happened. 
At the moment of the bursting of the shell he experienced a 
sharp tingling sensation in the legs and immediately lost all 


knowledge of the lower part of his body and legs. He felt 
no blow upon the back and no pain. He was quite sure that 
the force of the explosion did not shift his trunk. He told 
me that the absence of any bruising upon his back was 
remarked upon by the doctors who examined him in the first 
place and for the two weeks following his injury. His initial 
condition was one of total transverse lesion of the cord at 
the level of the ninth dorsal segment. When I saw him 
some three months later there had been practically no 
improvement in his condition. The skiagram showed no 
abnormality in the bones. 

Case 4.—The history was identical with that of the fore¬ 
going case. The patient was, however, rendered unconscious 
and there was very marked bruising of the back, but the 
skiagram showed no signs of injury to the spinal column. 
The clinical picture was that of total transverse lesion of the 
spinal cord, and there was practically no recovery. 

1 was not able to follow any of these cases to 
their termination. In such cases as these, where 
severe spinal lesions have been produced by the 
force of high explosion at a distance without any 
external wound, it is possible to conceive that there 
has been such distortion of the spinal column as 
might produce a subluxation of the vertebrae which 
became immediately reduced, and that during this 
subluxation the bony rings which make up the 
spinal canal crossed to such an extent as to 
produce a severe local transverse lesion of the cord. 
That such a subluxation is possible has been proved 
experimentally upon the cadaver, and that it can 
severely pinch the spinal cord has also been proved,, 
and there is much evidence in the records that such 
a subluxation, immediately reduced, is one of the 
lesions that may occur in cases of broken back. 
I have examined one such case in which a total 
transverse lesion resulted from a fall from a hay¬ 
stack. The spinal cord was almost severed within 
the membranes, and although I macerated the 
bones I could find no sign of fracture. I do not, 
however, see that there is any evidence in favour 
of the occurrence of such a subluxation in the cases 
under consideration, and the histories of the above 
cases and of several others that I have been told 
of are against it. We must therefore regard these 
lesions as impact lesions. It seems remarkable 
that the impact of the force of the explosion upon 
the dorsal surface of the body could be suflicient to 
produce local spinal concussion and a sharply 
local lesion of the cord without any evidence of 
severe bruising of the skin and soft tissues. 
In my three cases and in several others that I have 
heard of the lesion was in the lower dorsal region. 
It is a point of great interest as to whether such 
severe local lesions from explosion occur in other 
regions, and I should like to ask those present, and 
especially Dr. Wilson, who is going to tell us aboufc 
a case that recovered, and Major Mott, who is going 
to show us the lesions actually produced by this 
form of injury, in what region of the spinal cord 
the chief lesion has been found in their cases. 

Root lesions .—Sometimes the lesions produced 
by projectiles affect the spinal roots after they have 
left the thecal space to a much greater extent than 
they affect the spinal cord and thecal contents. 
This seems to me to be the case when there has 
been much fracture and crushing of the bone, and 
especially in the region of the transverse processes. 
There is usually much swelling and oedema in the 
injured region of the spine. Such root lesions are 
not entirely due to direct injury, for they may be 
widely spread when the injury is comparatively 
local. They may result from subperiosteal haemor¬ 
rhages and periosteal swelling, which strangle 
the roots in the intervertebral foramina, or from 
pachymeningeal haemorrhage. Of this last con¬ 
dition—pachymeningeal haemorrhage—I. have had 
an interesting example. 
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Case 5.—Patient was hit by a piece of shrapuel in right 
lumbar region. The projectile crossed the lumbar spines and 
came to rest at the left side of the third lumbar vertebral 
body. There was immediate paralysis of the legs and 
sphincters with total sensory loss. He came under my care 
14 days after the injury. There was total flaccid palsy in 
both legs in the sciatic supply, with much wasting and loss 
of faradic excitability. There was feeble power in tbe 
quadrioeps and adductor groups on both sides. The knee- 

i erks were absent. There was complete sensory loss over 
j. 4, 5, S. 1, 2,3,4, 5 on both sides. There was complete loss 
of sphincter control with severe cystitis. There was con¬ 
siderable swelling in the central region of the lower back, 
and the spines of the third and fourth lumbar vertebrae could 
be felt to he loose. A laminectomy was performed but was 
not followed by any marked improvement, though some 
sensibility was gained in the fourth lumbar areas of both 
sides and in the fifth on the right side, and after some 
months the patient succumbed to renal infection. 

My diagnosis in this case was that of a lesion of the cauda 
equina. The necropsy showed that the cauda equina within 
tbe theca had not been injured. The anterior roots of the 
cauda were normal from their points of origin from the cord 
to their exits from the theca, while the posterior roots from 
the fourth lam bar downwards were extremely atrophied and 
grey. The lateral walls of the theca were much thickened, 
and along the line of the root exits were as much as one 
quarter of an inch thick. This thickened thecal wall 
presented in section a sandwich-like appearance, a white 
tough outer and inner layer enclosing a reddish-yellow softer 
layer. This condition appeared to have strangled all the 
sacral and lower lumbar roots, but it did not cease there. 
It extended along the line of the roots on both sides as high 
as the upper dorsal region, gradually lessening in intensity, 
and towards its upper limits the inner surface of the theca 
was definitely * neematoidin-stained. The anterior and 
posterior walls of the theca were only involved in the 
region of the lumbar enlargement and 'the cauda equina, 
and then to a much slighter extent than were the lateral 
walls along the line of the root exits. It seems to me likely 
that this condition of pachymeningitis arose from haemor¬ 
rhage into tbe extrathecal roots where these are enclosed in 
the tube-like prolongations of the theca, and that this 
hemorrhage had spread like a dissecting aneurysm between 
the layers of the spinal theca and had strangled the roots. 

Intrathecal htemorrhasje .—Among the many 
lesions of the spinal cord met with resulting from 
bullet wounds there are two upon which I should 
especially like to comment. The first of these 
lesions is intrathecal haemorrhage. Blood effused 
into a free thecal space finds its way with the 
stream of cerebro-spinal fluid into the lower part 
of the thecal space around the cauda equina and 
lumbo-sacral enlargement, and if massive in 
quantity may distend that space, causing pressure 
upon the roots and epiconus, and clotting there 
may cause such matting and cicatrisation as may 
completely destroy by pressure and evascularisation 
the cauda equina, and if it extend high enough the 
lumbar enlargement as well. Smaller effusions by 
clotting and the formation of condensing adhesions 
may cause local signs of nerve-root involvement. 
In a severe condition of this kind where there has 
been extensive intrathecal haemorrhage—due, let 
us say, to a lesion of the mid-dorsal region—the 
physical signs in the lower extremities may 
resemble exactly those due to a complete lesion of 
the cauda equina or of the lumbo-sacral enlarge¬ 
ment. In the less severe condition the local 
deposit and subsequent cicatrisation of blood-clot 
round individual roots of the cauda may cause 
physical signs difficult of explanation unless the 
possibility of the occurrence of intrathecal haemor¬ 
rhage and its results are kept in mind. The follow¬ 
ing is a case in point:— 

Case 6.—Patient was wounded by a ballet traversing 
spinal canal at level of sixth dorsal segment. Seen two 
months after the injury, he presented total paralysis with 
complete sensory loss below the sixth dorsal area, with 
complete absence of all reflex action and severe wasting of 
the muscles, none of which responded to faradism. The 
necropsy showed tbe caudal part of the theca filled by a 
mass almost as hard as cartilage and somewhat like 
cartilage in appearance. It presented no appearance of 
haumatoidin staining. Microscopic examination showed it 


to be an organising coagulum in which the remains of the 
degenerate nerve roots could be seen embedded. The lumbo¬ 
sacral enlargement itself was not embedded in this hard 
substance, but it showed severe degeneration throughout, 
evidently from the strangling of the root vessels. Higher up 
and extending to the sixth dorsal segment the cord was 
surrounded by a ring of old blood-clot still coloured and 
firmly adherent both to theca and to cord. The lesion of the 
cord at the sixth dorsal level was by no means a complete 
transverse lesion. 

It is easy to conceive of cases of thecal hemor¬ 
rhage where the matting round the cauda equina 
is less severe and gives rise to partial lesions of the 
cauda only, and therefore in cases where the bullet 
lesion of the spinal cord is above the lumbar 
enlargement and unusual conditions of reflexes, 
spasm and contracture are present in the legs it is 
well to consider whether a condition of thecal 
hemorrhage and matting of the cauda equina may 
not exist. Local wasting of muscles and local loss 
of faradic excitability may be indications that such 
a condition exists. The early diagnosis of this con¬ 
dition in such a stage as to allow of the removal of 
the blood by lumbar puncture and washing out 
with citrate solution is apparently impossible, for 
the initial aspect of nearly all the spinal lesions 
resulting from bullets is that of total transverse 
lesion, and therefore the development and deepen¬ 
ing of the signs of involvement of the cauda equina 
cannot be detected. In one civilian case, however, 
I was able to observe the development of such 
symptoms:— 

Case 7.—Patient had a fracture-dislocation of seventh 
dorsal vertebra resulting from a fall. He was received into 
hospital within ten minutes of the accident and was found to 
have complete paralysis of both legs. Sensation was not 
deeply affected. The knee-jerks were present and there was 
an extensor plantar on booh sides. Two hours later, when 
again examined, there was complete flaccid palsy with com¬ 
plete loss of all reflexes and complete loss of sensibility. 
Unfortunately this was before the days of lumbar puncture. 
Immediate operation was advised, but the surgeon in whose 
charge the patient was preferred to wait until the shock had 
passed off, and when he operated many days later found the 
theca and cauda equina densely filled with adherent and 
irremovable clot. 

Tbe second remarkable condition that I wish 
especially to refer to is a condition of total necrosis 
of the distal segment of the spinal cord which was 
found in one of my patients. 

Case 8.— The lesion was a total transverse lesion at the 
level of the third dorsal segment. There was total paralysis, 
total sensory loss and total reflex loss below the lesion, and 
all faradic excitability was lost. ThiB patient survived for 
three months. The whole of the distal segment of the cord 
was completely necrotic and much shrunken, and resembled 
a strip of greenish yellow wet wash-leather. There was no 
sign of haemorrhage, extrathecal or intrathecal, and no sign 
of any septic process. 

I have seen one civilian case in which a condition 
exactly comparable to the above occurred from 
fracture-dislocation at the level of the sixth cervical 
segment in a child. The injury occurred from 
traction upon the neck during delivery, and the 
patient survived ten weeks. This case was recorded 
by the late Dr. Charles Beevor, the pathological 
report being by Dr. F. E. Batten. Such lesions are 
very difficult to explain, but the most plausible 
theory that I can put forward is that a spreading 
thrombosis throughout the blood-vessels of the 
distal segment occurs. When one considers that 
both the anterior and posterior spinal arteries were 
severed at the site of the injury, and that the injury 
in both these cases was high in the cord cutting off 
most of the splanchnic supply and therefore entail¬ 
ing a low blood pressure, and that the tearing of 
the theca must have deranged the relations of the 
cerebro-spinal fluid, the possibility of the occurrence 
of such a spreading thrombosis is conceivable. 





714 The Lancet,] 


OAPT. J. COLLIER: GUNSHOT WOUNDS OF THE SPINAL CORD. 


[April 1,1916 


Reflex Action. 

Time does not permit me to make more than the 
briefest reference to the condition of the reflexes 
and of the muscle tone, to contractures and posi¬ 
tions of the limbs and to the electrical excitability 
of the muscles which obtain in the cases under con¬ 
sideration, though the study of these phenomena 
is one of the most important. It is usually held 
that the initial condition of reflex action after the 
occurrence of severe lesion of the spinal cord is that 
there is complete loss of both jerks and superficial 
reflexes, or that if the loss is not complete the only 
sign of reflex action left is a feeble flexor response 
occurring in the toes, only obtainable from plantar 
stimulation, and that the early presence of the 
extensor response or its early return is indicative 
that the lesion is not complete and is of good 
prognostic import. I have seen one case which 
negatives this view. The patient fell from a con¬ 
siderable height, striking his back against the 
corner of a wall, crushing in four pairs of the upper 
dorsal laminaa. An operation was immediately per¬ 
formed and showed that some three segments of the 
spinal cord had been utterly destroyed, the upper 
and lower ends being found separated by some 
inches. I examined the patient within a few hours 
of the injury and repeatedly until his death on the 
fourth day after the accident, and during this time 
an extensor response was always present. Colonel 
Gordon Holmes has laid it down very clearly that 
the condition of the plantar reflexes in all the cases 
which he has examined shortly after the injury has 
been either that they are completely absent or that 
there is a reduced flexion response, but he is careful 
to add that his examinations have taken place not 
earlier than the second day after the injury. 

I submit that there may be four consecutive 
stages in the condition of the plantar reflexes 
following a transverse lesion of the cord: 1. An 

initial extensor response. 2. Either a complete 
absence of any reflex, which may be the result of 
shock or of isolation alteration, or a reduced flexion 
reflex which is the result of isolation alteration 
which may come on rapidly. 3. The extensor 
response which when persistent is indicative of a 
less severe lesion or alternatively of more recovery 
than the reduced flexion reflex. 4. The normal 
flexion reflex which returns when recovery is com¬ 
plete. I have repeatedly observed the successive 
changes from no reflex to the reduced flexion 
response, and from this to the extensor response in 
cases where some improvement is occurring; and 
conversely I have seen the extensor response 
change to the reduced flexion response and the 
subsequent loss of all reflex action in severe cases 
which were not improving, and where the only 
attributable cause for such a change seemed to be 
the long-standing isolation of the distal segment of 
the cord. The condition of the plantar reflex is 
therefore an index of the severity of the damage to 
the spinal cord and an important early indication 
as to whether recovery is occurring or not. 

Colonel Gordon Holmes has made the very 
interesting suggestion that the simple flexion of 
the toes which can be obtained only by stimulating 
the sole in cases of severe transverse lesions of the 
cord, and which I have called the “ reduced flexor 
response,” is a unisegmental reflex involving the 
first sacral segment only, and that when the physio¬ 
logical vitality of the lumbar enlargement is much 
reduced by isolation from the higher nervous 
By stem the only reflex response that can be 


obtained is a unisegmental reflex. My observations 
incline me to support strongly Colonel Gordon 
Holmes’s theory. I have repeatedly noticed, in a 
case where some recovery is occurring and where 
the reduced flexor response is changing to the 
extensor response, that a minimal stimulus will 
produce flexion of the toes and a more severe 
stimulus will result in extension of the toes, or 
that there is first flexion and subsequent extension 
of the toes, but never the reverse. That is to say, 
the threshold for the unisegmental reflex is lower 
as one would expect. 

Another most important point that the experience 
of this war has brought out is that the influence of 
the higher nervous system upon the reflex action 
and muscle tone of the spinal cord is strictly 
homolateral so far as the cord is concerned. That 
is to say, that a total unilateral lesion of the cord 
produces complete flaccidity with loss of knee- 
and ankle-jerk and reduction of superficial reflex 
upon the side of the lesion. This will explain 
those cases in which we meet with an extensor 
response upon one side and a reduced flexor 
response upon the other, in that one has a trans¬ 
verse lesion more complete upon one side than 
upon the other. 

Contracture is a phenomenon which is intimately 
associated with the condition of reflex action. In 
these paraplegic cases with which we are dealing 
there are three conditions of contracture of the 
feet: 1. The dropped foot with retracted toes. This 
is the ordinary pes cavus of spastic states—the 
crystallisation of the extensor response. 2. The 
retracted foot with retracted toes. The calcaneus 
position is often extreme. The ankle-jerk is always 
lost and the anterior tibial-jerk marked. An 
extensor plantar reflex is always present. 3. The 
dropped foot with dropped toes, the position being 
similar to that of peripheral neuritis. The plantar 
reflex is either absent or there is a reduced flexor 
response. 

I have observed in several cases the dropped foot 
with dropped toes gradually change into the spastic 
pes cavus with a change of the plantar reflex from 
the reduced flexor to the extensor type in cases 
where some improvement has taken place, and 
therefore I consider that the dropped foot with 
dropped toes indicates a more complete transverse 
lesion and that it is produced by a relatively greater 
muscular tone in the flexors of the toes than else¬ 
where, and that it is associated with the reduced 
flexor response just as the pes cavus is associated 
with the extensor response in less severe transverse 
lesions. 

The calcaneus position with retracted toes is a 
very remarkable phenomenon. It has been per¬ 
sistent in those cases in which I have met with it, 
and has been always associated with loss of knee- 
and ankle-jerk and increase of anterior tibial and 
hamstring jerks. The extensor response and active 
withdrawal reflex have always been present. I have 
not examined such a case pathologically, but in one 
such case which Colonel Armour explored for me 
the chief lesion seemed to be a division of the 
ventral half of the dorsal cord. 

I have carefully examined the electrical excita¬ 
bility of the calf muscles and of the anterior tibial 
muscles in extreme cases of the equinus and 
calcaneus positions, and have found that there is 
no difference in the faradic excitability of these 
muscle groups, thus proving that these positions of 
feet and toes are not due to any secondary lesions of 
the cauda equina or lumbo-sacral enlargement. 





The Lancet,] 


CAPT. J. COLLIER: GUNSHOT WOUNDS OF THE SPINAL CORD. 


[April 1,1916 715 


I have met with one carious reflex phenomenon 
in the leg in a way comparable to the curious reflex 
which Colonel Gordon Holmes has observed in the 
arm in a case of cervical lesion. My case was one of 
a mid-dorsal lesion, total upon the right side of the 
cord and severe upon the left. The right leg was 
completely flaccid and the only sign of reflex action 
present was that on stimulating the sole, after a 
latent period of four seconds or more, a feeble 
flexion and adduction of the thigh occurred. 
This reflex was easily tired out, and was 
only obtainable on gentle stimulation of the 
sole. 

The physical signs obtaining in the lower limbs 
in transverse lesions of the cord seem to be the 
same whatever the level of the lesion above the 
lumbar enlargement. 

There is one question which I would like to put 
to each of the speakers who follow me: What is 
the ultimate condition of the paralysed region in 
cases of total transverse lesion of the cord which 
are long survived ? My own suggestion is that the 
slow process of physiological deterioration which 
we call “ isolation dystrophy " may reach such a 
point that no signs of activity of the lumbar 
enlargement remain. 

To the usual types of paraplegia resulting from 
lesions of the spinal cord and representing different 
degrees of isolation of the distal segment—namely, 
“ paralysis in extension ” and “ paralysis in flexion ” 
—I think that we might speak of a third type—that 
of complete flaccid paralysis. For it is from this 
stage of complete flaccid paralysis that the other 
types successively develop when improvement is 
occurring, and to this type they successively return 
when there is an increasing lesion or from long¬ 
standing isolation of the distal segment. There is, 
of course, no sharp separation between these types ; 
they merge into one another gradually. 

Distinction between Root Lesions and Central 
Lesions. 

The diagnosis between lesions of the roots and 
lesions of the central grey matter is sometimes 
impossible, as, for example, when a lesion of either 
of these structures is complete. It is sometimes 
quite simple when a single root or so is damaged 
and there is characteristic sensory and motor loss 
in the area of distribution of the damaged root. 
In many cases, however, the diagnosis is far from a 
simple matter, and in some of these both lesions 
may exist together. The following points may be 
useful in the diagnosis: 1. In the cervical region 
extensive root lesions are only met with when there 
is severe injury of the bones, especially of the 
transverse processes and spines, and these are recog¬ 
nisable by deformity, swelling and oedema, and 
radiography in the absence of these signs, an 
atrophic palsy of the arms is probably the result of 
a central lesion, if it is extensive. 2. In central 
lesions the upper limit of the sensory loss is a line 
more or less transverse to the axis of the limb— 
that is to say, the sensory loss is of the “ glove ” or 
** stocking ” pattern, in contrast to the more or 
less longitudinal limitation which obtains in root 
lesions. 3. In the cervical region a relative escape 
of the long columns or early signs of recovery in 
these with severe paralysis of the upper limbs is in 
favour of -a root lesion, and may suggest the correct 
diagnosis at an early stage. 4. In the lumbo-sacral 
region the most certain indication is the level of 
the wound of the spine if this can be determined 
with certainty. 


Disturbances of Sensibility. 

The chief points of interest in this connexion are 
the paths taken by the sensory fibres in their spinal 
course, the sensory loss resulting from unilateral 
lesions, and the explanation of remote pains. The 
usually accepted paths of sensation in the spinal 
cord are as follows: 1. The path for touch is a 
double one, in the homolateral dorsal column and 
in the crossed lateral column. 2. Pain, heat, and 
cold are conveyed by separate fibres in the crossed 
ventrolateral column. 3. Sense of position, of 
passive movement, of vibration and recognition of 
form and of the compass points are conveyed in the 
homolateral dorsal column. The crossing of the 
sensory fibres in the cord occupies one to two 
segments in the lower dorsal region, but increas¬ 
ingly more segments as the cord is ascended, so 
that in the cervical region some five segments are 
occupied by the crossing. There is no crossing 
below the last dorsal segment. The path for 
painful and thermal stimuli crosses more rapidly 
than does touch. Consequently a unilateral lesion 
of the cord does not produce a Brown-S6quard 
syndrome when the lesion is at the level of the 
first lumbar segment or below this. 

The symptoms of the unilateral lesion are that 
there is motor paralysis, loss of sense of position 
and of passive movement and of appreciation of 
vibration, form, and compasses upon the same side 
below the lesion, and loss of pain, heat, and cold 
upon the opposite side. The bilateral loss in the 
region of the lesion from the involvement of both 
right and left crossing fibres is narrower for pain 
and temperature than for touch. This bilateral 
loss is much narrower in the dorsal than in the 
cervical regions on account of the increasing 
obliquity of the crossing fibres. My observations 
have been in accord with the above scheme with 
one exception. In the majority of my cases of 
unilateral lesion of the cord the vibration sense 
has been lost or most affected upon the opposite 
side, and this has obtained both in severe and in 
slight lesions. I must admit that I have no patho¬ 
logical evidence in such a case. 

Remote pains are very obstinate in some cases. 
Their mode of origin is obscure. Obviously, they 
are only met with in those cases where the sensory 
conducting tracts are relatively intact. The usual 
symptom-complex that I have met with is that 
there is a transverse lesion in the dorsal region with 
good recovery of sensibility and some recovery of 
power in the legs. There is considerable rigidity 
of the legs and phasic flexor spasms are invariably 
present, and there is more sphincter trouble present 
than the condition of recovery of motion and 
sensation would lead one to expect. There are 
three kinds of pain: dull persistent pain, sharp 
lancinating pains, and cramp. They are said always 
to disappear if the patient recovers. My experience 
is that they certainly persist if he does not recover. 

There are three possible explanations of these 
pains: 1. That they may be caused by irritation of 
the sensory tracts in the region of the lesion. 
2. That they may be caused by meningeal adhesions 
and matting of the cauda equina by the organisa¬ 
tion of intrathecal extravasation of blood. 3. That 
they may be the result of the muscular rigidity and 
flexor spasms. Colonel Gordon Holmes is in support 
Qf the first of these causes, since in some cases the 
pain is distributed from the leBion downwards to 
the feet. The similarity of these pains to those 
which obtain in conditions of chronic spinal 
meningitis suggests that meningeal adhesions and 
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irritation of the roots are present in some of the 
cases. The fact that they disappear as recovery 
advances and persist if there is no farther recovery 
points to the condition of local muscular spasm as 
being the chief cause in some of the cases. 

Rare Symptoms. 

Among the rare symptoms which have been 
described, hypothermia and anuria in cases of 
cervical lesion and vomiting in mid-dorsal lesions 
have not come under my observation. These are 
early symptoms and are either rapidly fatal or they 
do not persist, so that we do not see them in the 
later stages. Pyrexia and tachycardia in cervical 
cases have both come under my notice, as has also 
polyuria in dorsal cases. Herpes zoster from injury 
to the root ganglia is necessarily an early symptom 
and has not occurred in any of my cases. Neither 
have I observed anything approaching the remark¬ 
able rhythmic movements which have occurred 
early, in so large a proportion of Colonel Holmes’s 
cases of lesions in the upper lumbar region. 1 have 
had one remarkable case of cervical shivering. 

Case 9.—In this patient, who came under my observation 
within a week of his injury, the cervical laminae were 
smashed in upon the cervical enlargement and there was 
total paralysis of all the limbs, the arms being flaccid 
evidently from a central lesion, but the legs were extended 
and spastic. Laminectomy was performed but no improve¬ 
ment took place. The legs slowly became flaccid. Cystitis 
developed and death ensued in ten weeks. The shivering 
involved all the muscles above the lesion; it was not 
apparent during the first few weeks, but it developed 
insidiously and became intense as the patient went down 
hill. For a time it was almost continuous and was a most 
distressing symptom. It was accompanied by the most 
profuse sweating of the head and neck and by marked signs 
of splanchnic palsy, abdominal distension, and low blood 
pressure. 

Cervical shivering has been met with in lesions 
of the lower cervical and the upper three dorsal 
segments only and the lesions in all the cases have 
been severe. 

Prognostic Indications. 

In nearly all the cases the initial clinical picture 
is that of a total lesion of the cord, and in the early 
stages for prognostic indications as to how much of 
the transverse lesion is anatomical and how much 
physiological we must look to the condition of the 
reflexes. The early reappearance of the plantar 
reflex if lost at first and the change from the flexor 
to the extensor type soon after the seventh day, or 
the presence of an extensor response earlier than 
this, are certain indications that the lesion is partial 
and that some recovery will occur. Persistent loss of 
the plantar reflex and long-lasting flexor response 
are indications that the lesion is severe and that 
useful recovery is highly improbable. Early return 
of the knee-jerk and of the ankle-jerk is of good 
prognostic import. Even in the less severe cases 
the knee- and ankle-jerks do not return before the 
fourth day, and their reappearance before this date 
gives hope that complete recovery may occur. 
Colonel Gordon Holmes is of opinion that the 
presence of an extensor response is a certain indica¬ 
tion that the lesion is incomplete. These remarks 
apply to each leg individually. The condition of 
the reflexes on one side has no bearing as to the 
recovery of the opposite limb. The further prog¬ 
nostic indications are simple. They depend upon 
the date of return and the rapidity of return of 
sphincter control, of sensibility, and of motor power. 
Early return of sphincter control is one of the best 
of signs. In two cases where recovery has been 
complete, and in two other cases where recovery 
has been nearly complete, some sphincter control 
returned within a week of the injury. 


THE DISSOCIATION OF CUTANEOUS 
SENSATIONS IN INJURIES TO 
PERIPHERAL NERVES. 

By DONALD E. CORE, M.D. Manch., 
M.R.C.P. Lond., 

CAPTAIN, R.A.M.O. (T.F.); HONORARY PHYSICIAN, THE ANCOATS 
HOSPITAL, MANCHESTER. 


During the past eighteen months a series of I 
observations have been carried out on the patients 
of the 2nd Western General Hospital for the 
purpose of comparing the relationship to each 
other of the areas of anaesthesia to different forms 
of cutaneous stimuli resulting from injuries to the 
peripheral nerves. A preliminary communication 
will be of interest. It has been found that the 
comparison of the area of sensory loss to the touch 
of a small brush with that to the prick of a sharp 
steel needle gives valuable information as regards 
the kind of injury from which the affected nerve is 
suffering. i 

In testing cutaneous sensation with different 
forms of stimuli it is not common to find an exact 1 
correspondence of the respective areas of sensory | 
loss, and this is especially true for the types of 
sensation represented by light brushing of the skin 
and gentle pricking. The kind of brush used 
throughout in these observations has been that 
sold by Messrs. Winsor and Newton under the name 
of “crow sable.” This method is rough when com¬ 
pared with the use of von Frey’s hair eesthesio- 
meter, yet such a brush, when suitably mounted in i 
a metal handle, is capable of producing a very | 
delicate form of skin stimulus. The other form, 
gentle pricking of the skin with a sharp steel 
needle, was employed in such a way that the 
pressure used was just enough to evoke a feeling of 
pain when a corresponding area of skin on the 
opposite limb was touched in the same way. 

Nerve injuries may be complete or incomplete | 

and the latter group comprises a number of ' 

injuries, varying from partial severing of the nerve 
with more or less implication of the remaining 
fibres in the resulting fibrous tissue, to pure com¬ 
pression without any anatomical di vision. Although 
it is easy in most cases to classify a nerve injury 
as “ severe ” or “ slight,” it is not easy in my 
experience to make quite sure that the lesion is or 
is not complete in cases of the first of these groups, 
from the extent and intensity of the symptoms | 
alone. Often enough, motor and sensory loss that 
appeared from their severity to indicate a com¬ 
pletely divided nerve have been shown later to 
have been due to an incomplete division. The 
motor symptoms and the sensory loss are not in 
themselves enough to settle the question, whereas 
a comparison of the areas of anaesthesia to the two 
forms of stimuli mentioned above, in the majority j 
of cases, is. 

The study of complete nerve injuries is best 
carried out in post-operative cases, in which the 
completeness of the division is certain. For access 
to this class of case I am indebted to Lieutenant- 
Colonel J.W. Smith, Lieutenant- Colonel W. Thorburn, 
Major J. Howson Ray, and Captain E. D. Telford. 

Complete Division of a Nerve. 

When a nerve trunk has been completely divided 
the following condition is found in the field of its 
distribution: a centrally situated area of profound 
sensory loss and a peripheral zone of loss to the 
more delicate forms of stimuli. If this peripheral 
zone be examined with the brush and needle in the 
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maimer described above it will be found that the 
loss of sensation to brush is more extensive than 
that to the needle. Figs. 1 and 2 are examples of 
such cases (Fig. 1) being from a young officer whose 
median nerve had been resected by Lieutenant* 
Colonel Thorburn, and Fig. 2 from a case of ulnar 
nerve resection performed by Lieutenant* Colonel 
Smith. 

Compression of a Nerve . 

In cases of pure compression without any 
anatomical division of the nerve fibres the 
reverse holds, and there is a dissociation of 
sensation in which the loss to needle-point is greater 
than that to brush. In the majority of cases this 
is very definite indeed, the patient under examina¬ 
tion Baying that in the intermediate area he cannot 
feel the pain of the prick, although he can feel the 

Fig. 1. 



these cases this relationship is due to the implica¬ 
tion of two nerves in the wound, innervating 
adjacent areas of skin; one is divided and one 
compressed, and the loss to brush falls without and 
within that to needle-point respectively. Fig. 3 is a 
case of this description. The wound was a severe 
one on the inner side of the left arm just above the 
elbow; the humerus had been injured and the 
median and radial nerves involved. The median 
area showed the dissociation of complete division, 
the small muscles of the thenar eminence were 
paralysed and wasted, and the reaction of degenera¬ 
tion was present. The radial nerve area showed a 
dissociation of compression; the pressure of a 
blunted object was appreciated. 

In other cases of this type the anesthesia indi¬ 
cates the injury of one nerve only, and yet the 


2. Fig. 3. 



The dote (outer line) represent the limits 
of anaesthesia to brush • ouch; the crosses 
the limits of that to needle-prick. 


The dots and crosses have the same 
significance as in Fig. 1. 


The dots and crosses have the same 
significance as in the preceding figures. 


touch of the needle. The following is taken from a 
very instructive case of tjiis kind. The patient was 
a private who complained of loss of sensation and 
dryness of the skin over the inner side of the fore¬ 
arm on the left side with weakness of the small 
muscles of the left hand. There was no wound to 
account for his symptoms and a radiograph showed 
the presence of a cervical rib on the right side and 
something that was described as an abnormal 
ossification about the first rib on the left side, the 
side of the anaesthesia. The dissociation of sensa¬ 
tion in this anaesthetic area was: Loss to needle¬ 
point more extensive than that to brush. At the 
operation, which was performed by Captain Telford, 
there was found a normal first rib on the left side, 
exerting compression on the branch of the first 
dorsal root passing to the brachial plexus; this 
contribution from the first dorsal was abnormally 
big. Relief of the compression was followed the 
day after by sweating in the anaasthetic area, a 
condition that had been absent for months. In 
other words, this dissociation of sensation, loss to 
needle-point more extensive than that to brush, was 
due to compression of the nerve fibres in this case, 
and from other patients that I have seen I have 
come to the conclusion that this form of dissocia¬ 
tion is characteristic of compression and is against 
division of the nerve, certainly against complete 
division. 

In the two types of cases described above com¬ 
plete division and pure compression, the marks 
made in mapping out the two areas of sensory loss 
will be found to remain equidistant from each other, 
but a number of cases are met with in which this 
equidistance is not maintained. Two such variations 
are commonly met with. 

1. The types of dissociation are mixed; for part 
of the area of anaesthesia there is the dissociation 
of complete division, and for the remainder that of 
compression. This leads to a “lateral displace¬ 
ment ” of the two areas of sensory loss. In some of 


dissociation is of this mixed type. Further 
investigation is required for these cases, but I am 
strongly of the opinion that they are due to a 
partial division of the nerve with compression of 
the remaining undivided fibres. This view is 
strengthened after reading the paper by Captain 
Wilfred Harris in The Lancet of Nov. 13th, 1915, 
p. 1073, where the writer describes a case in which 
he found reason to believe that in the median nerve 
there was a separation of fibres destined to inner¬ 
vate the dorsum of the fingers from those running 
to the palmar aspect of the hand; and that this 
separation took place early in the nerve trunk. 
If this separation exists as a rule in nerve trunks, 
then it is quite probable that an incomplete division 
of the nerve would lead to the form of dissociation 
under consideration. 

2. In this type the limits of the areas of sensory 
loss to brush and needle-point respectively approach 
and recede, so that they show an undulating or 
wavy relationship to each other. For the most 
part the dissociation is that of compression, the 
needle-point loss falling without the brush loss ; in 
some cases, however, the limiting edges of the two 
sensory losses frequently cross each other. In yet 
another variety of this type the edges show a 
tendency to coincide for a considerable part of their 
course. 

It is not quite easy to assign the true cause to 
these forms of dissociation, other than to say that 
they are not due to complete division nor to pure 
compression. They are found most often, I think, 
in cases that are “ hanging fire ” for some cause or 
other, and the outlook in such cases is not good. 

Summarising these results, then, I would lay 
emphasis on the statement that it is possible in the 
great majority of cases to diagnose the condition of 
the affected nerve from the dissociation of cutaneous 
sensations met with. 

In complete division the loss to brush is more 
extensive than that to needle-point (cutaneous pain). 
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In pure compression the loss to brush is less 
extensive than that to needle-point. 

A dissociation characteristic of complete division 
associated with one significant of compression is 
occasionally met with. This leads to a “ lateral 
displacement ” of the two areas of sensory loss; it 
is met with when more than one nerve is injured, 
and when the nerves involved supply contiguous 
areas of the skin. It indicates the complete division 
of one of these and the compression of the other. 
When such a dissociation is met with in the 
territory of one nerve it is possible that it is the 
result of partial division of the nerve with com¬ 
pression of the undivided fibres. 

An undulating form of dissociation, where the 
limiting edges of the two areas of sensory loss 
approach and recede or constantly cross each 
other, is met with in cases that are at a standstill. 
No satisfactory explanation has as yet been arrived 
at for this type. 

In certain areas there is no dissociation; the two 
areas of sensory loss coincide. I have not found 
this common except in lesions of the external 
popliteal nerve. 

In the course of the above investigation several 
cases were seen that differed from the majority of 
cases of nerve injury in that pain was a prominent 
symptom. In many of the cases dealt with a 
certain amount of discomfort was present, but in 
those under discussion now the pain has certain 
characteristics that put them into a class by them¬ 
selves. Such pain is intense; it is associated with 
extreme tenderness over the affected parts: it is 
badly localised. The patient does not give any 
precise description of its whereabouts, but can only 
say vaguely that it is in the palm of the hand or 
the sole of the foot, as the case may be. The pain 
is of a burning, tingling character and reacts 
variably to hot and cold applications. My experi¬ 
ence of these cases is that cold is preferred in 
the majority rather than heat. The condition is 
associated with incomplete injuries of the nerve 
affected, and the nerves most commonly affected in 
this way are the median and the great sciatic, 
i. If the history of a case of this kind is asked for, 
it will generally be found that the pain and tender¬ 
ness did not appear for some little time after the 
wound, and the sequence of symptoms during the 
course of the case is instructive. The sensory 
loss increases in extent and intensity during the 
period of the pain; when the pain subsides, as it 
does in the course of time, what at the time of the 
injury was a comparatively slight sensory loss, at 
the time of subsidence is that of a practically 
complete nerve division, the type of dissociation 
most frequently met with being the wavy variety. 
Trophic changes are usually prominent in cases of 
this kind. 

a If a part of the nerve affected be excised at the 
site of the injury, there is found a diffuse intra- 
neural fibrosis. This fibrosis is distinct from the 
perineural fibrosis or implication of the trunk in 
scar tissue, and is to be looked upon as the cause of 
the pain and tenderness. It is a progressive condi¬ 
tion, and ultimately leads to the loss of conductivity 
of the nerve affected, in the absence of suitable 
treatment. Intraneural fibrosis of this kind does 
not occur in cases of primary complete division ; it 
is liable to occur in nerves that have been partially 
divided and that are associated for the greater part 
of their length with soft tissues—nerves that are 
associated with bones will be compressed too 
rapidly in the majority of casee for the intraneural 


fibrosis to develop. The median and sciatic nerves 
are thus specially prone to the condition. 

The dissociation of certain of the cutaneous sensa¬ 
tions as a result of injuries to nerves, whether due to 
complete division or to compression, opens up many 
points of interest, notably the cause of the different 
degrees of vulnerability of nerve fibres and the 
bearing of this on the dissociations that are to be 
found in conditions other than peripheral nerve 
injuries. These points, however, are out of place 
in a communication of this kind; they will be dealt 
with in a future paper. 

In these investigations I have been associated 
throughout with Dr. J. S. B. Stopford, of the Anatomy 
Department of the University of Manchester. The 
existence of the dissociations described above was 
recognised early, and we decided to devote our 
attention to their significance. The division of 
work was such that Dr. Stopford saw for the most 
part the post-operative cases and I saw those that 
had not been operated upon; on comparing our 
findings Dr. Stopford suggested that this might 
account for the two forms of dissociation described 
above. Every case that we have examined since 
then has strengthed our conviction that this is the 
true explanation of these two forms of dissociation. 
The bearing of our observations on the subject of 
treatment is being dealt with by Dr. Stopford in a 
paper which I am informed is about to be published. 1 


GUNSHOT INJURIES OF THE PERIPHERAL 
NERVES: THE SYNDROME OF 
COMPRESSION. 

By JOHN S. B. STOPFORD, M.D. Manch., 

LECTURER IN ANATOMY. UNIVERSITY OF MANCHESTER. 


The numerous examples of injury to the peri¬ 
pheral nerves in our military hospitals probably 
provide more problems than any other class of case, 
and the controversies about the advisability of 
surgical interference are still maintained in this 
and other countries. Contact with these cases 
makes it apparent that critical observations and 
further investigations are necessary in order to 
obtain the highest percentage of good functional 
results with the shortest periods of inactivity. 

At the outset most cases exhibit a complete inter¬ 
ruption of conduction in the affected nerve below 
the site of the injury, but even at this time the 
anatomical diagnosis may be obscured either by 
superadded functional manifestations (especially in 
lesions of the clavicular region) or damage to one 
or more other nerves. The latter complication 
produces greater difficulty later, as, owing to the 
frequent variation in severity of the injury inflicted 
upon the individual nerves, it is not unusual to 
get early partial recovery in one which causes an 
irregular anatomical distribution of the motor and 
sensory symptoms. 

Owing to the profound initial symptoms obscuring 
the extent and character of the injury, and the risk 
of sepsis, it is universally considered advisable to 
withhold operative measures until the wounds are 
soundly healed and the nerve has had a reasonable 
opportunity of demonstrating signs of recovery. 
There is considerable divergence of opinion as to 
the length of this period because it is impossible to 
enunciate any hard-and-fast rule. Each case ought 
to be decided on the results of careful regular 
clinical examinations, and it is hoped that some of 

1 The paper referred to commences on this page. 
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the points raised in this paper may be helpful at 
this stage. During the important period of obser¬ 
vation the paralysed muscles must be fully and 
constantly relaxed by splints, and daily massage and 
passive movements practised in order to encourage 
recovery and prevent contractures. 

From the observation (on behalf of the Medical 
Research Committee) of upwards of 90 cases in the 
hospitals of the 2nd Western Command, it is sug¬ 
gested that the following factors must be considered 
as influencing the prognosis and consequently the 
treatment. 

1. The extent, character, and distance from the 
periphery of the injury. Extensive damage to the 
surrounding structures increases the formation of 
scar tissue, which by its contraction is liable to 
strangle the nerve. Irregular missiles, as shell 
casing, tend to lacerate the nerves themselves more 
than bullets. A nerve which is in a state of tension 
at the time of the reception of the injury is more 
likely to be torn than one which is lying slack, and 
consequently the position of the limb influences 
slightly the predisposition to laceration. It is well 
known that peripheral injuries of nerves have a 
better prognosis than more central ones in the 
region of the nerve roots. 

2. Such complications as fracture and sepsis 
obviously add to the gravity of the prognosis. 
They both magnify the risk of secondary implica¬ 
tion of the nerve in either callus or fibrous tissue. 

3. The treatment before the case comes under 
observation is also important, as failure to relax 
the paralysed muscles during the early stages 
appears to be a very potent cause of delay in 
recovery. 

4. The amount of cicatricial tissue formed around 
the nerve. Excessive fibrosis and the frequency of 
incomplete divi¬ 
sion constitute, 
to a considerable 
extent, the differ¬ 
ences between 
war injuries of 
nerves and those 
encountered in 
civil practice. The 
effect of fibrous 
constriction 
daring healing is 
most significant 
in the study of 
these cases, and 
its influence upon prognosis and treatment cannot 
easily be over-emphasised. 

For convenience of discussion the clinical pro¬ 
gress, in a large proportion of nerve injuries, may 
be said to follow one of the four following courses 
(although, it must be understood, it is not possible 
to include a few cases exhibiting several complica¬ 
tions in such a graphic manner). 

(a) Improvement seen in the sensory manifesta¬ 
tions within a few weeks, followed by restoration 
of tone and voluntary contraction in the paralysed 
muscles. This is succeeded by a steady increase in 
power until there is a complete recovery within 
four to eight months. The cases following this 
course are probably examples of physiological 
division, the missile having passed close to the 
nerve without dividing any fibres and the wound 
healing without any compression of the nerve. 

(b) No improvement of any form even after four 
to six months. All of these cases are clinically 
examples of complete anatomical division, and 
surgical means alone can procure any recovery. 


Fig. 1. 




Analgesia (crosses) and anaesthesia (line) 
In Case 1 before operation. 


In these two diverse groups the treatment is 
obvious, but in the next considerable difficulties 
are encountered. 

(c) Fairly rapid improvement in the sensory or 
motor symptoms, or both, up to a point when 
further progress becomes more tardy but very 
slowly continues. These are possibly instances of 
incomplete anatomical division, but the divided 
fibres regenerate because they are in good apposi¬ 
tion, and there is a minimal amount of cicatricial 
tissue. Surgery cannot accelerate the recovery of 
this group and the essential point is to differen¬ 
tiate it from the succeeding one. As Sherren 1 has 
shown, in cases of incomplete division the recovery 
of epicritic and protopathic sensibility is simul¬ 
taneous. 

(d) Improvement, which abruptly ceases or is 
followed by a relapse. This is an important group 
and contains a considerable number of cases. The 
relapse, as may be anticipated, is almost invariably 
due to compression of the nerve by fibrous tissue 
or callus. 

In the cases of relapse or sudden cessation of all 
recovery the nerve is found on exposure to be 
compressed by fibrous tissue, or to contain a fibroma 
or extensive intraneural scar. The progress or 
regeneration is interrupted by the excessive 
formation of fibrous tissue, which usually necessi¬ 
tates neurolysis or excision of the fibroma with 
suture of the divided fibres, and therefore it is of 
the utmost importance to be able to diagnose this 
class of case as soon as possible from those in the 
previous group, where recovery will generally occur 
without surgical intervention. 

From my own experience it seems possible to 
recognise the presence of compression of a nerve 
in most cases by means of the simplest clinical tests 

for the cutaneous 
sensibility to 
“light touch” and 
“pain” in its sen¬ 
sory distribution. 
The following 
cases illustrate 
this possibility. 

Case 1.—Private 

- received on 

May 9th, 1915, a gun¬ 
shot injury on the 
inner side of the left 
arm about 2 inches 
above the internal 
condyle of the 
humerus. He was first seen by me on Sept. 15th, when 
there was a complete paralysis of all the muscles supplied 
by the ulnar nerve and sensory symptoms indicated in 
Fig. 1. It will be immediately noticed that the analgesia 
was more extensive than the aueesthesia (lightest touch). 
He had suffered from a burning pain in the palm of the 
hand for the previous two months, but this was diminish¬ 
ing in intensity and totally disappeared about the end of 
September. No improvement occurred and he was operated 
on by Captain H. Buck on Nov. 12th. At the operation 
the nerve was found to be firmly adherent to the inner 
head of triceps; its most internal fibres had been divided 
and a fibroma had developed between their lacerated ends. 
A few apparently normal fibres were to be seen on the 
outer side. About one inch of the nerve with the fibroma 
was resected and the divided ends sutured and protected with 
a covering of fat. Microscopic examination of the excised 
piece showed three bundles of nerve fibres intact, but the 
rest had been strangled by the dense fibrous tissue. Sensa¬ 
tion was tested six days after the operation, and it was found 
that the analgesia was now less extensive than the anaesthesia 
as shown in Fig. 2 (the dissociation is the reverse of that seen 
in Fig. 1, before operation). 

Case 2.—Private - received on August 8th a shell 

injury of the left shoulder, the piece entering just below the 
spine of the scapula and emerging through the inner third 


Fig. 2. 



Analgesia and anesthesia in Case 1 after 
resection. 


1 J. Sherren; Injurlea of Nerves and their Treatment. 
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of the clavicle, causing a comminuted fracture of that bone. 
There was immediate paralysis of the whole arm. In about 
four weeks he was able to tlex the fingers slightly, and a 
little later succeeded in slowly flexing the elbow.* About 
this time he suffered a good deal from a severe pain along 
the outer side of the arm, and this was found to be more 
intense when the limb was warm. When examined on 
Nov. 22nd there was paralysis of the clavicular portion of 
the pectoralis major, deltoid and extensors of the wrist, 
thumb and fingers, with paresis of the triceps. The objective 
sensory manifestations are demonstrated by Fig. 3, in which 

Fig. 3. Fig. 4. 




Analgesia and anaesthesia 
In Case 2 before neuro¬ 
lysis. 




Analgesia and anaesthesia 
in Case 2 a fortnight 
after neurolysis. 


it will be seen the analgesia is much more extensive than 
the anaesthesia. At the operation, performed by Captain 
Buck, the posterior cord of the brachial plexus was found to 
be strongly adherent to the interior aspect of the clavicle 
in the region of the fracture. No evidence could be found of 
any division of nerve fibres. When examined two weeks 
after the operation it was found that the type of dissociation 
in the sensory symptoms had been reversed. (Fig. 4.) A 
fortnight later there was scarcely any anaesthesia or 
analgesia, and slight voluntary contraction of the deltoid 
was seen. Improvement is continuing. 


Case 3.—Private - received a gunshot wound of the 

right leg, which caused an extensive linear wound along 
the inner border of the biceps tendon, extending about 
4} inches proximally from the head of the fibula. The 
wound became very septic and took nearly three months to 
heal. When examined before the wound had healed he 
complained of severe dragging pain in the foot and had 


Fig. 5. 


Fig. 6. 



Analgesia and anaesthesia in Case 3 
before the wound had healed. 



paralysis of the anterior tibial and peroneal muscles. On 
testing the sensibility it was found that the losses to 44 light 
touch ” and “ pain ” respectively were almost coterminous 
(Fig. 5), the condition usually found in complete division 
of the external popliteal nerve. During the next few weeks 
there was a gradual recession of the proximal limit of the 
aneesthetic and analgesic areas and some voluntary contrac¬ 
tion in the extensor longus hallucis and extensor longus 
digitorum, but this was only maintained until about a 
fortnight after the wound had healed when a relapse 
occurred. The pain ceased, there was no longer any 
voluntary contraction in the anterior tibial muscle and 
the analgesic area was found to be very considerably 
greater than the area of anaesthesia (Fig. 6), which 
was not quite so extensive as at the outset. At the 


operation Captain E. D. Telford found the external pop¬ 
liteal nerve incompletely divided and embedded in an 
enormous mass of hard fibrous tissue and it was found 
necessary to resect a portion of the nerve. Unfortunately, 

I was unable to again examine this case after the operation 
owing to its transfer to a distant hospital. 

The following two cases show more clearly the 
development and effect of compression on a peri 
pheral nerve. 

Case 4.— Rifleman - received on June 25th a shell 

wound on the outer side of the left biceps tendon and in 
front of the external condyle of the humerus. It was an 
uncomplicated flesh wound, and at first there were no 
manifestations of any nerve injury. The wound rapidly 
healed, and soon after it became sound he experienced 
difficulty in raising his wrist. This 
became gradually worse, until he was 
quite unable to extend his wrist, thumb, 
or fingers. When examined at this time 
he had complete flaccid paralysis, with 
wasting of all the muscles supplied by 
the posterior interosseous nerve, and 
complained of pain in the thumb and 
dorsum of the hand, but there were no 
objective sensory svmptoms. In a few 
weeks the pain subsided and an anal¬ 
gesia, whose distribution is demon¬ 
strated in Fig. 7, appeared. There was 
no loss to light touch. This condition 
persisted for one month, during which 
time the paralysed muscles were con¬ 
stantly relaxed ona splint and regularly 
massaged. At the end of this time the 
extensors of the wrist exhibited signs of tone, and later a little 
voluntary contraction. This was succeeded by a gradual 
reduction in the area of analgesia, and now there are 
no sensory manifestations and full power has practically 
returned in the affected muscles. 


Fig. 7. 



Analgesia (no hum* 
theola) in Ca«e 4. 


Case 5.— Private- whilst in the Dardanelles noticed 

that his left hand began to lose its power after about half an 
hour’s trench digging or rapid fire. The weakness rapidly 
increased, and he also observed wasting of the hand. In 
addition he suffered from a shooting pain down the ulnar 
border of the forearm and hand which was induced by 
carrying anything or wearing his heavy overcoat, or some¬ 
times even by his braces. On examination there was 
paresis with atrophy of all the small muscles of the 
hand, and also slight weakness of the flexors of the 
fingers, especially on the ulnar side. The affected hand 
was dry, cold, and slightly cyanosed. The only objective 
sensory symptom was analgesia over part of the distribution 
of the inner cord of the brachial plexus. (Fig. 8.) Epicritic 
sensibility, even to the compass 
test, was unaffected throughout. An 
X ray examination showed a cervical 
rib on the right side, but none on 
the affected side. At the operation, 
performed by Captain Telford, a 
very large contribution from the first 
dorsal root was found ascending in 
a deep groove on the inner border 
of the first rib to join the last cervical 
nerve. There was no compression of 
the subclavian artery. The portion 
of rib obviously compressing the first 
dorsal root was excised. On the 
following day (24 hours after the 
operation) the hand was warm and 
moist, and the analgesia had com¬ 
pletely disappeared. The capillary 
circulation was still a little sluggish, 
but there was no cyanosis, and the 
man volunteered the information 
that 44 during the night he had felt 
the blood pumping through his 
left band for the first time as 
long as he could remember.” (A Analgesia (no amesthesla) 
full report of this interesting in Case6. 

case will be published subsequently in a separate paper.) 


Fig. 8. 



All these cases exhibit a dissociated type of 
sensory disturbance; in each the area in which 
there is a loss of sensibility to pain (tested by pin¬ 
prick) is greater than that in which the loss to 
light touch (tested by camel hair brush) occurs, a 
syndrome which is the reverse of that enunciated 
by Head, Rivers, and Sherren 2 for injuries of 
peripheral nerves. I have discovered this type of 


2 H. Head, W. H. R. Rivers, and J. Sherren: Brain, vol. xxviiV, 1905. 
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dissociation in 15 additional cases, but have failed 
to find it in the examination of recent injuries. 
In every case where it was found it developed 
after the wound had healed. In this connexion it is 
interesting to note that my attention was first 
directed to this dissociation by Captain D. E. Core, 
who was at the time examining old cases, whereas 
I was seeing only the recent ones, and it was only 
later when I began to see it develop that I realised 
its significance. All the examples of this dissocia¬ 
tion which have come to operation show one patho¬ 
logical condition in common—namely, compression 
of a nerve which is undivided or incompletely 
divided. 

In the first three cases described the compression 
was observed on exposure of the nerve. In the 
first the dissociation was reversed by complete 
division, in the second by neurolysis, whilst in the 
third unfortunately I was unable to make cm 
examination after the operation. In the fourth 
case the position and character of the injury and 
the very late onset of the nervous symptoms 
indicate compression by the contraction of the scar. 
The manifestations were not so profound as in the 
former cases, and recovery occurred without neuro¬ 
lysis. The fifth case—compression of the first 
dorsal contribution, to a probably post-fixed brachial 
plexus, by a normal first rib—proves still more 
clearly the effect of pressure and the rapid relief to 
be obtained in early cases by its removal. 

These observations seem to show that the first 
signs of compression are manifested by loss of con¬ 
duction in the motor fibres and severe pain, which 
are succeeded by analgesia and diminution (later 
disappearance) of the subjective pain, and later 
tactile anaesthesia, which is never so widespread as 
the analgesia. Any reference to thermal anesthesia 
is here omitted as it is not so conveniently tested 
clinically as “ pain ” and “ light touch,” which appear 
to give the necessary practical information. The 
simple examination required enhances the clinical 
value of this sign. This form of dissociation can 
be rapidly tested, and the only conditions with 
which it can possibly be confused are complete 
division of posterior roots and perhaps syringo¬ 
myelia ; but these errors may easily be avoided. 

It is unnecessary to account for the frequency of 
the signs of compression in military cases after 
Bowlby’s 8 recent description of the way in which 
all bullet or shell fragments, moving at immense 
speed, not only shatter the structures in the line of 
their flight, but by their divulsive force shatter 
and lacerate the surrounding tissues for remarkable 
distances in all directions. This form of dissocia¬ 
tion is not only of importance in diagnosing com¬ 
pression, but also useful in proving the relief of 
compression after nqurolysis. 

It is not intended here to refer to the theoretical 
significance of this phenomenon, but it is of 
interest to mention the hypothesis, supported by 
Hanson's 4 recent work, that the afferent fibres con¬ 
ducting protopathic sensibility are non-medullated. 

* Bowlbj: Bradshaw lecture. Wounds in War, The Lancet, 
Dec. 25th, 1915. 

* 8. W. Ran son: Unmyelinated Nerve Fibres as Conductors of Proto 
petbic Sensation, Brain, vol. xxaviii., 1916. 


Dr. F. T. Underhill, medical health officer of 
Vancouver, in presenting his annual report for 1915, lays 
chief stress on the need for thorough inspection of all foods 
and their distribution, and the inspection of dairy-farms, 
milk- and other food-shops, and food-hawkers. He notes that 
after two or three years' steady work bakehouses are all free 
from vermin, and wrapped bread can be had from all bakers. 


INVESTIGATIONS OF STRAINS OF 
TUBERCLE BACILLI DERIVED 
FROM SPUTUM. 

By A. STANLEY GRIFFITH, M.D. Vict. 

(For the Medical Research Committee.') 

In May, 1914, I communicated to the British 
Medical Journal 1 the results to that date of investi¬ 
gations of strains of tubercle bacilli derived from 
the sputum of phthisical persons. Since then I 
have isolated and investigated a further series of 
cultures from sputum. These additional strains of 
tubercle bacilli were obtained in the course of 
experiments made in test of a simple method, men¬ 
tioned in my last paper, of raising cultures directly 
from sputum by means of antiformin. I have 
also completed the investigation of four atypical 
sputum strains which were omitted from the report 
on the last series because their biological characters 
had not then been satisfactorily established. As 
my work on these lines is for the time being at 
an end (September, 1915), I propose in this paper 
to summarise the whole of my observations upon 
the types of tubercle bacilli in the sputum of con¬ 
sumptives. The total number of Btrains of tubercle 
bacilli isolated by me from sputum is 212. Of 
these, 29 -were investigated for the Royal Com¬ 
mission on Tuberculosis, 2 152 for the Grocers’ 
Company, and the remainder (31) on behalf of the 
Medical Research Committee. 

The subject-matters of this report will be dealt 
with in order as follows : (a) Outcome of my obser¬ 
vations on the sputa of 31 additional cases of 
phthisis pulmonalis. ( b) The biological charac¬ 
teristics of four atypical sputum strains from 
Series 2. (c) Analysis of the results obtained in 

examination of sputum from 212 cases of phthisis 
pulmonalis. (<Z) My further experience of anti¬ 
formin as a means of eliminating from sputum and 
from tuberculous tissues all micro-organisms other 
than B. tuberculosis. 

(a) 31 Additional Strains. 

Thirty-one new strains of tubercle bacilli have 
been raised from sputum. The patients from whom 
the sputum samples were derived varied in age 
from 17 to 53 years; 15 were under 25 and 3 were 
over 40. Of the patients 12 were females and 19 
were males. I am indebted to Dr. W. M. Elliott, 
Ruchill Hospital, Glasgow, and Dr. J. W. Allan, 
Bellefield Sanatorium, Lanark, for specimens of 
sputum from 28 persons, and to Mr. P. C. Varrier- 
Jones, Cambridge, for the specimens from the 
other three. 

A small quantity of each sputum sample was 
inoculated intraperitoneally into one guinea-pig. 
Of the 31 guinea-pigs so inoculated two died pre¬ 
maturely ; the rest developed typical general tuber¬ 
culosis. Direct cultures were sown from each 
sputum after treatment with antiformin, and in 
this way cultures of tubercle bacilli were isolated 
from 26 of the samples. From the remaining 
5 samples, as well as from 8 which had yielded 
cultures direct, cultures were derived through the 
guinea-pig. The cultures have been tested as to 
their cultural characteristics only. Each of the 
strains has produced on bovine serum good growths 
with yellow pigment, and on glycerine agar, potato 
or broth the luxuriant creamy wrinkled layers 
which are characteristic of the human type of 
tubercle bacillus. 

o 2 
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In order to ascertain whether or not a strain is capable of 
producing pigment on serum it is essential to use bovine 
serum which is of yellow colour when coagulated. The 
serum I have used for subcultures has. during the greater 
part of my work at Cambridge, been obtained from a single 
animal, a Shorthorn cow, which is kept at the farm for the 
sole purpose of supplying serum. Different batches of 
serum from this cow have varied in colour, when coagulated, 
from pale yellow to golden yellow, but all have favoured the 
production of pigment. On a golden yellow serum the 
human type of tubercle bacillus produces a rich yellow, 
often orange-yellow, pigment. With a less yellow serum the 
colour of the pigment varies from light cream to yellow. On a 
colourless serum, such as is usually obtained from the calf, 
pig, goat, or horse, the growths of human tubercle bacilli are 
greyish or greyish-white and are not pigmented. Standard 
bovine cultures have never in my experience produced 
bright yellow pigment, even on a "golden yellow serum. 
Yellow pigment in a serum culture is therefore a character 
of considerable differential value. 

(/>) Four Atypical Strains. 

With the exception of the majority of strains 
derived from lupus and of a few mixed strains, all 
the strains of tubercle bacilli of human origin upon 
which I have previously reported have been readily 
classified as either of bovine or of human type. 
This classification has been based upon the 
characters of growth on artificial media and the 
virulence for certain species of animals, the rabbit 
being the standard test animal. The deviation 
from typo observed in the majority of lupus 
tubercle bacilli has been in respect to virulence, 
the cultural characters of these strains having been 
those of either the human type or the bovine type 
of tubercle bacillus. 

Daring my work on tuberculosis in Cambridge I 
have obtained now and again from various kinds of 
human tuberculosis strains of tubercle bacilli which 
have displayed another kind of anomaly. These 
strains have exhibited standard (mammalian) viru¬ 
lence, but have not corresponded to either of the two 
mammalian types of tubercle bacilli in respect to 
their cultural characters. Of this new variety of 
tubercle bacillus I have obtained four strains from 
sputum. The following is an account of the bio¬ 
logical properties of each such strain, together with 
an abstract of clinical notes of the case in each 
instance. For the latter I am indebted to Sir 
Robert Philip and Dr. J. J. Perkins. 

Case 1.—A woman, aged 24, was admitted to Brompton 
Hospital iu 1911. The upper and lower lobes of both lungs 
were affected. The duration of the lung trouble was stated 
to be about three years. 

Bacteriological lnve*ti<iation .—Sputum obtained in Mav, 
1912, was muco-purulent and contained fairly numerous 
T.B.; majority of medium length, a few long and beaded. A 
culture was isolated direct. Subcultures on scrum were 
luxuriant, and on a yellow bovine serum exhibited a rich 
yellow pigment. On glycerine serum growth was luxuriant, 
pigmented, more heaped up than on serum, parts being 
wrinkled and. warty. On glycerine agar at the end of a 
month growth was partly grey and translucent and partly 
creamy-white and wrinkled. After three or four months’ 
incubation the major part of the layer was creamy, wrinkled, 
and of moderate thickness, the rest being grey and like 
ground glass. Similar growths were obtained on several 
agar tubes, and they differed from those ordinarilv produced 
by standard human tubercle bacilli in being less'abundant, 
not so uniform, and slower in attaining the maximum. 
On glycerine potato the most usual result in upwards of 
24 tests was the production of a thin grey layer in which 
secondary colonies appeared after from two to three 
months. On further incubation these colonies increased 
slowly in size, becoming very irregular and bizarre in shape, 
resembling those often produced by bovine tubercle bacilli 
on this medium. Occasionally the growths were greyish- 
yellow and granular, but not much raised. On one occasion 
a moist, whitish, finely wrinkled but not thick layer was 
produced. On glycerine broth the best growth obtained 
after many attempts was a moist, greyish-white, mottled, 
not thick pellicle covering two thirds of the surface, the rest 
being covered by extremely delicate transparent film. 

A rabbit inoculated subcutaneously with 35 mg. of culture 
was killed 124 days after inoculation. The necropsy showed 
a small local lesion, partial caseation of one scapular gland, 


and scattered miliary tubercles in the lungs. Two guinea- 
pigs inoculated subcutaneously (one partly intraperitoneally), 
each with OT mg., died of typical tuberculosis in 47 and 149 
days respectively. 

Case 2.— Sputum from a woman aged 23 was received 
in January, 1912. She w T as suffering from pulmonary 
tuberculosis and had a blood-stained muco-purulent expec¬ 
toration containing numerous beaded T.B. 

Bacteriological Inve*ti<jation. -A culture was obtained 
direct from the sputum. Subcultures on serum and 
glycerine serum were identical with those of Case 1 strain. 
On glycerine agar growth was difficult to obtain, the majority 
of the tulies sown showing no visible growth after several 
months’ incubatiou. On other agar tubes there was in the 
second month a definite but extremely thin filmy grey layer, 
around the margins of which, under low magnification, very 
minute discrete colonies could be seen. After further incu¬ 
bation, up to four months, secondary colonies were seen in 
the thin grey layer, but these were only just visible to the 
naked eye and were grey and filmy or greyish-white. After 
incubation up to six months the appearances were the same 
as after three and four months. On glycerine potato in the 
great majority of cases only a thin grey layer was produced 
after several mouths’ incubation. In one tube numerous 
secondary colonies developed iu the thin grey layer, but 
these remained miuute. Iu another tube, after nine months' 
incubation, there was a thin, moist, greyish-white layer 
containing half-a-dozen creamy warty colonies up to a 
millet seed iu size. On glycerine broth only a few filmy 
grey islands of growth have been obtained. 

A rabbit inoculated subcutaneously with 45 mg. of culture 
and killed 124 days later showed a local lesion and moderately 
severe tuberculosis of the lungs only. Another rabbit 
inoculated subcutaneously with 10 mg. of culture and killed 
97 davs later also showed "a local lesion and moderate tuber¬ 
culosis of the luugs only. A culture from the lung of the 
latter rabbit resembled the original. Three guinea-pigs were 
inoculated, each with OT mg. One, intraperitoneally inocu¬ 
lated. died in 27 days of typical subacute general tuber¬ 
culosis. Of the two subcutaneously inoculated guinea-pigs 
one died in 61 days of general tuberculosis ; the other died in 
114 davs of chronic general tuberculosis of fibroid type. 
Cultures from two of the guinea-pigs were identical in 
cultural character with the original. 

Case 3.—A woman, aged 31, was admitted to the Royal 
Victoria Hospital, Edinburgh, on March 20th, 1913, on 
account of cough, loss of appetite, and weakness. The 
duration of illness was stated to be six weeks. Personal and 
family history unimportant. On examination she showed 
bilateral pulmonary tuberculosis, more extensively involving 
right side, where there was evidence of vomication. There 
was marked constitutional disturbance. The patient died 
some time later in a home for incurable?. 

Bacteriological In rest ination.— Thick muco-purulent sputum 
was received in November, 1913. It contained very numerous 
tubercle bacilli; many were long, curved, and beaded. A 
guinea-pig inoculated’ intraperitoneally with the sputum 
died in 32 days of typical general tuberculosis. A rabbit 
inoculated subcutaneously and killed 92 days later showed no 
more than a small local lesion and a caseous focus in one 
adjacent gland. Cultures were isolated directly from the 
sputum. Subcultures on serum and glycerine serum were 
luxuriant and pigmented like those of the strain from Casel. 
On other media containing glycerine growths were very 
sparse and closely resembled those produced by the strain 
from Case 2. A rabbit inoculated subcutaneously with 15 mg. 
of the culture and killed 101 days after inoculation showed a 
small softened caseous lesion "and three tubercles in the 
lungs onlv. A culture recovered from one of these tubercles 
resembled the orginal culture in cultural characteristics and 
in virulence for the rabbit. 

Case 4.—A woman, aged 38, was admitted to the Royal 
Victoria Hospital, Edinburgh, in August, 1913, on account 
of cough, breathlessuess, Ac. The duration of her illness 
was stated to be 14 months. Examination revealed exten¬ 
sive involvement of left lung and slighter involvement of 
right apex. Svstemic disturbance marked. Sputum showed 
moderate numbers of T.B. during first five months’ treat¬ 
ment; thereafter the examination was negative. The 
patient improved considerably under treatment, and on 
discharge there was diminution in the area involved and 
T.B. were no longer detected in the sputum. 

Iiactcriolojiical In ve.<ti<iatioh,^A sample of the sputum 
received in November, 1913, was thick, viscid, and con¬ 
tained a moderate number of T.B., mainly long, curved, 
and beaded. A rabbit inoculated subcutaneously with a 
small amount of the sputum and killed 95 days later 
showed a local lesion, a dozen tubercles in the lungs, and 
one tubercle in a kidney. Cultures were isolated directly 
from the sputum. The cultural characteristics of the 
strain were practically identical with those of the strains 
from Cases 2 and 3. A rabbit inoculated subcutaneously 
with 24 mg. of the culture and killed 101 days later showed 
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a cystic caseous lesion, partial caseation of the nearest 
glands, scattered miliary tubercles in the lungs, and one 
tubercle in a kidney. A culture derived from the lung 
lesions of the rabbit was identical with the culture inoculated 
in cultural characteristics and in virulence for the rabbit. 
Two guinea-pigs inoculated subcutaneously each with 1 mg. 
of culture died of typical general tuberculosis in 75 days. 

On the clinical side the cases have not presented 
any unusual feature. With regard to the biological 
properties of the strains isolated, it mnst first be 
noted how in most particulars the strains resemble 
the human type of tubercle bacillus. All the strains 
have produced in the rabbit and the guinea pig the 
pathogenic effects of standard human tubercle 
bacilli. They resemble human tubercle bacilli also 
in their mode of growth on serum and glycerine 
serum. Microscopically the strains exhibited very 
irregular morphology, and there were many long, 
curved, and beaded forms both in the sputum and 
in oultures. They differ from standard human 
tubercle bacilli only in the way they grow upon 
glycerine agar, potato, and broth. On these media 
they are dysgonic, and save for very minor differ¬ 
ences on glycerine agar have displayed characters 
which would entitle them to classification with 
bovine tubercle bacilli. The cultural features of 
three of the strains were practically identical. The 
other strain produced moderately good growth on 
agar, not equal to that of standard human tubercle 
bacilli, but growths definitely dysgonic on potato 
and broth. 

The growths on serum and glycerine serum of all 
the strains so closely resembled those of standard 
human tubercle bacilli that at first I was of the 
opinion that my failure to get similar characteristic 
growths on other media was due to faulty technique 
—i.e., to the use in the tests of not sufficiently 
vigorous subcultures or to unfavourable media. 
The tests were therefore repeated again and again, 
but always with the same results. Two of the strains 
have been under observation for more than three 
years, and have been subcultivated on serum 
upwards of 60 times. Even after this prolonged sub- 
cultivation there has been manifested no increased 
capacity to grow on glycerine agar, potato, or broth. 
The same stability of cultural characters has been 
presented by each of the other strains after a period 
of observation of two and a half years. The distinctive 
cultural features of each strain have been retained 
also after subcultivation for several generations on 
glycerine serum and (of three strains) after passage 
through the bodies of animals (rabbits and guinea- 
pigs). These strains appear therefore to be stable 
new varieties of the tubercle bacillus, and on 
account of their closer resemblance to the human 
than to the bovine type of organism 1 have pro¬ 
visionally classified them as atypical human tubercle 
bacilli. 

The detection of these varieties of tubercle 
bacilli emphasises the importance of complete 
study of cultural characteristics of tubercle bacilli. 
In order to ensure that examples of this class of 
strain are not overlooked, it is essential to use for 
testing purposes not only a variety of glycerine 
media but also a serum which favours the pro¬ 
duction of pigment. The errors of classification 
which might have been made in these cases by a too 
restricted variety of culture tests are the followiog. 
If the serum used had been colourless or of poor 
quality distinctive (pigmented) growths would not 

* Since this ?>aper was written Ksstwood and F. Griffith have re¬ 
ported in the Journal of Hygiene <Vol. XV., No. 2, Jan. 14th, 191th 
the Isolation of similar Atypical strains from cases of hone and j<>int 
tuberculosis. These strains will be more particularly referred to in my 
•hortlj’ forthcoming report on bone and joint tuberculosis, from which 
variety of tuberculosis I, too, have isolated several atypical strains. 


have been secured, and the strains would have been 
classified as dvsgouic with the pathogenicity of 
standard human tubercle bacilli. On the other 
hand, if the culture tests had been limited to egg 
and serum, with and without glycerine, the strains 
would not have been reoognised as anomalous and 
would have been classified with standard human 
tubercle bacilli. 

(c) Analysis of Results obtained from Investigation 
of Sputum of 212 Phthisis Patients. 

The following table records the bacteriological 
results obtained in the examination of sputum 
from 212 cases of phthisiB pulmonalis :— 

Type of tubercle bacillus Isolated. 

Number of St-tiirtard Atypical Standard 

cases. human. human. bovine. 

England. 139 . 135 2 2 

Scotland. 73 70 2 1 

Total. 212 . 205 4 3 

It is notable that of my series of 212 sputum 
examinations 3 only (1’4 per cent.) yielded tubercle 
bacilli of bovine type. AUo that in each of these 
3 cases, though the sputum was repeatedly tested, 
none but bacilli of the bovine type were on any 
occasion isolated.! No other investigator in this 
country has cultivated from tuberculous sputum any 
but tubercle bacilli of human type, this result being 
recorded by Bulloch 1 and Cobbett 4 in regard to 23 
and 2 cases respectively, and by Cruieksliank 6 in 
reference to an unspecified number of observations. 
This great preponderance in pulmonary tuber¬ 
culosis of the human to the exclusion almost of the 
bovine tubercle bacillus is in striking contrast to the 
relative frequency with which bovine tubercle 
bacilli occur in surgical tuberculosis and in the 
tuberculosis of childhood. 

In this country, therefore, pulmonary tuberculosis 
which has arrived at the ulcerative stage is but 
very rarely referable to tubercle bacilli of bovine 
type. And elsewhere than in Britain an even 
smaller proportion of the sputa of persons suffering 
from pulmonary tuberculosis has yielded bacilli of 
bovine type. Out of 736 cases tested by foreign 
investigators 3 only yielded bovine tubercle bacilli ; 
and further, in 2 of these 3 the bovine bacillus was 
only sparsely mixed with preponderating bacilli of 
human type, while in the third case proof was 
not afforded (only a single examination of the 
sputum having been made) that in this instance 
also both types of tubercle bacillus were not 
coexistent in the lungs of the patient. 

id) Method of Obtaining Cultures of the Tubercle 
Bacillus by means of Antiformin. 

The simple method which I described in my last 
paper of obtaining cultures direct from sputum by 
means of antiformin has proved on more extended' 
trial to be very trustworthy. This method was the 
outcome of the observation that the presence of 
free antiformin in a tuberculous fluid used for 
sowing cultures was not detrimental to the growth 
of tbe tubercle bacillus. There is no need, there¬ 
fore, to centrifuge the bacilli and wash them free 
from antiformin before sowing. In fact, it is 
unadvisable in cultivation experiments to allow an 
antiformin sputum mixture to become so fluid that 
it is possible to centrifuge the bacilli. The met'iod 
is carried out as follows :— 

Equal volumes of dilute antiformin ♦ and sputum are 
pipetted with a wide-bore pipette into a small test-tube and 


; For details of these three cases see references 1 and 2. 

I Antior.nin, D.li.P., a mixture of solium hydrate and Eau do 
Javelle. 
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thoroughly mixed. At intervals subsequently one loopful 
of the mixture is spread evenly over the surface of egg 
medium and the tubes are then incubated. By means 
of this simple procedure I obtained pure cultures of tubercle 
bacilli from 2b of the 31 new samples cf sputum. In each 
experiment the volume of the sputum taken was about 
1 c.c. and this was mixed with an equal volume of a 10 per 
cent, dilution of antiformin, thus forming a 5 per cent, anti- 
formin sputum mixture. Egg tubes were sown with this 
mixture at intervals of 5 (sometimes 10) minutes during the 
first 30 minutes, the first tube being sown 5 minutes, 
occasionally 10 minutes, after the mixture was made. Tubes 
were also sown in many instances after longer intervals, 
up to 24 hours. 

In 5 out of the 31 experiments the method failed. Twice 
all the culture tubes sown became overgrown in 24 hours, the 
antiformin not having been in sufficient amount to kill the 
microbes present in the particular sputum. In 3 experi¬ 
ments all the tubes sown remained sterile ; tubercle bacilli 
were numerous in one of these sputum samples, scanty in 
the other two. In these three cases the concentration of 
antiformin was too high and tubercle bacilli as well as other 
organisms were destroyed. 

In all the 26 positive experiments the mixtures were free 
from living organisms other than tubercle bacilli in 20 
minutes or Jess. In 12 experiments pure cultures of tubercle 
bacilli were obtained after the antiformin had acted for 
about 10 minutes, and in 7 experiments after exposure for 
only 5 minutes. These experiments show how speedily 
organisms other than tubercle bacilli succumb to the action 
of antiformin. On the other hand, tubercle bacilli them¬ 
selves did not long resist the action of 5 per cent, antiformin. 
In 13 experiments mixtures which yielded pure cultures of 
tubercle bacilli after 10 minutes’ exposure to 5 per cent, 
antiformin were sterile after further periods of 5 or 10 
minutes. The sputa in these cases were thin and mucinous, 
and in such sputa the resisting power of the tubercle bacillus 
is apparently little greater than that of the other microbes 
present. This was well shown in one experiment. An egg 
tube sown 5 minutes after the sputum and antiformin were 
mixed Yielded an abundant growth of ordinary organisms 
after 24 hours’ incubation. A tube sown 10 minutes after 
mixture grew a pure culture of tubercle bacilli. Tubes sown 
15 and 20 minutes after mixture remained sterile. In several 
other experiments tubercle bacilli have appeared to survive 
other organisms not longer than 5 minutes. 

It is evident from these results that with thin 
sputa the margin of time available during which 
pure cultures of tubercle bacilli are possible from 
a mixture may be very brief. When the sputum 
was thick the tubercle bacilli escaped early destruc¬ 
tion, and such mixtures were found capable of 
producing cultures 24 hours after the sputum and 
antiformin were mixed. While 5 per cent, anti¬ 
formin has given good results, so low a percentage 
lias certain disadvantages for routine use. When 
the sputum is at all tenacious some time may elapse 
before organisms other than tubercle bacilli are de¬ 
stroyed and many may escape destruction altogether. 
Owing to this uncertainty it is necessary to siw 
cultures after many different intervals, thus greatly 
prolonging the period of the experiment. With a 
view of ascertaining whether higher percentages of 
the inhibiting agent would be more advantageous 
many comparative experiments with different pro¬ 
portions of antiformin have been made. In these 
experiments emulsions of tuberculous organs of 
guinea-pigs and rabbits have been employed as well 
as sputum. 

The results of these additional observations, the 
details of which will be published at a later date, 
have led me to the conclusion that it is more 
advantageous, especially when dealing with tenacious 
sputum, to use high percentages of antiformin with 
short exposure than low percentages with long 
exposure. An opinion in this sense has also been 
expressed by McFadyean and Knowles. 6 For routine 
use 15 per cent, antiformin in the sputum mixtures 
is to be recommended, because there is not so much 
necessity for haste in sowing cultures as with still 
higher percentages. The first sowing should be 
made one to two minutes after mixture according 
to the consistency of the sputum, and three tubes 


at least ought to be sown within the first five 
minutes. Thereafter the intervals may be longer— 
five minutes—especially if the sputum remain 
undissolved and mucinous. There is no need to 
sow tubes after 20 minutes or after the sputum has 
completely dissolved. 

The work here reported on has been carried out 
in the Pathological Department of the Field Labora¬ 
tories, University of Cambridge, on behalf of the 
Medical Research Committee. 

Reference*.—!. Bill. Med. Jour.. May 30th, 1914. 2. Final Report of 
the Royal Commhsloti on Tuberculosis, Part II., Appendix, vol. i., 
pp 8-10 and 149-152. 3. Horace Dobell Lecture, Royal College of 
Physicians of London. 1911. 4. Second Interim Report of the Royal 
Commission on Tuberculosis, Part II., Appendix, vol. ii. 5. Brit. Med. 
Jour., Nov. 9th, 1912. 6. Journal of Comparative Pathology, vol. xxvlil.. 
Part 2. 
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Causes of Pain in the Bladder. 

Local pain may be caused by any diseased con¬ 
dition of the bladder, giving rise to irritation of the 
terminal filaments of .the sensory nerves supplying 
the mucous membrane, but as a rule little suffering 
is complained of unless the trigone or the neck of 
the bladder is involved in the lesion. When the 
pain is constant it is generally of a dull aching 
character and is located behind the symphysis 
pubes. Such pain is seen in encysted calculus at 
the base of the bladder and in chronic prostatitis. 
It is not relieved by emptying the bladder as it is 
in acute prostatitis, in tuberculosis, and in chronic 
cystitis. It is remarkable how free from pain some 
diseases are, such as papilloma, cystitis due to 
bacillus coli infection, and tuberculous disease 
involving the anterior wall. While, on the other 
hand: suffering, which may appear to be altogether 
out of proportion to the extent of the lesion, may 
be met with when it is located at the neck or in the 
first part of the urethra. Then the pain is sharp 
and agonising, especially during and after micturi¬ 
tion. When the mucous membrane is intact the 
pain is not generally very great, but if it becomes 
eroded or ulcerated the suffering is more or less 
constant, is greatly increased when the bladder is 
evacuated, and the suffering continues after the 
termination of the act. With the exception of cases 
of stone the pain is worst at nights. 

Referred pains in bladder affections extend more 
to the parts behind and below than to those above— 
that is to say, to the third and fourth sacral 
segments, and less frequently to the first, second, 
and third lumbar. So it is found that most patients 
complain of pain behind the sacrum, almost in the 
middle line, over the hips, and in the perineum, 
whereas a few may find that it extends to the back 
part and outer side of the hips or to the feet. 
(Fig. 6.) Occasionally pain passes to one or both 
kidneys, but how far this is due to nerve reflex or 
to backward fluid pressure it is often difficult to 
say. The conditions which cause pain are: (a) 
cystitis, especially when the lesion involves the 
neck of the bladder or the trigone, and when 
ulceration has been induced; (b) pericystitis; (c) 
retention of urine; id) tuberculosis; ( e) tumours; 
i (/) rupture of the bladder; and (g ) cystalgia. 
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Differential Diagnosis of the Renal Lesion Causing 
Pain. 

Under normal circumstances moderate pressure 
upon the kidneys through the abdominal parietes 
does not produce pain or even discomfort; it may, 
indeed, be laid down as a principle that when such 
pressure induces pain there is some alteration in 
the kidneys. Undue tenderness shows itself in 
increased muscular resistance to pressure with the 
bands. In order to determine increased sensitive¬ 
ness in the kidney, the patient lying upon his back 
with the knees well elevated by pillows, the surgeon 
should pass one hand behind the lumbar region, 
and with the other hand exert gentle but firm 
pressure in the direction of the kidney. When the 
muscular resistance is overcome and the pressure 
continued a peculiar, deep, dull, sickening feeling 
is experienced by the patient, which as a rule he 
can easily distinguish from the superficial aching 
consequent upon the compression of muscle. 

Another method of determining the sensitiveness 
of the kidney is to give a sharp knock or tap in the 
lumbar region. In some diseases, most notably in 
renal calculus, a sharp, stinging pain is thereby 
produced. The one side should be carefully com¬ 
pared with the other. When present, increased 
sensitiveness is a useful guide, but its absence has 
no significance, as in many serious renal lesions 
pressure does not produce suffering. 

Spontaneous pain in the lumbar region or in 
other well-recognised areas is the very common 
complaint in kidney disease, but its character and 
situation vary according to circumstances, and may 
often guide the surgeon in forming an opinion as 
to the nature of the lesion giving rise to the 
suffering. The feeling may only amount to a sense 
of uneasiness or discomfort; it may be a dull or 
gnawing pain; it may be very acute at times or 
may reach to a degree to be described as lacerating 
torture, accompanied by agonising spasms. The 
suffering may be of short duration, with intervals 
of complete freedom from pain, or it may be per¬ 
sistent. The less severe pains as a rule continue 
steadily in their course and are located in one 
place, while the more acute pains are generally 
remittent and extend over considerable areas. Dull 
persistent pain in most cases indicates a slow, 
steady change in the condition and bulk of the 
renal parenchyma or in the size of the pelvis, as is 
seen in tuberculous nephritis and in tumours. On 
the other hand, acute suffering is due to lesions 
which suddenly interfere with the exit of urine 
from the pelvis ; for example, in calculus, in tuber¬ 
culous pyelitis or ureteritis, or in obstruction from 
the impaction of a blood clot. Very often the 
patient is able to distinguish more than one kind of 
pain—a dull, gnawing, local pain which is persistent, 
and a sharp, spasmodic, remittent pain. 

The diseases of the kidney in which pain is a 
prominent symptom embrace all lesions which 
involve acute inflammation of the renal paren¬ 
chyma or the pelvis, and those in which there is a 
condition causing sudden interference with the 
circulation of blood or an impediment to the escape 
of urine. 

We may now consider how far pain in the region 
of the kidney may assist us in forming a diagnosis. 
It is not possible to classify surgical affections of 
the kidney according to the presence or absence of 
pain, for the greatest variation in this respect may 
be observed in the same disease in different indi¬ 
viduals, or, again, a lesion which at one stage gives 
rise to little or no suffering may at a later period 


cause considerable pain. It may be generally stated, 
however, that in diseases where the increase in 
bulk of the organ is slow, or the distension of the 
pelvis is very gradual, the lesion is not character¬ 
ised by much suffering—for example, in simple 
chronic hydronephrosis, in polycystic kidney, and 
in tuberculous nephritis without pyelitis. In 
calculus impacted in the substance of the kidney 
little pain may be referred to the organ, whereas 
such diseases as pyonephrosis, suppurative nephritis, 
perinephritic abscess, tuberculous pyelitis, and 
calculus in the pelvis or in the ureter, usually 
give rise to considerable pain. 

Paroxysmal pain coming on for longer or shorter 
periods, with intervals of complete relief, is 
generally caused by some obstructive lesion, 
calculous obstruction, torsion of the ureters, 
obstruction by pus, tuberculous debris, hydatid 
cysts,' or blood clot, or from spasm of the ureters. 
It may also be caused by the poisons of rheumatism 
or of gout, or by some of the malarial poisons. 

On the other hand, persistent pain of renal 
origin is most likely to result from some inflam¬ 
matory affection of the pelvis and ureter, the 
presence of an impacted stone, the existence of 
rapidly advancing malignant disease or of a tuber¬ 
culous lesion, with ulceration of the pelvis. 
Sometimes, also, persistent pain may be induced by 
the irritation of highly acid urine. 

The conditions causing pain are: (a) Movable 
kidney—(1) traction on the pedicle, (2) passive 
hyperemia, (3) transitory hydronephrosis, and (4) 
reflex disturbance; (b) congestion; (c) inflamma¬ 
tion, acute and chronic; (d) hydronephrosis ; (e) 
pyelitis and pyonephrosis; (f) cystic degeneration; 
(g) perinephric abscess; (h) tuberculosis; (i) renal 
calculus; (/) malignant tumours; (k) renal infarc¬ 
tion ; ( l ) nephralgia; (m) aneurysm of renal artery 
and (n) rupture of the kidney. 

(a) Movable kidney. —In this disease pain is very 
variable in degree, 60 that for sake of discussion 
the cases may be divided into two classes: (1) 
Those in which ill defined pain, generally abdominal, 
but not specially referable to the renal region, is 
the most marked symptom; and (2) those 'in which 
the pain is distinctly renal and is associated with 
(a) albuminuria only, (6) albuminuria and tube 
casts, (c) heematuria, (d) transitory hydronephrosis, 
and (e) pyonephrosis. 

In the first class the pain is seldom or never 
severe. The point from which it seems to radiate 
is halfway between the lower end of the sternum 
and the umbilicus, but there is no tenderness on 
pressure at the epigastrium, so often observed in 
the pains of gastric disorders. In this group the 
pain does not in any way resemble renal colic, not 
being due to obstruction to the escape of urine, but 
rather to be attributed to traction on the nerves 
supplying the kidney or to pressure upon those 
lying close to it. 

The pain is generally dull, and may amount 
rather to what the patient describes as an 
“ unendurable sense of weakness ” in the abdomen 
and a “ tired feeling in the back.” The pain often 
extends down the thighs, and is not infrequently 
mistaken for “ sciatica ” or “ lumbago,” or may be 
attributed to “rheumatism of the muscles” or 
“ disease of the hip-joint.” The pain, however, is 
not limited to the sciatic nerve, but extends occa¬ 
sionally in the course of the anterior crural. It is 
unattended with pain on pressure of the nerve 
trunks and is accompanied by frequent desire to 
micturate. The pain is not influenced by exposure 
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to damp or cold, nor is it increased by pressure over 
the painfnl part. There is no loss of motor power, 
nor is there atrophy of muscles. It is increased by 
exercise and relieved by rest, especially in bed. It 
is not prone to exacerbations during the night, nor 
is it increased by standing or pressure over the 
hip-joint. From time to time there may be digestive 
disturbance, especially if the patient has been 
taking much exercise of a rough kind. While the 
pain varies from day to day, there are intervals of 
rest and complete comfort. During the time that 
the pain is most severe there may be a feeling of 
nausea, the pulse is not affected, the temperature 
is unaltered, while after the attack passes away 
there may be a sense of utter prostration. 

Medicinal treatment may relieve any digestive 
disorders when carried out along with rest in bed, 
and the pain may pass away, but as soon as the 
patient begins to move about again the old troubles 
ail return. This occurs time after time. The 
patient loses courage, and thinking that no one 
“ understands her complaint ” she becomes resigned 
to her fate, and goes on suffering until the renal 
condition is revealed and an operation performed. 

The second class forms one of the most interesting 
groups in that the pathology is clearly defined, and 
the most satisfactory results are attained by treat¬ 
ment. A circumstance I have observed, and one 
that is worthy of note, is that in these cases there 
are no signs of a neurotic tendency. In all, the 
symptoms are simply those due to mechanical 
obstruction to the circulation or to the escape of 
urine from the kidney. The first three symptoms— 
namely, albuminuria, the presence of tube casts, 
and the appearance of blood—are clearly due to the 
obstruction of the circulation; whereas the two 
latter, hydronephrosis and pyonephrosis, are due to 
the obstruction to the urinary flow. When we 
consider the changes that take place when the 
kidney becomes movable, the effects produced 
by twisting of the vessels, the nerves, and the 
ureter, it is easily understood how pain is produced. 
Impediment to the flow of the arterial blood to 
the kidney is very rare. 

In all cases that belong to this group the pain is 
referred to the region of the kidney as the site of 
its origin or of its greatest intensity, but in severe 
cases the pain radiates far beyond the lumbar 
region. When the displacement is such as to 
obstruct the venous return only, the suffering 
comes on gradually and is of a steady, dull aching 
character. When it is so complete as to cause 
heematuria the renal pain may begin very suddenly, 
simulating renal calculus, and may be accompanied 
by severe gastric disturbance, nausea, and vomiting. 
Occlusion of the ureter causes more severe pain 
than obstruction to the venous return, is associated 
with more or less swelling from distension of the 
pelvis, and is accompanied by retention of urine. 
When the obstruction to the venous return is slight 
and of short duration, the only changes observed are 
a diminution in the quantity of the excretion and 
the presence of albumin; but if the obstruction be 
serious and prolonged, tube casts may be found in 
the deposit, and the organ is increased in size. 

Torsion of the renal vessels and of the ureter 
may lead to one or more of the following sym¬ 
ptoms: 1. Albuminuria with or without tube casts. 
2. Hasmaturia, sometimes coincident with blood 
casts in the urine. 3. Dull, aching pain in the renal 
region almost constantly present, and associated 
with occasional paroxysms of colic similar to that 
produced by calculus. But while the paroxysmal 


pain, the heBmaturia, and the general gastric 
disturbance are similar in character and in mode of 
onset to what is observed in calculous disease of 
the kidney, in addition to, and frequently coincident 
with, the symptoms just mentioned, there is sudden 
diminution in the quantity of the urine. The sub¬ 
sidence of the renal pain is soon, but not imme¬ 
diately, followed by copious flow of urine of higlk 
specific gravity, instead of low as in transitory- 
hydronephrosis. The heematuria associated witi* 
blood casts in the urine, and the renal pain con¬ 
current with sudden appearance of albuminuria 
and tube casts, are important circumstances in 
forming a diagnosis. 

Impediment to the escape of blood along the vein a 
produces increased vascular tension, indicated by- 
pain, in most cases by slight, bnt in a few by con¬ 
siderable, increase in the size of the kidney, and in 
many cases by reduction in the quantity of the 
excretion. 

When frequently repeated over a long period 
venous obstruction is certain to lead to atrophy 
of the organ, but fortunately the sickness and pain 
induced by the condition force the patient to take 
rest in bed ; thereby often the normal position of the 
kidney is restored and the twisting of the pedicle 
rectified. 

Displacement of the kidney may lead to impedi¬ 
ment to the flow through the ureter in various- 
ways : (1) By kinking from rotation of the kidney 
on its short axis; (2) by obstruction from bending: 
of the ureter in some part of its course; and (3) by 
occlusion of the lumen of the duct through angular 
insertion of the ureter into the bladder. I have- 
seen only 19 cases where the hydronephrosis 
was sufficiently large to be detected by the 
hand as a distinct swelling in the lumbar region. 
But judging from the symptoms observed in 
many other cases, I have little doubt that 
occasional and slight obstruction of the ureter 
occurs frequently, lasting, however, only for a 
short time—too short a time to allow much fluid 
to accumulate. The- duration of undoubted cases of 
transitory hydronephrosis varies considerably. In 
12 of the 19 cases just alluded to, the duration 
was not less than six hours. In some the attacks- 
extended over 48 hours, and in a very few lasted 
for days. 

As I have already demonstrated in published 
cases 1 while the pelvis of one kidney is becoming: 
distended the function of the opposite organ 
may be suddenly inhibited, as shown by com¬ 
plete suppression. Examples of reflex inhibi¬ 
tion of the functions of the kidney are numerous- 
For example, unilateral obstruction due to the 
presence of a calculus in one ureter may 
cause complete anuria, which may last for a con¬ 
siderable time. In some the inhibition of the func¬ 
tion of the healthy kidney occurs at once ; in others- 
it is only when the hydronephrosis on one side 
reaches a certain point that the kidney on the 
opposite 6ide fails to act. 

As a rule, transitory hydronephrosis of one kidney 
is not associated with immediate suppression of the 
function of the opposite organ. The suppression 
usually only follows after a considerable interval 
of hours or even of days. The suppression may be 
followed by albuminuria, and this may be limited 
to the urine which is excreted by the kidney 
opposite to the one which is hydronephrosed. 
Again, in cases of transitory hydronephrosis the 

1 Honal Cases, 1899, p. 39, published by James Maclehose and Sous,, 
Glasgow. 
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excretion of the opposite kidney may not be stopped 
but only altered in character, the most marked 
changes being increase in the specific gravity and 
the presence of albumin. 

Reflex functional disturbance is seen in some of 
the more severe cases. Not only are the gastro¬ 
intestinal symptoms pronounced and the functions 
of the kidney markedly interfered with, but in some 
there may be symptoms indicative of more remote 
reflex functional disturbance, as exemplified by 
•derangement of the circulation or respiration, or of 
alterations in sensation. In one case I have 
observed complete amosthesia of the mucous 
membrane of the bladder, and the patient was 
unable to micturate spontaneously for several 
weeks. These remote reflex symptoms are regarded 
and designated by some observers as “ purely 
hysterical,” a term the exact import of which has 
not, as far as I am aware, been defined. It is one 
commonly used to imply an attempt to counterfeit 
disease on the part of the patient. Does it not 
really, in most instances, serve as a convenient 
cloak for the ignorance of its creator when he is 
confronted with numerous and perplexing sym¬ 
ptoms of the intimate pathology of which he has 
little knowledge ? 

These remote refiex symptoms of movable kidney 
may be seen in patients who have very perfect 
mental control, and in whose case the suggestion 
of either partial or complete suspension of inhibi¬ 
tory mental influence at any time could not be 
entertained. But while this is true in some cases, 
in many others the patients are distinctly devoid of 
«elf-control and given to exaggerate their suffering, 
«nd sometimes even to mimic diseased conditions. 
It is therefore extremely difficult for the surgeon, 
unless he makes a very careful study of the indi- 
vidual case, to say how far the reflex phenomena 
are actual or assumed, but to conclude that in all 
instances they are the result of morbid mental con¬ 
ditions is very apt to lead one into serious error. 

Case 7. Ml table right kidney , with onset of symptoms 
characterised ly marked respiratory and digestive dntmb- 
<anee; local symptoms at first trtrial. —The patient I saw at 
Uppingham, with her family physician, and he told me that 
when he was asked to see her in October, 1902, the first 
symptoms w T ere those of acute gastro-intestinal disturbance. 
On making an abdominal examination he found the right 
kidney freely movable, but the patient did not complain of 
pain in the renal region, and the urine was found to be 
strictly normal. Mr. H. Lyon Smith regarded the case as one 
in which the gastro-intestinai disturbance was due to the 
•displacement of the right kidney. He ordered rest and the 
application of an abdominal bandage and kidney air-pad, 
with the result that she enjoyed good health till May, 1904. 
He noticed that the symptoms were present only while, or 
immediately after, the kidney was displaced ; and he main¬ 
tained, and in this I agree with him, that there was no 
“ hysteiical ” element in the case. 

The patient was an extremely quiet, sensible woman. 
Air. Lyon Smith wrote to me, saying:—“In May of this 
year I was called hurriedly to see her, on account of a 
‘ suffocative attack.’ I found 1 er walking about the room 
very flushed and anxious-looking, breathing very quickly, 
About 80 shallow inspirations per minute ; pulse very small 
and thready, 110 per minute. The attack resembled one of 
angina, except that the face was flushed rather than pale.” 

The heart and lungs were free from any organic disease. 
During June and July, while the patient was permitted to 
move about, and the kidneys occasionally became displaced, 
these attacks were frequent; but with complete rest they 
eoon disappeared, and with medicinal treatment her general 
health improved. The conclusion Mr. Lyon Smith came to 
was that * * the suffocative attacks were caused by the move¬ 
ments of the right kidney setting up a sudden dhtarbance 
of the sympathetic nervous system,” and when the kidney 
was kept at rest the attacks ceased. 


The patient came to Glasgow and I had her under 
observation for over three weeks, and from what I 
saw I am convinced that Mr. Lyon Smith’s explana¬ 
tion is correct. We are very familiar with gastro¬ 
intestinal symptoms as a result of movable kidney, 
but marked respiratory disturbance is uncommon. 
I have seen a few instances similar to, but much 
less marked than, the one just described, but in 
most of them the patients were easily excited, and 
in many, if not in all, I was unwilling to admit the 
possibility of reflex irritation. In this case I think 
we have clear examples of reflex functional disturb¬ 
ance directly resulting from the displacement of 
the kidney. 

(b) Passive congestion as seen in chronic cardiac 
and pulmonary diseases or from pressure on the 
main veins does not cause pain, but there is a dull, 
aching feeling in both the lumbar regions, which 
is usually worst at night, is not eased by fixation, 
and is aggravated by firm deep pressure. On the 
other hand, in lumbago the pain is more severe in 
the morning, becomes easier as the day advances, 
is relieved by fixation, and is as a rule more 
marked on one side. In passive congestion the 
urine is diminished in quantity and contains 
albumin, and sometimes blood casts. The effects 
of passive hyperse mia have already been described 
under movable kidney. 

(c) Inflammation , acute and chronic .—In septic 
nephritis and other aoute infective diseases pain 
may be a marked symptom, and the amount of 
suffering depends upon the degree of tension of the 
capsule. In acute nephritis the pain is dull and 
aching and there is tenderness on pressure both in 
front and behind and even to percussion. It is never 
paroxysmal and never referred. The pain is not 
limited to one side, but extends across the back, 
as generally both kidneys-are involved. When it 
ceases to be limited to the lumbar region a general 
toxaemia is indicated and an unfavourable result 
may be expected. 

The points to attend to in the diagnosis are: 

1. The situation and character of the pain. 

2. Presence of blood corpuscles, albumin, and tube 
casts in the urine. 3. General constitutional dis¬ 
turbance, loss of appetite, nausea, and vomiting, 
fever, high pulse and dry skin, oedema. 4. Scanty, 
cloudy urine. 

(d) In hydronephrosis, as a rule, severe pain is 
only induced when the obstruction of the ureter is 
sudden and complete or nearly so, or as a con¬ 
sequence of pressure of the distended kidney on 
the neighbouring structures. In the majority of 
oases of chronic hydronephrosis recorded the 
patient suffers more from a sense of weight and 
dragging than actual pain. Intermittent hydro¬ 
nephrosis as seen in movable kidney has already 
been referred to, but it is also a result of temporary 
obstruction in the pelvis or the ureter from 
lodgment of calculus, blood clot or fragments of 
tumour. In these cases the pain assumes the 
characters of renal colic, and it is often very severe 
and widely distributed. Hydronephrosis is fre¬ 
quently associated with other painful affections, 
such as cancer of the uterus or bladder, prolapse 
of pelvic organs, or impacted calculus, and an 
amount of suffering may be attributed to the dis¬ 
tension of the renal pelvis for which it should 
not be blamed. 

The amount of pain does not, however, depend 
upon the size of the hydronephrosis, but rather 
upon the circumstance whether the obstruction 
leading to it is acute or chronic in its nntuce. 
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Sudden pain coming on in a case of chronic 
hydronephrosis, in which the patient has been free 
from suffering for a considerable time, and espe¬ 
cially if the onset of the pain is preceded by a 
strain, blow, or other iujury, should suggest rup¬ 
ture of the hydronephrotic sac into the peritoneal 
cavity. In such circumstances the pain assumes 
the characters of that of peritonitis—sudden sharp 
pains with marked rigidity of the abdominal walls, 
with general tenderness; rapid pulse becoming 
thready; temperature subnormal or febrile. 

The points to attend to in diagnosis are : 1. Dis¬ 
tinct swelling in the lumbar region coincident with 
diminution or suppression of urine, and the sudden 
relief of pain being associated with the passage of a 
large quantity of urine of low specific gravity. This 
may be followed by some hfflmaturia. 2. Chronic 
dragging pain in the back with occasional exacerba¬ 
tions. 3. Injections of collargol into the renal 
pelvis demonstrate the extent of the distension 
when viewed with the X rays. 

( e ) In pyelitis and pyonephrosis pain, except of a 
dull, dragging kind, may remain absent for a con¬ 
siderable time. Severe pain may be experienced 
without any distension of the pelvis. The pain is 
of much the same character as in hydronephrosis, 
except that it is more marked in the kidney zones, 
and the tenderness on pressure over the kidney in 
front is more pronounced and more constant. It is 
associated with frequent and painful micturition, 
pain in the penis, and extending down the back of 
the thighs. 

In suppurative disease of the urinary tract the 
effect produced by toxins may give rise to painful 
affections simulating lumbago, rheumatism, gall¬ 
stone, renal or vesical calculus, and appendicitis, 
which symptoms diminish or disappear on the em¬ 
ployment of a vaccine prepared from the organisms 
isolated from the urine, even although the quantity 
of pus and the number of organisms in the urine 
may not be diminished; the antitoxins evidently 
neutralising the effect of the toxin so that their 
harmful effects cease to be evident. 

In suppurative diseases of the renal pelvis the 
absence of pain depends upon the circumstance of 
free escape of the excretion into the bladder. 
Should this be intercepted temporarily the increased 
intrarenal tension may cause severe paroxysms of 
renal colic. Pressure over the kidney may provoke 
much pain, and palpation by abdominal, rectal, or 
vaginal examination may reveal thickening of the 
walls of the ureter. If there is a large collection 
of pus in the pelvis of the kidney, and especially 
should the suppuration be induced by the presence 
of a calculus, rupture may take place into the 
abdomen or into the space behind the peritoneum. 

The points to attend to in the diagnosis are: 
1. Swelling in the lumbar region gradually increas¬ 
ing in size, during which time there may be little 
pus in the urine. 2. Pain steadily increasing, with 
febrile symptoms, relief of pain coincident with 
discharge of pus, which may be seen by the cysto- 
scope escaping from the ureter of one kidney. If 
the case is a very chronic one the pus may form 
small casts of the ureter which lie in the bladder 
like a collection of maggots. These casts, of course, 
are destroyed when the urine is passed per urethram. 
Pain is usually limited to the lumbar region, and is 
increased on pressure, but not by movement. 

if) In cystic degeneration pain is undoubtedly 
rare, unless suppuration or some other complica¬ 
tion has set in. Io simple cases of polycystic 
kidney the patient may complain of dull aching in 
the renal regior, sometimes of a sickening character. 


Usually there is only a sense of general discomfort \ 
as a consequence of the size and weight of the 
kidney, but there may be exacerbations resembling 
renal colic if the cystic kidney has become movable. 
These attacks are due to transitory hydronephrosis- 
rather than the cystic degeneration. In many cases 
there is much tenderness on pressure. Spontaneous 
pain iB distinctly local and is seldom severe, unless | 
when pressure is exercised by the weight of the \ 
kidney pressing on the lumbar plexus, or by a | 
pyonephrosis being established. 

The points to attend to in diagnosis are: 1. A 
non-fluctuant swelling in one or both loin6— 
rounded, nodulated on the surface; the renal 
form of the organ is retained; it is not painful 1 

on pressure, nor does it increase or diminish from I 

time to time. 2. Hffimaturia may occur, but is not 
frequent or severe. 3. The urine is large in amount, I 
low specific gravity, and contains some albumin, 
but no pus. 4. Cardiac and arterial charge may 
also indicate the character of the disease. 

{g) In perinephritis and perinephritic abscess the 
pain is severe and lacerating from the beginning l 
and increases steadily. On account of the location I 
of the lesion the lumbar plexus becomes involved, j 
and consequently the pain is referred to the distri- j 
bution of the nerves supplied therefrom. This ( 
explains why in chronic perinephritis the pain in the 
thigh or knee may be mistaken for that of hip-joint 
disease. Areas supplied by the anterior crural, the 
external cutaneous, and the genito-crural are also 
affected. There is great tenderness on pressure, I 

motion is controlled, and the patient is unable to ' 

bend forward or back, associated with local elevation f 

of temperature and rigors, preceding the appearance 
of swelling and fluctuation iirthe lumbar region. 

It is usually first located in the loin, but may 
extend along the distribution of the nerves of the | 
lumbar plexus later, and as a rule it continue* 
until the pus is evacuated. In chronic cases the I 
surgeon is apt to be deceived by the absence of 
pain, and the patient may be deluded into the hope I 

that a good recovery has taken place. The consti- ' 

tutional disturbance, however, remains, and it ia i 

only when the pus is freely evacuated that a relief 
from pain can be looked for. 

The points to be attended to in diagnosis are: 

1. A diffuse, posterior swelling not limited to the 
renal region, fluctuant, and associated with fixation 
of the lumbar spines and curvature towards the 
diseased side. 2. Pain in the lumbar region 
increased on pressure from behind, with reflex: 
pain in the areas of the lumbar plexus. 3. Gastro¬ 
intestinal symptoms, sickness, vomiting and tym¬ 
panites, febrile temperature, white blood corpuscle j 
count increased. 4. No hsematuria or pyuria. i 

(h) Tuberculosis of the kidney is not characterised , 

by severe pain, but commonly the patient complains 
of a dull, dragging sensation in the loins. Pain in 
renal tuberculosis depends upon whether or nofc ! 
the pelvis and ureters are involved in the disease. 
When limited to the cortex the area of tenderness 
is most marked in the lumbar region close to the 
tip of the fourth lumbar transverse process. Pain 
is seldom severe when the parenchyma only is 
implicated, and rarely amounts to more than a 
dull, dragging sensation in the loin. Agonising 
suffering is sometimes endured, however, in cases 
of tuberculous pyelitis and when the disease in¬ 
volves the ureter and bladder. This is specially 
seen when the flow of urine is impeded by the 
ureter becoming obstructed by blood clot, tuber¬ 
culous debris, or by induration of. the walls of the 
duct. In such instances the pain is associated with 
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frequent micturition, and comes on in paroxysms 
like those of nephritic colic, and is often tem¬ 
porarily relieved by a copious flow of urine. 
Strangury is present in almost all varieties of 
the disease, but there is seldom an escape of blood 
with the last drops of urine unless the bladder is 
involved, and the pain and frequency are almost as 
marked when the patient is at rest in bed as while 
moving about. The greatest discomfort is referred 
to the bladder, which, when it becomes distended, 
'Causes considerable suffering before and during 
micturition, but the pain is relieved immediately 
the bladder is empty. 

The points to attend to in diagnosis are: 
1. Enlargement of the kidney with tenderness 
most marked in the lumbar region at the point 
of the fourth lumbar transverse process. 2. Slight 
hematuria, polyuria and pyuria, with tubercle 
bacilli in the urine. 3. Frequent and painful 
micturition with evidence of irritation of the oriflee 
of the ureter on the diseased side and purulent 
urine escaping from it. 4. Tuberculin reactions 
positive. 5. Febrile temperature and probably 
evidence of tuberculosis elsewhere. 

(t) The pain associated with renal calculus varies 
according to the situation and composition of the 
stone, and according as there is, or is not, pyelitis. 
It may be stated generally that when the calculus 
is impacted in the substance of the kidney, and 
uncomplicated by pyelitis, there is comparatively 
little suffering, or severe pain may exist for a time 
and then disappear for years. In other cases there 
is a dull pain almost constantly present in the loin. If 
the calculus is in the renal pelvis, or moving freely 
in a cavity within the kidney, pain becomes a more 
marked symptom, and is not limited to the loin, but 
extends to the testicle, to the penis, and the inner 
aspect of the thigh. When the stone is impacted in 
the ureter the action of the psoas muscle in walking 
may aggravate the pain. 

When the calculus is so situated the pain is 
dependent upon movement, being aggravated by 
exercise of any kind, or even by movements in 
bed, while complete rest generally affords marked 
relief. The varying pressure of the abdominal 
viscera, or changes in posture, may modify the 
pain, or palpation either in the back or of the 
abdomen may cause it to be temporarily increased. 

Immediately a stone enters the ureter renal colic 
sets in, and the paroxysms, coming on often without 
warning, may last for hours or days. The pain is 
agonising, and radiates from the region of the 
kidney down the ureters to the thigh, penis, and 
testicle. When the first sickness and faintness, so 
characteristic of renal colic, have passed off, the 
patient may endeavour to relieve himself by con¬ 
tortions in all directions, or may be thrown into 
convulsions by the fearful agony he is suffering. 
After a period of great anguish, usually measured by 
hours, the pain subsides as suddenly as it came on, 
and the other symptoms accompanying it disappear. 
If the calculus passes into the urinary bladder the 
patient may be sensible of the fact, but if the stone 
has merely become displaced from the renal orifice 
of the ureter another paroxysm may occur at any 
time. In other cases the calculus remains impacted 
iu the ureter, which becomes more or less 
habituated to its presence. Under such circum¬ 
stances, although the pain may set in suddenly, it 
becomes only gradually relieved, and cessation 
of suffering alternates with paroxysmal attacks, 
probably caused by spasm of the ureters. 

In renal calculus the pain is not entirely due to 
the direct irritation of the stone or to the obstruction 


produced by its impactioD. Another factor must 
be admitted. The presence of the calculus in 
most instances induces a congested condition of 
the renal parenchyma, and this increased vascular 
tension is of itself the cause of much suffering. 
The fact is well illustrated by the relief experienced 
by patients after a free hsematuria or by a cupping 
in the lumbar region. 

Case 8. History of renal calcu'us for 20 years; repeated 
attacks of renal colic, and passage of stones and gravel from 
both kidneys; frequent hcematuria and occasional pyuria; 
pain often relieved and general condition improved by a 
profuse hamaturia; nephrolithotomy. —The patient was 
admitted to the "Central Home” on account of an acute 
attack of calculous pyonephrosis in the left kidney. He 
gave me a long and interesting history of his illness, which 
commenced over 20 years ago. During that long period 
he had many attacks of renal colic, and not infrequently 
they were associated with the appearance of pus or 
blood in the urine. He took a very intelligent interest 
in his illness, had studied his own case carefully, and 
observed that when the pain came on, preceded by the 
usual premonitory symptoms of an attack, which he 
readily recognised, if he took a long ride on horseback until 
he was exhausted, a profuse hssmaturia was induced, un¬ 
accompanied by the passage of stone or gravel. This gave 
him much relief from the pain, and for several weeks there¬ 
after his general health improved. A stone weighing half 
an ounce, and of the form and size of an index finger, was 
removed, and the patient made a good recovery. 

It must be borne in mind that renal colic may 
arise from any sudden stoppage of the ureter, by 
disease of its walls, by a foreign body, by pressure 
from without, or by torsion. Hence, we find that 
although renal calculus is the most frequent cause 
of severe paroxysmal pain, this symptom may like¬ 
wise .occur in tuberculous disease from the passage 
of a caseous mass or a plug of mucus, or as a 
consequence of a tuberculous ulcer. In hydatid 
disease severe suffering may arise from the evacua¬ 
tion of cysts, or in tumours of the kidney from 
portions of the growth becoming detached and 
carried down the ureter. 

As shown by Prout—and Dickinson agrees in his 
opinion—the pain is not equally severe in all 
varieties of renal calculus. The latter says “ that 
of renal concretions lithic acid produces the least 
pain, what there is being dull, oppressive, and 
connected with a sense of weight; oxalate of lime 
causes pain of a more acute kind, and that often 
referred to a particular spot over the region of 
the kidney, and sometimes discursive, shooting 
in the direction of the ureter, epigastrium, or 
shoulder.” Calculi composed of phosphates are 
“ found to be attended by great suffering—almost 
unremitting, though paroxysmally aggravated.” 

Pain such as described must be regarded as one 
of the most important indications of renal calculus, 
and may of itself, if sufficiently characteristic and 
aggravated, justify the surgeon in making an 
exploratory incision even in the absence of other 
symptoms. 

The points to attend to in diagnosis are: 1. The 
diagnosis of renal calculus has been made easy and 
certain by radiography. It is the short cut to 
diagnosis, but should not be allowed to supersede 
all other methods, only used along with them. 
2. Pain is generally associated with haematuria and 
often with pyuria. 3. Pain is increased by manipu¬ 
lation and by exercise, and is relieved by rest. 
4. The ureter orifice on the affected side is abnormal 
and the urinary shoots increased in number. 5. 
Reflex symptoms are common during attack of colic, 
and urine may be suppressed from one or both 
kidneys. 

(To be concluded.) 
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4 SIMPLE PERCENTAGE CHLOROFORM 
INHALER. 

By CHARLES T. W. HIRSCH, M.R.C.S. Eng., 
L.R.C.P. Lond., 

TEMPORARY CAPTAIN, RA.M.C. ; ANAESTHETIST, ROYAL HERBERT 
HOSPITAL, WOOLWICH, ETC. 


The principle of this inhaler was originally 
brought out in Paris, and introduced in a modified 
form to English clinical medicine by Professor A. I). 
Waller. As a result of working with an inhaler 
lent to me by Professor Waller, this apparatus has 
been devised chiefly because it permits greater ease 
of application to the patient’s face, irrespective of 
the patient’s position, and a freer air-way. As the 
illustration shows, the -apparatus consists of a metal 
cylinder divided by a thin domed false bottom into 
two chambers. The lower one is coned to take 
an ordinary gas face-piece, and is provided with a 
movable angle connexion for use when the patient 
is on his side or face. A central tube passes 
through the lid and upper chamber terminating 
in the false bottom, and conveys air directly to the 
face-piece. It is surrounded by an air cone which 
is expanded below over the false bottom in a baffle- 
plate. A by pass passes from the upper chamber 
through the cone and projects into the air tube. 
The air cone is provided with an opening or port, 
admitting air to the upper or chloroform chamber. 
The size of the port is regulated by a movable 


The percentage 

chloroform inhaler 

and its component 

parts: 

a, Port or air inlet 
closed. 

b, Absorbent wick for 
chloroform around 
central cone. 

c, Absorbent wick 
around walls of 
chamber. 

d, Hollow dome. 

e, Detachable tnbing 
for fixing to re¬ 
spirator. 

f, Chloroform tube. 

g, Baffle-plate. 

H, Chloroform by¬ 
pass to air chamber. 

I, Inlet for chloro¬ 
form. 

j. Port opening left 
to right. 



collar on the lid, and an indicator showB the per¬ 
centage of chloroform which iB passing to the face- 
piece. The upper chamber iB surrounded inside 
with wick, and also has wick round the inner cone. 
Both wicks touch the bottom of the upper chamber, 
the latter one by passing through a hole in the 
baffle-plate. The lid is removable, but to save 
taking it off during the administration of the 
anaesthetic a screw-on cap in the lid permits the 
addition of chloroform to the upper chamber. The 
wicks can be removed, and the whole apparatus 
can then be sterilised. 

To use the inhaler 6 drachms of chloroform are 
placed in the upper chamber, which saturates both 
wicks and leaves a layer on the false bottom, below 
the baffle-plate but not touching the latter. The 
port is closed. An ordinary gas face-piece is 
attached to the coned end, either directly if the 
patient is on his back, or if in another position by 
means of the detachable angle‘piece. The face- 
piece is then adjusted to the patient’s face, so that 


the only admission of air is by the air-tube. Pure 
air is then breathed. As the port is opened chloro¬ 
form vapour is drawn through the by-pass in the 
same way as air is sucked in a Bunsen burner or 
Fletcher gas stove. The expirations of the patient 
maintain a constant temperature in the chloroform 
chamber, and from actual experiments at that 
temperature the dial on the lid is graduated to 
show the percentage being inhaled. In use it is 
found advisable to start with the port closed, 
indicator at zero, and to take 10 minutes in passing 
gradually to 2‘5 per cent, when surgical anaesthesia 
is generally produced. A higher percentage is 
rarely needed. Anaesthesia when obtained can be 
maintained at from 1 to 2 per cent. The only 
important point is to make a gas-tight- joint 
between the face and inhaler, which can always 
be obtained by the use of an appropriate sized 
face-piece. 

I have need this apparatus in more than 1000 
cases, some of over two hours’ duration, and harve 
found it most efficacious. The advantages claimed 
are the ease of adaptation to the patient’s faee* 
irrespective of his position, the perfect air-way, 
and the certainty of the percentage of chloroform, 
as well as the simplicity of the inhaler, which is 
without valves or parts that can get out of order. 
Experiments made by drawing air by aspiration 
from the chloroform chamber have not revealed 
any increase of carbon dioxide, thus showing the 
absence of rebreathing. 

The apparatus can be obtained from Mr. CliJF, 
motor engineer, of Well Hall, Kent. 

I wish, in conclusion, to express my indebtedness 
to Professor Waller, who has kindly verified the 
chloroform percentages on iris chloroform balance. 

Kensington Palace Mansions, W. 


Climral lute : 

MEDICAL, SURGICAL, OBSTETRICAL, AND 
THERAPEUTICAL. 

A CASE OF ECLAMPSIA WITH TRIPLETS. 

TWO OF THE CHILDREN BEING UNITED. 

By Robert Jardine, M.D. Edin., &c., 

PROFESSOR OF MIDWIFERY, ST. MUNGO'S COLLEGE ; PHYSICIAN AND 

GYNAECOLOGIST, GLASGOW ROYAL M ATERNITY AND WOMEN’S HOSPITAL. 

The following case of eclampsia is an interesting 
one, as it wa9 one of triplets with two of the 
children united. With triplets the risk of eclampsia 
is very much greater than with single pregnancies, 
as the strain upon the mother’s system is enormously 
increased. 

Mrs. -. primigravida, aged 23, was admitted to the 

Glasgow Roval Maternity and Women’s Hospital on 
Dec. 5th, 1915, suffering from eclampsia: there had been 
five severe fits. On admission she was very obstreperous 
and was with difficulty kept in bed. She complained of 
violent headache and failing sight, but was not quite blind. 
There was great oedema of the face, body, and legs. The 
abdomen was very much distended, and on palpation it was 
impossible to make out any foetal parte, neither could the 
foetal heart be heard. The case was looked upon as one of 
multiple pregnancy. The urine was heavily loaded with 
albumin. The os uteri admitted two fingers and the cervix 
was taken up. Labour had commenced. There was a bead 
well engaged in the pelvis. She was supposed to be eight 
months pregnant. 

The patient was given a saline transfusion of 2 pints 
(.> i. each of sod. chlor. and sod. aoet. to the pint) under the 
breasts, a large dose of Epsom salts by the mouth, and 
0 5 c.c. trivalin hypodermically. A fit occurred after the 
transfusion, but tliere were no more. She soon became 
quiet and the labour passed off. On the 6th the sight was 
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normal and the headache had ceased. The bowels had been 
well cleared out and the kidneys were acting well. There 
were no labour pains. 

On the 7th labour came on again, and at 6 p.m. the 
membranes ruptured spontaneously. As the head did not 
advance it was decided at 8 p.m. to deliver with forceps. The 
instruments were applied by Dr. Grace Whish and the head 
was easily delivered, but when the body came down there 
■was difficulty with the breech. Another breech was dis- 
•covered to be coming and the two were attached. The two 
children were got away by making strong traction upon the 
ftrst one; the perineum was torn. Another child was found 
to be in the uterus in an unruptured sac. The membranes 
were ruptured and a live male child was delivered with 
forceps. 

The uterus remained very flabby and a severe post¬ 
partum hiemorrhage came on. The two placentce were 
removed, and as the uterus did not retract under the 
stimulus of kneading and a hot douche, it was quickly 
packed tightly with iodoform gauze. Hypodermic injec¬ 
tions of ergotin and pituitrin were given and a saline trans¬ 
fusion of two pints. The pulse, which was very feeble, soon 
began to improve and by next morning was fairly good, 
about 108. She had passed a large amount of urine and 
the albumin had lessened. When the packing was removed 
the uterus was very firmly retracted, and there was no 
bleeding. Considering what the patient had oome through 
she was very well, and the prognosis looked hopeful, but 
next morning she began to complain of severe pain at the 
base of her right lung, and her breathing became very 
embarrassed. It was evident that pneumonia was setting 
in. Hot antiphlogistine applications somewhat relieved the 
pain, but the breathing became more embarrassed and the 
pulse began to fail. Death occurred at noon, 40 hours after 
delivery. 

The united children (females) were alive and apparently 
strong. They weighed 6 pounds. As they lay covered in a 
oot buttock to buttock they looked like two normal small 
children. Urine was passed, but no meconium. Small 
quantities of milk were taken quite readily. They did uot 
seem to suffer much, but gradually lost flesh, dying on the 
13th at 6.1Q a.m. The single child, a male Weighing 6 pounds, 
was a fine sturdy little fellow, and was thriving well a few 
days later when taken home. 

The plaoentoo weighed It lb. each. The cord of the 
single child was 20 inches long. The united cord, which was 
only about 3 inches long, had been torn off at the placenta. 
The shortness of the cord had prevented the descent of 
t he head. 



' Photograph of the twins showing the two connecting stalks (s), the 
central mass (m), the severed edge of the Cased amnions (a), and the 
talipes (t). The Insertion of the umbilical cord was on the opposite 
aide of the mass from m. 

I am indebted to Dr. J. F. Gemmill, lecturer in 
embryology, Glasgow University, for the photograph 
here reproduced, and for the following note:— 

“ Dr. Jardine’s specimen is of very great interest 
for the reason that it appears to be the only well- 
authenticated instance among mammals of twins 
with ventral union limited^ as far as the parietes 
cure concerned, to the umbilical region. With a 
single doubtful exception dating back to the four¬ 
teenth century, all other recorded examples of 
ventral or 44 Siamese twin ” union exhibit fusion to 
a greater or less extent, either in the thoracic 
(thoracopagus) or in the pelvic (ischiopagus) 
regions. The sub-type omphalopagus must accord- 
ingly be recognised in the future classifications of 


mammalian double monstrosities, its position being 
intermediate between the two sub-types just named. 
A detailed account of the specimen is being pre¬ 
pared by one of my students, Mr. James Stewart, 
and myself.” 

Glasgow. 

A CASE OF FULL-TERM EXTRA-UTERINE 
PREGNANCY; OPERATION. 

By J. F. Devane, M.D.N.U.I., F.R.C.S. Irel., 

HONORARY SURGKOIf, LIMERICK COUNTY INFIRMARY, AND ST. JOHN S 
HOSPITAL, LKMKftlCK. 

Full-term extra-uterine pregnancy is a rare con¬ 
dition, and the following notes on a case may be of 
interest. 

The patient, aged 38, was married seven years ago. Three 
months later she had a miscarriage, was curetted, and a year 
afterwards a child was born. In February, 1913, she had a 
second miscarriage. Menstruation was then regular until 
May, 1914, when it ceased, but returned again in July; from 
then until December she was unwell every two or three 
weeks, and suffered from slight abdominal pains and 
general discomfort. In December menstruation stopped and 
did not return for five months—i.e., until April, 1915, a week 
before admission to hospital. At that time she had a 
“ flooding ’’and beariug-down pains. A midwife attended her 
and told her she had had a miscarriage—that “ the little birth 
had come away,” but that she had a large tumour for which 
she would require hospital treatment. On examination the 
uterus was found enlarged, reaching two inches above the 
umbilicus; the os was patulous and admitted the index 
finger; there was a blood-stained discharge from the vagina. 
Behind the uterus a large cystic tumour was felt filling up the 
pelvis and occupying most of the abdomen. Lactate of 
calcium was administered for a few days. The abdomen was 
opened by a long median incision. The uterus was first 
sought for and found above the pubes, in contact with the 
anterior abdominal wall. Behind the uterus a large cystic 
tumour was found filling up the pelvis below and reaohing 
almost the diaphragm above. Coils of small intestine were 
adherent to its anterior and upper surfaces. The adhesions 
were sponged off, or ligatured and divided, and the tumour 
was brought partly into the wound and packed round with 
sponges. A large trocar was introduced and several pints of 
dark-coloured fluid were withdrawn. The sac was then slit 
up freelyand a well-developed ful!-term male ohild was found 
lying in the left occipito anterior position. The cord was 
divided and a stillborn child extracted. A large placenta was 
found adherent to the floor of the pelvis and stretching up 
along the back of the uterus. This was sawn off with the 
finger-tips. Considerable haemorrhage occurred from some 
of the vessels near the centre of the placental site, where 
thrombosis had not completely taken place. This was dealt 
with by forceps, and hot sponge pressure, and a saline 
infusion was given into each axilla. The superfluous 
portion of the sac was removed, and remaining pelvic part 
was plicated by means of a couple of rows of purse-string 
suture passed around its inner surface; thus the large 
pelvic space was converted into a cylindrical tube. This 
was sutured to the lower angle of the abdominal wound 
and a drainage-tube passed into it. The drain was removed 
on the third day ; a slight seropurulent discharge persisted 
for a fortnight from the gestation sac. The remainder of the 
abdominal wound healed by first intention. 

The condition might easily have been mistaken 
for a five months’ miscarriage, associated with a 
large ovarian or intraligamentous cyst. The dura¬ 
tion of the amenorrhcea corresponding with the 
size of the uterus, the signs of reoent delivery, and 
the nurse’s statement pointed to a miscarriage; the 
gestation tumour resembled a large cyst—there 
were no fcetal movements, no foetal heart, the 
excessive amount of liquor amnii and the adherent 
intestine rendered difficult the palpation of the 
foetal parts, whilst the large placenta spread out 
behind the uterus masked the fcetal head. 

A report of the patient on Feb. 14tta, 1916, 
states: 44 Menstruation returned three months after 
the operation and lasted eight days. She has been 
unwell about every three weeks since then, and at 
the present time she is feeling quite strong and 
healthy.” 
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ROYAL SOCIETY OF MEDICINE. 


SECTION OF OPHTHALMOLOGY. 

Discussion on Disturbances of Vision from Cerebral Lesions , 
rvith Special Reference to the Cortical Representation of 
the Macula. 

A meeting of this section was held on March 22nd, Sir 
Anderson Critchett, Bart., C.V.O., being in the chair. 

Colonel W. T. Lister, C.M.G., A.M.S., and Lieutenant- 
Colonel Gordon Holmes, RA.M.C.,read an introductory 
paper upon the subject to be discussed. They stated that in 
their work at the base hospitals in France during the past 18 
months they had observed a very large number of cases in 
which the vision was affected by lesions of various portions of 
the optic system. By selecting for thorough examination 
a certain number of suitable cases, a group of facts had 
been collected which had an important bearing on the 
cerebral localisation of vision, more particularly on the 
representation in the cortex of different regions of the 
retina. It might be objected, they said, that as the 
observations were necessarily made at an early stage 
after the infliction of the injury some of the effects observed 
might have been due to functional disturbances rather than 
to local injuries of the corresponding cortical areas or their 
centripetal fibres. But if it could be shown that there 
was a constant relation between the probable site of 
the injury and the form of the visual defect, certain 
general conclusions would be at least justifiable. The 
injuries in the cases referred to included penetrating 
wounds of the cranium by rifle bullets, shell fragments, and 
shrapnel, as well as local concussion and depressed fractures. 
The probable positions of the cerebral injuries were 
determined by careful measurement of the entrance and 
exit wounds from fixed points, such as the external 
occipital protuberance, the relation of which to the calcaiine 
fissure and optic radiations being known, by means of 
radiographic examination, and by observations made at the 
time of operation, &c. The notes of 21 cases were recorded. 
The first group contained instances of quadr antic hemi- 
anopia, and from these it was concluded that the upper half 
of each retina is represented in the upper part of the 
visual area, and vice versa. In the second group several 
cases of absolute or partial central scotoma were described ; 
in all these the lesion was probably limited more or less 
completely to the posterior extremities of both occipital 
lobes. Consequently it appeared probable that the centre 
for direct macular vision lay in the posterior part of the 
visual area. This conclusion was supported by the fact that 
among over 2000 cases of head injuries they never saw a 
central scotoma where a direct injury of the occipital poles 
could be excluded. Further, they described cases of homony¬ 
mous hemianopia with loss of central vision in the opposite 
halves of the visual field in cases where the optic radiations 
or the visual centres had been destroyed on the one side, 
while the lesion was limited to the occipital pole of the other 
hemisphere. The above conclusion was also supported by 
another large group of cases—viz., those with paracentral 
scotomata. In each of these cases the lesion involved 
only the posterior part of the visual area, and it was found 
that when the upper portion of the posterior part of the 
calcarine cortex was injured, the paracentral scotoma 
involved central vision immediately below the fixation point 
in the opposite halves of the visual field, and vice versa. It 
was consequently probable that the upper part of the macula 
lutea and the surrounding retina were also represented 
in the upper part of the visual area, and vice versa. 
They believed that the hypothesis of bilateral representation 
of the macula was unnecessary and incoirect on the following 
grounds—viz., that the above-mentioned paracentral scoto¬ 
mata usually extended right up to the fixation point, and also 
that in the hemianopia produced by penetrating wounds 
which involved one occipital lobe, there was not usually the 
“ macular escape,” such as was so frequently seen in the 
hemianopia due to vascalar lesions. They suggested that 
this (> macular escape ” was probably due to the fact that the 
tip of the occipital lobe, in which central vision was repre¬ 
sented, was a watershed area, which might draw its blood 


supply from either the middle or the posterior cerebral arteries ; 
the variation in the respective distribution of these arteries,, 
they believed, might account for the escape or the involve¬ 
ment of vision in the neighbourhood of the fixation point- 
The interesting question was raised as to whether vision for 
colours might be dissociated from that for white—in other 
words, whether an achromatopsia could be produced by 
cerebral lesions. They considered, however, that they had* 
gleaned no conclusive evidence that achromatopsia, with 
intact vision for white, was produced by cerebral lesions- 
which involved either the cortex or the optic radiations- 
The authors’ conclusions, which they did not yet regard as> 
final, were formulated as follows: 1. The upper half 
of each retina is represented in the dorsal, and the 
lower in the ventral part of each visual area. 2. The 
centre for macular or central vision lies in the posterior 
extremities of the visual areas, probably on the margins- 
and lateral surfaces of the occipital lobes. 3. That 
portion of each upper quadrant of the retina in the 
immediate neighbourhood of, and including the adjacent 
part of the fovea centralis, is represented in the upper and 
posterior part of the visual area in the opposite hemisphere,, 
and vice versa. 4. The centre of vision for the periphery of 
the retinae is probably situated in the anterior end of the 
visual areas, and the serial concentric zones of the retina 
from the macula to the periphery are probably represented 
in this order from behind forwards in the visual area- 
The paper concluded with a grateful acknowledgment of the 
assistance received by the authors from the medical officers 
of the various hospitals in which the cases were observed, 
and their thanks to Captain Curtis Webb for help in the 
preparation of the illustrations. 

Sir Anderson Critchett, in expressing the gratitude of 
the section to the authors for their painstaking research, 
referred to the rapid strides made by brain surgery, and the 
unexampled opportunities afforded by the present conflict to- 
make advances in surgical and medical knowledge. 

Lieutenant-Colonel R. H. Elliott asked whether Colonel 
Lister and Colonel Holmes were able to confirm the estimate 
as to the efficacy of the steel helmet in preventing head 
injuries. He also referred to the greater severity of wounds 
inflicted by bullets which struck in the first 250 yards of 
their flight, before they had settled down to a steady onward 
course, as compared with those which found their billet at 
distances between 250 and 1000 yards. 

Captain A. W. Ormond suggested a possible confirmation 
of the authors' thesis in the central scotoma met with in 
some people who were subject to megrinous attacks. It was 
probably a vascular phenomenon, dependent upon the 
macular centre being placed at the posterior pole of the 
occipital lobe. 

Mr. Leslie Paton urged ophthalmologists in this country 
who received cases from France after the shock and the 
acute symptoms had subsided, to exercise great care in the 
taking of the fields of vision and the construction of 
perimeter charts (though not with the Me Hardy perimeter), 
and follow the cases up as far as possible, keeping a record 
of their sequelae, and in that way assist in making the 
investigations of Colonel Lister and Colonel Holmes of 
abiding value. 

Colonel Holmes briefly replied, remarking that as the 
s* eel helmets had only recently been issued to the British 
Army it was as yet too soon for conclusions to be drawn. 

SECTION OF DERMATOLOGY. 

Exhibition of Cases , Specimens , $o. 

A meeting of this section was held on March 16th, Dr- 
J. H. Stowers, the President, being in the chair. 

The President paid a warm tribute to Professor James 
Clarke White, whose death had deprived dermatology of one 
of its leaders. The deceased was professor of dermatology 
at Boston. 

The following oases were shown :— 

Dr. J. M. H. MacLeod : A case for diagnosis. The 
patient, a woman aged 48, had a condition of Bilateral 
Facial Hemiatrophy. Eight years ago she had an eruption 
which was diagnosed as lupus erythematosus. The lesions dis¬ 
appeared quickly under treatment, but as each fresh lesion 
appeared and vanished it left an atrophic patch behind it.— 
Dr. W. Knowsley Sibley considered that it was a case of 
sclerodermia, which had followed the cutaneous eruption.— 
Dr. F. Parkbs Weber thought it was an ordinary case 
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of bilateral facial hemiatrophy, possibly caused by the 
previous eruption, with which the President agreed.—Dr. 
8. E. Dore stated that he had had a similar case of atrophy 
which had followed lupus erythematosus. 

Dr. G. Pernet : 1. A case of Staphylococcia in a girl 
with Xerodermia (staphylococcia en nappe et en foyert a 
progression excentrique ).— Dr. Dore and Dr. H. G. Adamson 
considered it to be an ordinary case of infantile eczema.— 
Dr. Pernet objected to the diagnosis of eczema, as the 
lesions began as pustules, on a xerodermic skin, and not until 
the child was two years old.-2. Chancre on the lower lip. 

Dr. E. G. Graham Little : Diffuse Papillomatosis 
(?) Acanthosis Nigricans. A woman, aged 52, had first of all 
some ulceration of the left leg, which was followed by an 
elephantiasic condition, with marked verrucose lesions around 
the ankle-joint.—Most of the members thought the condi¬ 
tion was either of septic, syphilitic, or tuberculous origin. 

Dr. MacLeod : A painting of a very similar condition, 
which followed a septic ulcer. 

Dr. A. Eddowbs : Acute Lupus Erythematosus with 
Nodular Necrotic Tuberculides of the Extremities. The 
patient was a woman, aged 27, with marked lupus erythe¬ 
matosus of the face and papules on the arms and legs —The 
section considered it to be a case of acute lupus erythema- 
toe us in which the prognosis was bad. It was the general 
impression that those cases ended fatally from a pneumococcic 
infection. 

Dr. H. Spence (introduced by Mr. J. E. R. McDonagh) : 
A Recurrent Syphilide simulating a Reinfection. The patient 
had a papule necrotic chancre in June, 1915, which was 
followed by neither inguinal adenitis nor by a rash. The 
sore healed up under four injections of “ 606." In January, 
1916, another sore appeared on the penis whioh bore an exact 
resemblance to the original sore. There was also a lesion on 
the tongue, which simulated a primary sore. The other 
lesions were different in character.—Captain C. H. Mills 
and Dr. Fernet thought the lesions on the penis and tongue 
were gummata.—Mr. McDonagh, who had seen the case 
originally, said he could not distinguish between the two 
sores on the penis and that the lesion on the tongue simulated 
a chancre. 

Dr. J. L. Bunch : Acute Sclerodermia with Sclerodac¬ 
tylia. The case was exhibited with the idea of eliciting the 
opinion of the section as to the advisability of treating the 
case by thyroid implantation. Implantation was only advised 
provided the patient showed an idiosyncrasy to small doses of 
thyroid. Its effect was considered to be temporary only. 

Dr. Adamson : Microscopic slides of a unique case of 
Sweat Gland Tumour. 

Dr. Graham Little also showed slides of the case he 
exhibited and of a tumour which had been removed from the 
vulva. _ 


SECTION OF ELECTRO-THERAPEUTICS. 

Experiments and Experiences with the Coolidge Tube. 

At the meeting held on March 17th under the presidency 
of Dr. W. Ironside Bruce, the section discussed Experi¬ 
ments and Experiences with the Coolidge Tube. 

Dr. R. Knox opened the discussion. He said that the 
Coolidge tube possessed, among other advantages over 
ordinary X ray tubes, the quality of extreme adaptability; 
it could be used continuously over long periods without risk 
of damage to the tube, with currents of any strength likely 
to be required for examinations. Four or five milliampdres 
could be passed through it continuously for many years. 
Care must, however, be taken to protect both radiologist and 
patient, and sittings should be of as short a duration as 
possible. This tube was an instrument of precision in 
advance of anything of its kind yet produced. It could 
easily be adjusted for use in various parts of the 
body, and conld be so arranged as to give off rays of 
varying penetrative power. For single-flash exposures it 
constituted the ideal tube. He had been carrying out a 
series of experiments, so far of an elementary character, 
with the object of ascertaining the best working conditions 
for the tube in radiography and radioscopy. The tube was 
altered from M soft ” to considerable “ hardness ” in a few 
seconds. He hoped it would soon be possible to standardise 
radiographic exposures, and to make some advances in the 
measurement of X ray dosage. The chief merits of the tube 
were seen in therapeutic work ; indeed, it would be difficult 
to cbnceiVe of any improvements likely to render it more 
efficient. * Within reasonable safety limits, it could be used 


for many hours daily, and at the end of the day would 
continue its output of uniform radiations. One such tube 
used at the Cancer Hospital was worn out after 800 
exposures ; it was then repaired and still remained in use. 
The others used there had maintained their efficiency all 
through. Dr. Knox gave a full description of his investigations. 
The researches included both screened and unscreened rays, 
and their penetrating power into 4- inch thicknesses of beef. 
The tube made it possible to attack a deep-seated growth 
from all aspects, and thus as searching a treatment by X rays 
was possible as was obtained by embedding radium. The 
advent of this tube, said Dr. Knox, had opened up many 
interesting fields for experimental research, and he hoped 
that doctors would combine in an endeavour to standardise 
X ray exposures in therapeutic doses, a hope which the new 
tube seemed to justify. 

Sir James Mackenzie Davidson exhibited some inter¬ 
esting pin-hole radiograms, and showed from experiments 
the great need of the radiographer protecting himself when 
using the tube, as the rays were emitted from the back as 
well as the front. 

Dr. G. Harrison Orton said be had used the Coolidge 
tube 14 months for deep therapy, and he did not think any¬ 
body who had employed it would revert to the ordinary 
X ray tube. It saved an enormous amount of time, and 
without forcing matters or overheating it was possible to 
turn a pastille in two minutes. The tube could always be 
adjusted to any required penetration, hence an exact repeti¬ 
tion of a dose could be given. He found it particularly good 
for epilation, and by giving two separate 10a? doses, with an 
interval between, dermatitis was avoided. In starting with 
a new Coolidge tube only about a 4 4 ampere current should 
be used until the anti-cathode became properly hot; otherwise 
there was apt to be sparking outside, and the tube was not 
absolutely constant until then. When in working order the 
tube required no cooling mechanism. 

Dr. N. S. Finzi spoke of his clinical experiences with the 
tube. He was not sure that the tube yielded the best results 
in delicate detailed radioscopy, as compared with the 
ordinary tungsten target. For bismuth-meal radioscopy the 
Coolidge tube was ideal. For radio therapy with the 
Coolidge he had been trying to get the exposure down to the 
shortest efficiency period. He had been able to epilate a 
whole scalp in five areas well within half an hour. Each 
exposure varied from 48 to 54 seconds. He agreed with 
Dr. Harrison Orton that no one who had used the Coolidge 
tube would care to go back to the ordinary tube. He preferred 
the Wehnelt brake to the mercury brake. 

Dr. C. W. S. Saberton spoke of a daily experience with 
the Coolidge tube for eight or nine months. He had not 
obtained such good negatives with this tube as with the 
ordinary X ray tube, but the type of rays emanated was 
uniform in the case of the former. In tinea cases his expe¬ 
rience was not the same as Dr. Harrison Orton's; he 
required a larger dose to produce epilation. He advocated 
the measurement of dosage of X rays after filtration. 

Dr. S. Russ remarked that Professor Rutherford and his 
colleagues found they could not produce X rays of such short 
wave-length as the gamma rays of radium, the ratio being 
as 1-7 to 0 7. The difference in the radiographic results 
from ordinary tubes as compared with those of the Coolidge 
tube noticed by Dr. Finzi was probably due to the fact that 
the radiations came in one case from the whole stem of the 
anti-cathode. He felt that radiographers and physicists 
owed a great debt of gratitude to Mr. Coolidge for bis 
invention, which he regarded as the most wonderful X ray 
tube which had ever been constructed, and that much more 
would be revealed by it in future. 

Dr. Knox briefly replied. 


The Child Study Society.—A t a meeting 
of this society on March 16th Dr. Ernest Jones, discussing 
the Unconscious Mental Life of the Child, said three critical 
questions arose in such a study : (1) The extent of the 
justification in transferring the conclusions based on the 
abnormal to the normal ; (2) the value of the examination 
of the adult mind as a basis for the study of the mind of the 
child ; (3) the extent of the reliance on the psycho-analytic 
method of research. The last of these he did not deal with. 
In reference to the first question, the differences between 
the working of a normal and of a neurotic mind were only 
those of degree ; disease added no new element, though the 
grouping of forces might be altered and the relative perspective 
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modified. On the second question, he said the sajing “The 
child is father to the man ” was taken seriously by the psycho¬ 
analyst. The unchanged form of the infantile mind was buried 
in the depth of the unconscious, constituting its charac¬ 
teristic. In the psycho-analytic sense the expression 
“unconscious” meant processes without the conscious ego 
but dynamically active in the production of external 
manifestations; those of high significance to the personality, 
and endowed with certain attributes, sharply distinguishing 
them from the familiar type of mental function. Many of 
the child's thoughts could not be communicated because he 
was unable even to formulate them. From the beginning 
the ohild was protected from painful stimuli by the imme¬ 
diate gratification of his wants. There were two clearly 
marked stages in mental development—the illusory and 
the actual—and these were always at work. The control 
of the primary system of thought by the secondary 
remained imperfect throughout life. In reference to 
the question of sexuality in children there existed a 
strong tendency to artificially restrict the conception 
of sexuality. It was ridiculous to suppose the sexual 
life to be non-existent until it took definite form at 
puberty ; its earlier manifestations were tentative and pre¬ 
paratory. Later there came a process of refinement and the 
elimination of discarded elements. The unconscious was 
naturally unmoral, because it dated from a period preceding 
knowledge of good and evil, and had remained impervious to 
such knowledge. All that could be done was to modify the 
manifestations of the unconscious when they merged into 
the conscious. Much harm could be avoided by putting 
into practice some of the elementary principles of medical 
psychology; there was too much repression of tendencies, 
rather than a seeking to utilise those energies.and tendencies 
for useful, social purposes. 
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Water Purification Plants and their Operation . 

By Milton F. Stein, Assoc.Mem.Am.Soc.O.E. New 

York: John Wiley and Sons; London : Chapman and 

Hall, Limited. 1915. Pp. 258. Pricel0r. 6d.net. 

The author deals with the subject of water- 
supply from three points of view—that of the 
engineer, the chemist, and the bacteriologist. It 
is rare to find amongst water engineers the three 
qualifications, and such a combination of know¬ 
ledge must be of great service to its owner and 
his employers. We may instance the advantage to 
a water engineer of being able to conduct bac¬ 
teriological -tests upon the spot. In his chapter 
upon this subject Mr. Stein points out that the 
making of bacterial tests requires considerable 
time, and for this reason it is often customary in 
small plants to send weekly or bi-weekly samples 
to some reliable testing laboratory for bacterial 
counts and coli determinations. He does not, how¬ 
ever, recommend this plan, sinoe it does not 
afford a continuous record of the baoterial 
efficiency of the filters, and between samplings 
the output may be high in bacteria for several 
dayB without the knowledge of the operator. Simi¬ 
larly valuable is it for the water engineer not 
only to be able to make chemical and physical 
examinations but to understand the significance of 
the results, and in this connexion Mr. Stein deals 
with many important questions in a manner which 
should be clear even to the non-technical reader. The 
chapters on types of purification plants, on filtration, 
coagulation, and sterilisation, evidence an intimate 
acquaintance with purifying methods and an 
appreciation of the watchfulness which is required 
to effect and to maintain the purity of the water- 
supply. The book is a valuable addition to the 
literature of an important subject and throws an 
interesting light on the up-to-date methods of the 
water engineer. 


LIBRARY TABLE. 

A Text-Book of Elementary Chemistry . By 
Alexander Smith, B.Sc. Edin., Ph.D. Munich. 
London: G. Bell and Sons, Limited; New York: 
The Century Co. 1915. Pp. 463. Price 5s. net.— 
The treatment of the subject is upon somewhat 
novel lines, as the author proposes to meet the 
needs of those who do not later continue the study 
of chemistry. He suggests that in the minds of such 
readers an interest in chemistry is best awakened 
by calling attention to materials and processes used 
in the household and in commerce. Such a book 
would have a limited value if at the same time the 
normal student was not considered, and so the plan 
includes a presentation of the elements of the science 
in a somewhat rationalised form, the principles 
underlying applications being carefully explained. 
The author makes the curious observation that in the 
general study of the subject the interests of the two 
sexes are in part different. Thus, he regards explo¬ 
sives, metallurgy, and the study of mortar and cement 
as of interest especially to males, while plasties, 
starch, sugar, soaps, and the nature, preparation, 
and digestion of foods make, he considers, special 
appeal to females. We much doubt the utility or 
rationality of this differentiation. The book gives a 
clear and homely account of the elements of the 
subject, and a good deed of really useful ground, 

practical and theoretical, is covered.-The same 

author has written A Laboratory Outline of 
Elementary Chemistry (same publishers, pp. 152, 
price 28. net) as a companion to the text-book. His 
descriptions are in simple terms and he has, as 
far as possible, avoided the use of complicated 
apparatus and of rare or expensive ehemio&l 
reagents. In short, the spirit of the “ Text-book ” 
is pursued in the “ Laboratory Outline,” which is a 
good example of clear practical teaching. 

Physical Chemistry for Schools. By Henry John 
Horstman Fenton, M.A., ScJ)., F.R.S. Cambridge: 
At the University Press. 1916. Pp. 215. Prioe 
3s. &d. net.—In this acceptable little volume we have, 
in as simple terms as possible, the elementary 
principles of physical chemistry. We thoroughly 
approve of the author’s plan to reduce mathe¬ 
matical expressions, when that can be done, and 
agree that students are often “ liable to be 
scared away from the subject when it is pre¬ 
sented in the more elaborate and mathematical 
form.” And so, in accordance with this promise, 
we find an account of such phenomena as solu¬ 
tion, osmotic pressure, adsorption, colloidal condi¬ 
tion, catalysis, migration of ions, and so forth, 
which the reader will readily understand, provided 
he has some elementary knowledge of the subjects 
apart, i.e., chemistry and physics. We welcome 
this neat little compendium because of the growing 
importance of physical chemistry to medical science. 

Food Analysis: Typical Methods and the Inter¬ 
pretation of Results. By A. G. Woodman. London 
and New York: McGraw-Hill Book Company (Ino.). 
1915. Pp. 510. Price 12s. 6 d, net.—This work will 
prove a useful guide to the Btudent who requires to 
master the general principles involved in the analysis 
and examination of foods. The author has covered a 
fair amount of ground, and does not pretend to 
have exhausted the subject. He has chosen to 
deal with certain typical foods to illustrate, as he 
says, important methods or characteristic methods 
of food analysis. The aim of the book is to 
introduce general principles rather than to give 
counsel to the man in actual practice. Never¬ 
theless, we have here the outlines of certain 
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progressive methods of analysis which will be of 
assistance to the consulting analyst. As examples, 
we may cite the chapters on the analysis of potable 
spirits (based largely on French and English work), 
on food colours and preservatives, and on cocoa and 
chocolate. The information is here largely based 
we feel sure, upon the author’s laboratory experi¬ 
ence, and that is a valuable feature of the book. 

The Homing of the Working Classes Acts , 1S90- 
1909 , and the Housing Acts , 1914 , Annotated and 
Explained together with the Rules, Regulations , 
Forms , and Instructions of the Local Government 
Board. By Charles E. Allan, M.A., LL.B., assisted 
by Francis J. Allan, M.D. Edin., D.P.H. Fourth 
edition. London: Butterworth and Co., and Shaw 
and Sons. 1916. Pp. 493. Price 12 s. 6 d. net.— 
The preceding edition of this useful book has been 
for some time out of print. The work is so well 
known that a new edition requires little in the way 
of special commendation. Those who have to carry 
out the statutes and regulations brought together 
within its pages will find the information in 
convenient form, and will appreciate the care 
taken to avoid lengthy notes as well as all details 
which might render an everyday work of reference 
too bulky. It will be noted that Dr. F. J. Allan, an 
experienced medical officer of health in a metro¬ 
politan borough, assists in matters relating to 
practice. Such collaboration constitutes a very 
useful feature of the book, as for the carrying out 
of the Acts medical officers of health are so largely 
responsible. These officials, busy as they may have 
been before the war, are to-day likely to find their 
energies still more severely taxed. Anything that 
simplifies their present work is welcome, while this 
volume suggests important directions in which, 
when an honourable peace allows us, we may make 
good some of the defaults compelled by war. 

A Pocket Medical Dictionary . By George M. 
Gould, A.M., M.D. Seventh edition. London: H. K. 
Lewis and Co., Limited. Pp. 1003. Price 5s. net.— 
This is the seventh revised edition of a well-known 
pocket medical dictionary which contains 35,000 
words. The claim of the author is that the 
dictionary gives the pronunciation and definition 
of the principal words used in connexion with, 
and in relation to, medicine; and the popularity 
which the work enjoys, as shown by its successive 
reissues, coupled with the favourable notices which 
each edition has received in the press, prove 
that the claim has been made good. Great 
condensation has necessarily been employed, for 
it is obvious that suoh a number of definitions, 
covering the vocabulary of half a dozen ancillary 
sciences, and all the procedures and abstract 
notions arising out of practical work or scien¬ 
tific theorising on those sciences, could not 
otherwise be included in any book that could 
reasonably be described by the word “ Pocket.” 
This condensation, however, has not resulted in 
inaccuracy, and on the whole has not made for 
vagueness. It is quite clear that the meaning of 
such words as, say, “catabolism” (Dr. Gould 
prefers a C) and “ neurasthenia “—we select two 
words at hazard—cannot be defined in a line, and 
•yet the notion given in the dictionary by the 
definition of these words is quite sufficient to 
meet the needs of anyone who should require to 
look out their meaning. Various tables of muscles, 
nerves, arteries, and the micro-organisms will be 
found useful, and the same may be said of the 
comparison of thermometric scales and of the 
dose tables compiled from authoritative works on 
materia medica. 



ADAPTER TO CONVERT BINAURAL STETHOSCOPE 
INTO OTOSCOPE. 

The simple contrivance for converting a binaural stetho¬ 
scope into an otoscope here described will, I trust, prove as 
useful to others as it has been to mysdf. I have not seen a 
description of a similar instrument. The adapter, as will be 
seen from the illustration, consists of a vulcanite tube about 
four inches in length bent at a right angle in its centre. The 
aural end is like the termination of an ordinary oto?c >pe, but 
the proximal end is attached to a soft rubber adapter, easily 


jW SCALlt 

JW connected to the chest-piece of any binaural 
jpjfl stethoscope. The advantages of the arrangement 
are : The instrument fits comfortably into the 
ear both of the patient and the observer without 
the forcible insertion often found necessary with the mon¬ 
aural otoscope, but not at all pleasant to either of the persons 
concerned. The patient can hold the vulcanite tube in his 
ear and his attention is thus withdrawn from the catheter. 
The appliance has all the advantages of binaural hearing for 
the observer, and it is more compact than the ordinary type 
of otoscope, since extra tubing, in addition to that used with 
the stethoscope, is not required. 

The adapter has been made by Messrs. Allen and Hanburys, 
Ltd., Wigmore-st., London, W., from whom it oan be obtained. 
Hove. Noel Adler, L.S.A 


Literary Intelligence.— The Physiological 

Society will very shortly issue a monthly journal, entitled 
“ Physiological Abstracts,” containing abstracts of papers in 
physiology, comparative physiology, biochemistry, and allied 
subjects, edited by Professor \V. D. Halliburton, King’s 
College, London, to whom reprints of papers should be 
sent. Those interested and desiring further information 
should communicate with Professor W. M. Bayliss, F.R.S., 
University College, London. The journal will be published 
by Messrs. H. K. Lewis and Co., Limited, 136, Gower-street, 
at an annual subscription of 25 a, post free. 

Hospitals in Birmingham.— The annual reports 

of the two large Birmingham hospitals appear simul¬ 
taneously. According to the 136th annual report of the 
General Hospital the number of in-patients under treat¬ 
ment during the year 1915 was 5416, including 908 children 
under 12 years of age. The out-patients numbered 50,879. 
The ordinary expenditure was £34,051 ID. 7 d. and the 
extraordinary £146 14a, while the sum of £1132 14* 2d. 
was transferred to the Jaffray Branch Hospital account to 
meet the deficit of that institution. The total expenditure 
for the year was £35,330 19*. 9rf. The deficit amounted to 
£13,213 1* 11</. Nine members of the medical and surgical 
staff have been called up for service in the army, and this has 
added greatly to the work of the remaining members of the 
staff, who are practically all attached to military hospitals in 
Birmingham. A total of 75 former sisters and nurses 
are now serving in naval and military hospitals at home or 
abroad.—The seventy-fifth annual report of the Queen's 
Hospital shows that during the year 1915 3001 in¬ 
patients were treated and 24,1397 out-patients. The income 
for the year was £12 527 and the expenditure £18,689, 
leaving a deficit of more than £6000. In common with 
other hospitals heavy demands have been made upon the 
services of the staff for military duties, but the work 
of the hospital has been carried on without inter¬ 
ruption. Eleven members of the medical and surgical 
staff are attached to local military hospitals, and tho c 
who have received commissions or have enlisted include 
13 from the medical staff, 31 medical students, and 27 of 
the nursing staff. 
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INTRAMINE. 

(The British Drug Houses, Limited, 20 to 30, Graham- 
street, City-road, London, E.C.) 

The chemo-therapy of intramine was described in 
The Lancet of Jan. 29th, 1916. It was found to have a 
simpler composition than the arsenical types of syphilis 
remedies. It is a di ortho body, and its chemical construc¬ 
tion is described by its name, which is di-ortho-amido-thio- 
benzene. It is suggested that in early syphilis salvarsan 
should be administered first and then intramine, the order 
being reversed in late syphilis. The result of this treatment 
is spoken of most favourably. We have had submitted to us 
an ampoule of intramine, which contains a gramme of the 
substance emulsified in 10 c.c. of a cream. The intramine 
is administered by intramuscular injection in the form of a 
cream, and one advantage is that it does not oxidise on 
exposure to air, and, further, it is fluid at the body tempera¬ 
ture. This interesting sulphur compound is a stable pale 
greenish-yellow substance not affected by the air, and 
while it is powerfully antiseptic it is non-toxic. 

(1) HECTINE ; (2) HECTARGYRE. 

(The Anglo-French Drug Company, Limited (Bresillon), 
Gamage Buildings, Holborn, London, E.C.) 

1. The chief claim about hectine is that it can be success¬ 
fully employed as an antisyphilitic and is far less poisonous 
than other arsenical compounds such as salvarsan and atoxyl, 
while stated to be equally effective. Its constitution is 
conveyed in its chemical name benzo-sulphone-para-amino- 
phenyl-arsenate of soda. It is a white crystalline substance 
readily soluble in water, which was first tried in syphilis 
in French clinics. In the treatment of syphilis it has been 
used in doses of 20 centigrammes daily dissolved in one 
cubic centimetre of water injected into the gluteal muscle. 
According to the results obtained it shows powerful anti¬ 
syphilitic properties. It is claimed to be less risky in 
employment than salvarsan. 2. Hectargyre is a mercurial 
salt of hectine which appears to combine with advantage the 
antisyphilitic properties of both mercury and the organic 
arsenic compounds. It is stated to be free from the 
objectionable effects of ordinary mercurial compounds. It 
is employed in syphilis with advantage in all its stages. 

COGNAC BRANDY. 

(Gautier Freres, Cognac. London Agency : Brown, 
Gore and Co , 40, Trinity-square, E.C.) 

This liqueur brandy is described to be 20 years old, and 
we can well believe this since it possesses all the charac¬ 
teristics of a long-matured spirit. Further, the results of 
our analysis are consistent with those given by an old 
standard brandy produced in the Cognac district. The 
results of analysis were : Alcohol by volume, 46*59 per cent.; 
extractives, 1 TO per cent.; volatile acidity calculated as acetic 
acid, 0*03 per cent. ; fixed acidity calculated as tartaric acid, 
4)*02 per cent.; mineral matter, nil. In regard to secondary 
products, the following were the results given in parts 
per 100,000 of absolute alcohol present: Aldehydes, 14 TO ; 
furfural, 2*10; ethers, 135. The flavour is unmistakably 
that of genuine brandy produced in the Charente district. It 
shows in particular a good etherial content, and there can be 
no question about its suitability for medicinal purposes. 

STILL FRENCH MOSELLE. 

(Hatch, Mansfield, and Co., 47, Pall Mall, 
London, S.W.) 

We have been asked whether, from a medical point of 
view, the still French Moselles can be compared favourably 
with the German white wines. It has been customary on 
the part of many medical practitioners to recommend 
patients, in those cases where an alcoholic stimulant was 
deemed desirable, the German light wines, as showing a 
minimum of acidity, of sugar content and of alcoholic 
strength. The wine which was regarded as meeting these 
requirements was invariably a German white wine, but 
we find that the still French Moselles conform to the same 
standard remarkably closely. We append the analyses of 


two German white wines which are typical, and analyses 
also of three French still Moselles equally typical. 

German white wines. French wines, s' ill Moselles. 

A B ' A B C ' 

Per cent. Per cent. Per cent. Per oent. Per cent. 


Alcohol by volume 9 86... 10*30 . 10*73 ... 10*30 ... 10*73 

Extractives. 2*28... 1*95 . 1*55... 2*00... 2*30 

Sugar .0*19 ... 0*18 . 0*17 ... 0*23 ... 0*10 

Tartaric acid ...0*57... 0*67 . 0*54... 0*67... 0*71 

Acetic acid .0T6 ... 0*15 . 0*07 ... 0*09 ... 0*01 

Mineral matter ... 0*22 ... 0*16 ....... 0*14 ... 0*15 ... 0*20 


The prices of the French Moselles are respectively— 
A, 21s. ; B, 25 s. ; and 0, 30«. per dozen. It will be seen 
that as regards alcoholic strength the differences are 
inappreciable, but when we come to the French Moselles 
the extractives in some instances give lower results than 
is the case in the German white wines. Considering sogar, 
the French Moselles, excepting one specimen, contained less. 
As to fixed acidity represented in tartaric acid, there is very 
little difference between the two classes of wines, but when we 
consider the volatile acidity represented in acetic acid we 
find that the French Moselles are distinctly superior to the 
German white wines. This is an important point, since 
to some extent the soundness of a wine rests upon the 
amount of volatile acid which it contains. The less present 
the better, and the French still Moselles are practically free 
from volatile acids. It follows that where a light non-acid 
wine, p-actically also free from sugar, is desired the still 
French Moselles may be recommended, and they are in no 
way inferior aesthetically to the German white wine. We 
think, indeed, that the flavour of some of the still French 
Moselles is more attractive and elegant than that of many of 
the German wines. 

MALTED MILK TABLETS. 

(Horlick’s Malted Milk Company, Slough, Bucks.) 

These tablets are a convenient form of the well-known 
preparation, malted milk. According to our analysis, 
Horlick's malted milk has the following composition: 
Moisture, 4*00 per cent.; total sugars, maltose and 
lactose, 52*83 percent. ; dextrin, 18*30 per cent. ; protein, 
13*05 per cent. ; fat, 7*92 per cent. ; and mineral matter, 
3*90 per cent. Malted milk is clearly a nourishing article 
and it has the attractive flavour of malt. The method of 
preparation has evidently a certain solvent effect upon some 
of the constituents, since no less than 88 per cent, of the 
preparation of this malted milk is soluble in water. The 
tablets afford a very convenient and reliable form of food 
(containing all classes of nutritive elements) for the man 
engaged in a campaign on land, on sea, or in the air. 
The tablets are packed in a convenient tin and their 
diameter is somewhere between the size of a sixpenny and 
threepenny piece, while they are about an eighth of an inch 
thick. They are intended particularly as an emergency 
ration for troops engaged on a forced march. They seem 
to us well adapted for the purpose. 

NON-ALCOHOLIC BEER (THREE SHELLS BRAND). 

(The New Brewery Syndicate, Limited, 47, Pall 
Mall, London, S.W.) 

According to our analysis the claims in regard to this beer 
are well substantiated. It contains an amount of alcohol 
so low as to exempt it from the category of alcoholic 
beverages. The total amount of alcohol present in terms of 
proof spirit was just short of the limit laid down for 
temperance beverages—namely, 2 per cent. It is not often 
that beverages of this character can be said to be palatable, 
but this beer is a refreshing and attractive drink, delicately 
flavoured with hop, and evincing an unmistakable and 
pleasant malt flavour. Though brewed from malt and hops 
it contains very little extractive matters. The total amounted 
only to 1*10 per cent., while the sugar did not amount to 
more than 0 05 per cent., but this is balanced to some 
extent by the dextrin amounting to 0 87 per cent., including 
hop extractives. The acidity was inappreciable. The beer 
shows some nutritive properties, but we regard it favourably 
chiefly on account of its non-alcoholic and refreshing 
character and its delicate bitter flavour due to hops, and 
hops alone. There was present some salicylic acid, but in 
such small amount as to interfere in no degree with the 
wholesomeness of the beer. It is a genuine beer, and, as 
such, more interesting, we think, than most aerated drinks 
classed generally as non-alcoholic beverages. 
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The Enrolment of the Medical 
Profession. 

© The conferences of representatives of the Local 
Medical War Committees which were arranged by 
the Central Medical War Committee to take place 
last week should, we think, have a distinctly 
valuable outcome, and the medical profession owes 
a debt of gratitude to the British Medical Associa¬ 
tion for having arranged (and paid for) a very 
practical method of dissipating some of the doubts 
«nd relieving some of the difficulties attendant 
upon the enrolling of the medical profession 
for military service. We published brief notes last 
week on the proceedings of the conferences at 
Leeds and London. This week we publish notes 
on those at Birmingham and Bristol, and the same 
general lesson may be drawn from the proceedings 
at all four gatherings—confidence in the policy and 
emotions of the Central Medical War Committee has 
been promoted by a discussion of vexed questions. 
The widespread anxiety lest the Central Committee 
should override the judgment of Local Committees 
in the selection of names has also been allayed. 
It has in this way become obvious to audiences, 
who are themselves representative of these Local 
Committees, and therefore of the greater number 
of medical men concerned, that no alternative 
presents itself to voluntary enrolment save com¬ 
pulsion, in the event of the military authorities 
demanding further recruits from the medical pro¬ 
fession. A stratum of the profession has now been 
reached, as Dr. Alfred Cox reminded the repre¬ 
sentatives of the Local Medical War Committees at 
the conference in Leeds, where great hardship may 
be experienced by the interchange of civil for 
military work, and the chances that those hard¬ 
ships, being intelligently recognised, will be 
removed as far as possible are greater, we think, 
under a system of voluntary enrolment than under 
one of compulsion, assuming that enrolment is 
effected by the bulk of those concerned. 

The Central Medical War Committee has never 
concealed either from itself or from the constituency 
that the work of enrolment undertaken by the 
Committee is delicate in the extreme; the. members 
of the Committee, or the majority of them, quite 
probably share the opinion which was expressed 
in this journal as soon as the overwhelmingly 
serious nature of the war was recognised, that 
a conscription of the medical profession would 
have given a fairer result. But the time has 
gone by when conscription can possess the virtues 
that it would have possessed originally, and 
although many members Of the medical profession 
at the different conferences, notably at the gather¬ 
ings in Birmingham and London, expressed a 
preference even at this date for compulsory enrol¬ 
ment, we think that the voluntary enrolment 
scheme is preferable if the difficulties in carrying 
it through are met fairly and -squarely. A com¬ 
pulsory scheme applicable only to the medical 


profession has been deemed impossible, and 
other difficulties have never been made light 
of by any who understand the real situation 
of affairs, but the work of the Central Medical 
War Committee has not been rendered easier 
by masses of criticism, some of which may 
have been perfectly legitimate, but some of which 
has been ill-inspired, and some has had a suspect 
origin. The following train of thought is, for 
example, rather tortuous:—(1) The Army Medical 
Staff declares that a large number of officers are 
required in the Royal Army Medical Corps to meet 
growing armies and to make good depletions; 
(2) hut the Army Medical Staff cannot know what 
is required because it has never consulted its 
Advisory Board; (3) therefore, when the Central 
Medical War Committee states that more medical 
men are and will be wanted for commissions in 
the Royal Army Medical Corps the Committee is 
misleading the medical profession. Yet that is a 
fair summary of the kind of way in which the work 
of the Committee and the behaviour of the Army 
Medical Staff have been criticised in letters to lay 
journals and in questions addressed in the House 
of Commons to the Under Secretairy of State for 
War. There have been variants in the pattern of 
the argument, according as to whether the critic 
has been chiefly concerned in acclaiming the 
immorality of neglecting the Advisory Board, or in 
finding fault with the constitution of the Central 
Medical War Committee, or in criticising the way 
in which the officers of the Royal Army Medical 
Corps are employed when they have been recruited; 
but the assumption that there has been a great 
deal of mismanagement by everybody has been 
made so persistently that those who do not know 
the facts may have been impressed. 

But lately the public has become aware of the 
unsubstantiality of the strictures; some of the 
complainants have been proved to be wrong in 
their facts, and others to have erred in their 
deductions, while a third class have come under 
strong suspicion of being inspired in what they 
have said, not so much by a desire to help 
in public affairs as by an itch to damage those 
at whose hands they believe themselves to have 
suffered material damage or personal slight. 
Categorical stories of lamentable breakdowns have 
| been shown to be incorrect. Clear reasons for 
I much of the plan adopted in the organisation of 
' the Royal Army Medical Corps have been given. A 
\ story of an extraordinarily fine bill of health in an 
army of unprecedented numbers makes an absolute 
j. reply to those who consider that in the absence of 
an Advisory Board the authorities of the Army 
Medical Staff did nothing, or did only that which 
was wrong. The medical profession has already 
made great sacrifices with splendid results. Its 
members are being asked to meet a further demand 
on their services which many of them can ill meet. 
This is fully recognised. But if all show readiness 
to bear the burden, the weight should fall on the 
shoulders fittest to carry it. And it has now been 
definitely stated that unless a large proportion 
of the remaining available medical men under 
45 enrol, the scheme of the Central Medical War 
Committee will not be proceeded with. That 
Committee is now reinforced by the formation of 
an Advisory Committee of the Royal College of 
Physicians of London and the Royal College of 
Surgeons of England, who will assist in the task of 
selecting the officers for the Royal Army Medical 
Corps. 
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Prescribing of Narcotic Drugs in the 
United States of America. 

A tear ago particulars were given in The Lancet' 
of the provisions of a measure, known as the 
Harrison Antinarcotic Law, to control the pre¬ 
scribing and selling of narcotic drugs which had 
just come into operation in the United States. 
The restrictions imposed by this Act were more 
severe than the regulations designed for the 
same purpose in any other country, and it was 
feared in some quarters that strict administra¬ 
tion of the new law would be accompanied by 
such a large growth in the clandestine traffic 
in these drugs as would defeat the object with 
which the Act was promulgated. A year's experi¬ 
ence, however, has demonstrated not only that 
the Act was capable of smooth administration, but 
that during the period in which it has been in 
force there has been no sensible increase in the 
smuggling of the class of drugs which the Act was 
designed to control. Some of the larger wholesale 
dealers in drugs are quoted as saying that their 
sales of drugs of this kind have been reduced by 
70 to 80 per cent., and retail traders generally seem 
to be agreed that the amounts supplied to the 
public have been materially restricted. If then it 
is possible in a vast country like the United States, 
with its immense population, to limit the dis¬ 
tribution of opium, morphine, and cocaine to the 
quantities required for legitimate medicinal pur¬ 
poses, how much more simple would it be to control 
the traffic in our own country. 

One of the requirements of the American Act is 
that every person who prescribes or sells certain 
narcotic drugs shall be registered for that purpose 
and pay an annual registration fee of $1. This 
in itself is a considerable matter, since it affects 
something like a quarter of a million persons; an 
official report of the first year’s administration 
shows that there have been registered in pursu¬ 
ance of the Act 140,000 medical practitioners, 42,000 
dentists, 1100 veterinary surgeons, 48,000 druggists, 
and 400 manufacturing druggists. But the provisions 
of the measure do not stop at registration, this 
only being a means of keeping under supervision 
all the channels through which the narcotics are 
distributed. Pharmacists can only obtain supplies by 
ordering them on official forms, and they can only 
supply the drugs to medical practitioners who write 
their orders on similar forms. Prescriptions, which 
must bear the patient’s name and address, can be 
only for a definite quantity, and have to be signed 
with the full name of the prescriber, whose address 
and registered number will also appear on the 
prescription. The pharmacist who dispenses the 
prescription is required to keep it for two years, 
and is prohibited under penalty from repeating the 
medicine except on the order of a fresh prescrip¬ 
tion. Although at times the observance of these 
precautions might occasion inconvenience, there has 
apparently been no noteworthy complaint, and the 
authorities acknowledge that they have received the 
ungrudging assistance of the medical profession in 
their attempt to stop the abuse of narcotic drugs. As 
must always happen when customs are suddenly 
altered, there have been cases of infringement due 
to negligence or want of comprehension of the 
regulations, and presumably there always will be 
occasional offences; but on the whole the Act 
has been well observed. The number of con¬ 
victions that have been registered is 314, and a fair 


idea of the strict manner in which the Act is being 
enforced can be obtained from the fact that a 
registered person was fined for selling cocaine to a 
duly qualified medical practitioner whom he under¬ 
stood to be registered under the Act but was not, 
the court holding that the plea that the seller had 
good reason to believe that the purchaser was 
entitled to buy cocaine was worthless. 

At present the provisions of the Act do not 
apply to preparations which contain only 2 grains 
of opium or £ grain of morphine, or to preparations 
for external use which contain opium; but the 
authorities are considering the desirability of 
cancelling these exemptions, since they hold the 
view that the uncontrolled sale of even such 
preparations might serve to negative the good 
results to be expected from effectual enforcement 
of the new law. It is common knowledge that 
the opium, morphine, and cocaine habits had 
reached alarming proportions in the United States 
before this measure came into force, and since 
there is no evidence that the abuse of narcotic drugs 
in this country exists to any disturbing extent it is 
perhaps doubtful whether there is a need for the 
adoption of such stringent measures of repression in 
Great Britain. But the United States Legislature 
in enacting this law considered that they were 
bound to do so in order to carry out treaty 
obligations entered into by the States, in common 
with other governments; and if other parties to 
the treaty take as high a view of their obligations 
as do the United States, we may witness the enact¬ 
ment of replicas of this stringent law in many 
of the civilised countries of the world, when 
such time arrives as the nations have leisure to 
think of domestic legislation. 


Annotations. 

“Ne quid nlmta.” 


MEDICAL DISEASES IN THE NEAR EAST. 

An official booklet has just been issued 1 con¬ 
taining in handy form memoranda on some of the 
diseases likely to be met with in the Near East, as 
well as some notes on sanitation. The diseases are 
arranged in alphabetical order, and under each are 
headings dealing with etiology, symptoms, pro¬ 
gnosis, complications, diagnosis, differential dia¬ 
gnosis, prophylaxis, and treatment, with the 
addition in certain cases of a few lines on morbid 
anatomy. The booklet may therefore be regarded 
as a supplementary volume to a standard text-book 
of medicine containing the experience gained so far 
in the Near East brought carefully up to date. 
Although the chapters are anonymous, there is 
ample internal evidence that each has been written 
by an expert. To record their contents would be 
but to summarise what has appeared in the columns 
of our own and other professional journals during 
the last 18 months. Of special interest, however, 
are the short sentences relating to prevalence which 
commence each article. These might well be 
collected into a short preamble as follows 

Cerebrospinal fever : This disease has occurred at Salonica 
within recent years. In hot, dry, and sandy countries it is. 
apt to appear in the season when dust-storms are prevalent. 

Cholera : Happily at the time of writing no cases of 
cholera have been reported in the Mediterranean Expedi¬ 
tionary Force. With the advent of warm weather, however, 


1 The Lancet, March 27th, 1915. 


i Memoranda on Some Medical Diseases in the Mediterranean 
Area, with some Sanitary Not:*, Wyman and Son*. 1916. Price 1*. 
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and the extension of the campaign to Bulgaria, it is more 
than likely that Asiatic cholera will appear in the war area. 

Dengue: Occasionally breaks out in Egypt, has been 
reported from the Gallipoli Peninsula, probably visits the 
islands of the iEgean Sea, and is almost certainly found 
along the coasts of Greece, Bulgaria, and Turkey. 

Diarrhoea: There were undoubtedly on the Gallipoli 
Peninsula and at Mudros many cases of acute diarrhoea 
unassociated with any form of dysentery or with flagellate 
infection. 

Dysentery: Although happily the mortality caused by it has 
not been great, dysentery has been very prevalent amongst 
the troops serving in the Eastern Mediterranean area. 

Malaria: A considerable number of cases of malaria, 
that most protean of all diseases, has occurred at Cape 
Helles and at Suvla Bay. Malaria is also endemic in and 
about Salonica. 

Oriental sore , better known as cutaneous leishmaniasis, 
has occurred amongst the troops operating in Mesopotamia, 
and it is quite possible that cases may occur in the M.E.F., 
for the disease has been reported from Egypt, Arabia, Syria, 
Asia Minor, Turkey in Europe, and Greece. 

Paratyphoid fever: Apart from dysentery and diarrhoea 
paratyphoid infections have undoubtedly accounted for most 
of the invalidings amongst men in the M.E.F. With the 
exception of troops which have served in India, B infections 
have been the more common, but there is no doubt that A 
infections have occurred in men who had been in contact 
with units from India. 

Phlebotomus fever: This specific fever of short duration 
has a wide geographical distribution, and is known to occur 
in Egypt and on the Gallipoli Peninsula. It has especially 
affected the French at Cape Helles. 

Plague: With the aggregation of ships in Eastern Mediter¬ 
ranean ports, the movement of Turkish and Russian troops 
from East to West, and the proximity of Egypt, plague may 
yet make its appearance in the war area. 

Relapsing fever: So far there is no record of this disease 
having occurred among the troops of the Mediterranean 
Expeditionary Force, but with the extension of the campaign 
to the Balkans there is every likelihood that cases of what 
used to be called famine fever will occur. It has been 
recorded in the past from Salonica and Vodena. 

Typhus fever .-While there has been very little typhus fever 
amongst troops serving in the Mediterranean region, it may 
confidently be expected that the disease will be more in evi¬ 
dence throughout the winter and in the new area of hostilities. 

Undulant fever is commonly known as Malta fever. It 
has a wide geographical distribution and has been known to 
occur throughout the eastern Mediterranean. Cases have 
cropped up amongst British troops operating in this area. 

The list of diseases will be seen therefore to be a 
formidable one, and their prevalence in the Mediter¬ 
ranean area already considerable. But possibilities 
have been boldly faced, prophylactic measures care¬ 
fully considered, and use made of the new preven¬ 
tive knowledge gained by recent experience, of 
which a digest is given in the chapters on Insect 
Pests and Sanitary Notes. The booklet will 
naturally form the vade-mecum of the Royal Army 
Medical Corps officer; but over and above this it 
will be impossible for any medical man within or 
without the Services to consider himself well 
informed without reading, marking, learning, and 
inwardly digesting this official handbook. 


THE GALE AND A LESSON. 

It is many years since the elements have raged 
in this country with such fury as on the evening 
of March 28th, when a wind velocity of 47 miles an 
hour was recorded at Greenwich. Trees and 
telegraph posts were blown down all over the 
country, long-distance trains ceased to arrive at 
the London termini, and snow drifted in places 
many feet deep. Already several deaths are re¬ 
ported from being blown over in perilous situations, 
from various accidents, and from exposure on the 
hills. This list will probably be higher when 
messages again pass over the reinstated telegraph 
wires, and for every death from exposure scores will 
have suffered more or less permanently in health 
from the same cause. In nearly all cases where 
this happens the sufferer will be found to have 
been insufficiently or unsuitably clad. During 


the last 18 months millions of men have been 
clothed at the expense of the State in woollen 
garments of such texture and thickness that 
soaking should be impossible, and in footgear 
thtough which water percolates with difficulty. 
Under these conditions the conduction of heat 
away from the body seldom reaches a dangerous 
degree. It is surely time that the civilian popula¬ 
tion rendered themselves similarly immune to 
meteorological conditions in the winter and spring. 
It is a mistake to suppose that this requires heavy 
or thick clothing, it is largely a question of texture 
aud uniformity. Now that fashion has relaxed her 
claims, the opportunity should be taken to discard 
paper shoes, gossamer stockings and blouses, and 
similar follies. When the claims are again heard, 
some at least will refuse to risk their lives for 
appearances that are often unsightly. 


TORULA INFECTION IN MAN. 

The latest issued of the series of monographs 
from the Rockefeller Institute for Medical Research 
is concerned with a group of cases characterised 
by chronic lesions of the central nervous system, 
with clinical symptoms suggestive of cerebral 
tumour, produced by an organism belonging to the 
torula group. The authors of the monograph, Dr. 
James L. Stoddard and Dr. Elliott C. Cutler, of the 
Peter Bent Brigham Hospital at Boston, Mass., 
describe two cases in which the clinical symptoms 
indicated such signs of cerebral tumour as to lead 
to decompression or exploratory operation, but the 
pathological examination in each case proved the 
complete absence of tumour. Lesions were found, 
however, which fully explained the clinical sym¬ 
ptoms and physical signs. Enormous numbers of 
organisms having many points of resemblance to 
those of blastomycosis occurred in all of the lesions 
in such a manner as to leave no doubt of their 
causal relations. The neurologist is familiar with 
cases to which the unsatisfactory diagnosis of 
pseudo-tumour has been attached, in which the 
accepted symptoms and signs of cerebral tumour— 
viz., headache, giddiness, vomiting, and optic 
neuritis, accompanied or not by more definite and 
even localising signs—are found at operation or at 
necropsy to have been caused by some totally 
distinct condition. Some reported cases, possibly 
incompletely examined, have remained more or 
less of a mystery. In the first of the two cases 
recorded in this monograph a woman aged 42 entered 
hospital on account of headaches, failing vision, 
giddiness, nausea and vomiting, diplopia, unsteady 
gait, difficulty in finding words, and disorienta¬ 
tion. During the first two weeks of the illness 
the temperature ranged from 98° to 102° F. On 
examination double optic neuritis was present, 
a diagnosis of increased intracranial pressure, with¬ 
out localising signs, was made, and a right sub¬ 
temporal decompression was practised. On incising 
the dura the brain appeared tense, and there was 
excess of fluid in the subdural and subarachnoid 
spaces. The patient died some ten days later after 
developing pneumonia and relapsing into a stuporose 
condition. At the necropsy a subacute or chronic 
meningo-encephalitis was found, with multiple foci 
of infection in the cerebellum, cerebral cortex, and 
basal ganglia. Microscopically enormous numbers 
of spherical organisms, of varying size, with a 
definite wall, were everywhere found in the 
lesions. Neuroglial reaotion was present in the 
immediate vicinity of the lesions, and there was 
slight diffuse degeneration of ganglion cells and 
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myelin sheaths. In regard to bhe lesions them¬ 
selves, many revealed areas of necrosis or caseation, 
such as are seen in tuberculosis, and giant cells 
were noted in some numbers, with oval or spherical 
nuclei arranged peripherally or centrally. There 
can be no doubt in the writers’ opinion that the 
organism is a torula, and the features of the case 
are analogous, clinically and pathologically, to 
those of cases collected from the literature. The 
symptomatology of these closely resembles the 
clinical picture of intracranial neoplasm. A 
chronic, slowly progressing inflammatory process, 
situated in such a way as to interfere with the 
passage of cerebro-spinal fluid and occasion internal 
hydrocephalus, or leading to the formation of 
masses of parasites in various parts of the 
cerebrum or cerebellum, results in the development 
of symptoms of raised intracranial tension which 
it may be impossible to distinguish from the 
pressure effects of a brain tumour. There are 
eimilarities also, as is apparent, with other chronic 
infective conditions of the central nervous system, 
such as syphilis. A considerable portion of the 
monograph is taken up with a valuable investiga¬ 
tion into and differential classification of the 
diseases formerly called blastomycosis. As a result 
of much personal experimental research, suc¬ 
cinctly summarised in the monograph, the authors 
publish an elaborate table of differential points 
between torula infection, oidiomycosis (usually 
termed blastomycosis), and coccidioidal granu¬ 
loma. In the general discussion which con¬ 
cludes the paper reference is made to the 
tact that torulffi were proved years ago by 
several observers to have marked pathogenic 
action in animals, with frequent production 
of brain lesions. How common this type of 
infection is in man is unknown, but many facts 
indicate the possibility of its being frequently 
present without recognition. The organism is 
probably not always very pathogenic in man, and 
lesions may be recovered from. In the healed 
stage the lesions are those of a slightly atypical 
tuberculosis, and the condition may thus be passed 
over. Experimental lesions in animals are some¬ 
times quite indistinguishable from miliary tubercles 
without caseation. The general conclusions of a 
suggestive and valuable piece of work are that the 
factors which will aid the recognition of torula 
infection consist of: Discovery of early lesions in 
internal organs before the parasite is destroyed; 
realisation of the finer points of difference from 
tuberculosis; complete microscopical brain exa¬ 
mination ; cultures, especially on carbohydrate 
media at room temperature; and injections of fluids 
and cultures into white rats intraperitoneally, with 
microscopical examination especially of the brain. 


EFFECT OF FATIGUE ON GASTRO-INTESTINAL 
ACTIVITY. 

Dr. Ludwig Kast, of New York, has investigated 
the effects of fatigue on 54 patients and healthy 
subjects to test the motor power of the stomach 
and intestines. The stomach-pump and X rays 
were employed; to determine the time of elimina¬ 
tion of the intestinal contents carmine was used, 
a standard test diet being given for ,a number of 
days. By taking the average, it was determined 
how long it took the stomach, and separately, how 
long it took the intestines, to propel the given 
amount of food. During the period of the tests 
the amount of physical activity was regulated and 
the mental activity approximately limited. Without 
any change of diet or of mental , activity, .the 


physical activity was markedly increased or de¬ 
creased, and the effects of -the same upon the 
evacuating power of the stomach or intestines 
observed. At other times, without change in the 
diet or the amount of physical exercise, the amount 
of mental efforts was markedly increased or de¬ 
creased and the effects observed. It appears that 
the healthy individual showed very little variation 
as regards the evacuating power of the stomach 
or intestines as long as the physical exercise was 
not excessive. Mental efforts had no perceptible 
effect. In patients with moderate degree of atony 
and splanchnoptosis the evacuating power of the 
stomach and intestines decreased in direct propor¬ 
tion to the amount of mental and physical exer¬ 
tion. Physical exertion had the same effect in such 
individuals if the patient was kept in a horizontal 
position during these exercises and during the 
period of observation in order to eliminate the 
effect of splanchnoptosis in the erect position. In 
patients who clinically appeared susceptible to the 
effects of fatigue mental exertion was more marked 
in ifcs delaying effect than physical exertion. 


RELATION OF HIGH ARTERIAL TEN8ION TO 
ALCOHOL. 

Much difference of opinion exists as to the part 
played by alcohol in the causation of high arterial 
tension, arterio-sclerosis, and interstitial nephritis. 
After oarefully studying the question Lancereaux, 
the well-known Freneh clinician, stated that 
alcohol does not favour the production of arterio¬ 
sclerosis. At the Ac&demie de Medecine of Paris 
M. Camille Lian has reported an interesting investi¬ 
gation which his position as surgeon to a Terri¬ 
torial regiment enabled him to make. With the 
Pachon-Lian sphygmometer he took the blood 
pressures in the afternoon of 150 men, all aged 
42 or 43 years. Without consulting the results he 
investigated their habits as to alcohol aud divided 
them into four classes: 1. Sober, those who took 
less than a litre of wine daily and no spirits. (A 
litre of cider or beer was considered equivalent to 
half a litre of wine.) 2. Medium drinkers, those 
who took 1 to lk litres of wine daily and no spirits. 
3. Great drinkers, those who took 2 to 2k litres 
of wine or a smaller quantity and one or two 
aperitifs or petits verves. 4. Very great drinkers, 
those who took at least 3 litres of wine or a 
smaller quantity and four to six aperitifs or petits 
verves. The number of each group in whom the 
blood pressure was above normal—that is, the 
maximum pressure above 15 cm. of mercury and the 
minimum above 10—was then noted. The results 
were as follows: Sober, 16 men, blood pressure 
above normal 1 (625 per cent.); medium drinkers, 
53 men, blood pressures above normal 4 (7*5 per 
cent.); great drinkers, 57 men, blood pressures above 
normal 10(175 percent.); very great drinkers, 24 men, 
blood pressures above normal 6 (25 percent.). The 
greater frequency of high blood pressure as the 
consumption of alcohol increased showed that this 
substance was an important factor in causation. It 
might be objected that the increased pressure may 
have been due to other causes. But in such a 
number of subjects it was to be expected that 
these causes would be distributed without marked 
difference amongst the various groups. Moreover, 
the men were examined for stigmata of syphilis 
and questioned as to other infections and intoxica¬ 
tions. After eliminating the cases in which another 
factor could have been in play it was found that the 
percentages of high pressure in the four groups were 
not) sensibly altered. 
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HEALTH OF THE POST OFFICE STAFF. 

In Bis report for the year 1914-15 the Postmaster- 
General states that the health of the staff has 
again been satisfactory. The average sick-rate of 
the established staff during the year ended Dec. 31st, 
1914, was 7*5 days for men and 11 days for women, 
and of the unestablished staff 4*8 days for men and 
5*7 few women. The deaths through causes other 
than war recorded through the year show an annual 
death-rate of 3*3 per 1000 for men and 1*2 for 
women on the established staff. Of the 319 men 
who died the average age on death was 41, and 
the average length of service 17 years. Of the 
38 women who died the average age was 32 
and the length of service 10 years. 680 men and 
161 women retired on account of ill-health at an 
average age in the case of men of 46, and in the 
case of women 35, the average length of service 
being in the case of men 24 years, and in the 
case of women 15 years. In 1912 the proportion 
of deaths and retirements from tuberculous diseases 
to deaths from all causes and retirements from 
ill-health in the Post Office was 14*5 per cent.: it 
appears from the Registrar-General's annual 
return for 1912 that in the case of persons in 
the United Kingdom between the ages of 15 
and 65 the proportion of deaths from tuberculous 
diseases to deaths from all causes was 20*7 per 
cent. In 72 per cent, of the cases of tubercu¬ 
losis occurring during 1914 there was a history 
either of previous tuberculous disease in the family 
or of previous illness predisposing to tuberculosis 
in the patient. The number of fresh cases arising 
in 1914 showed a substantial decrease as compared 
with those of the foregoing year. Every facility is 
granted to Post Office servants suffering from tuber¬ 
culosis to obtain sanatorium treatment where a 
reasonable probability of recovery exists. Of the 
cases occurring during 1914, which were completed 
before the end of the year, about 35 per cent, of 
those who received sanatorium treatment were able 
to resume duty as compared with 16 per cent, in 
the case of those who did not receive such treat¬ 
ment. An examination of the cases of neurasthenia 
occurring during 1914 showed that in the majority 
of cases the disease was attributable to physical 
causes or to domestic troubles. 


THE OPERATIVE TREATMENT OF OSTEO¬ 
ARTHRITIS. 

The main cause of the disability met with in 
cases of osteo arthritis is the lipping of the edges 
of the articular surfaces of the bones entering into 
the affected joints. From time to time surgeons 
have removed one or more noduleB of bone from 
such joints, but it has been left for Mr. W. I. de C. 
Wheeler to perform a definite operation for the 
purpose of relieving the disability of sufferers 
from this disease. He operated, as mentioned 
in last week’s issue of The Lancet (p. 678), 
on a patient who had been crippled for seven 
years by osteo arthritis. He removed all the 
newly formed bone from the left knee and 
from the right hip, with the result that 
the patient, who before the operation had been 
able to walk only with the help of crutches, no 
longer needed their assistance, and further walking 
caused no pain. Mr. Wheeler is to be congratu¬ 
lated on the success of his operation. Unfortunately, 
the report does not give the age of the patient, 
though we gather from his remarks that the patient 
had not passed middle age. Be this as it may, we 


consider that the operation can reasonably be 
tried in suitable cases, for the relief of pain and 
of the lack of mobility which osteo-arthritis entails 
is worth more than the little risk attending such 
an operation. On one point we disagree with Mr- 
Wheeler, and that is on the name chosen for his 
operation. He has called it cheilotomy, and this 
obviously means “ cutting the lip,” and the name, 
no doubt, refers to the removal of the lipping of 
the bones, but we would urge him to endeavour to 
find a more suitable appellation for the operation he 
has devised, for such a name as cheilotomy should 
be reserved for an operation on the lips. 


DR. GIORGIO MENINI. 

The death occurred on March 6th of Giorgio 
Menini, perhaps the ablest pupil of Grocco in the 
Istituto di Studi Superiori at Florence. A brilliant 
academic career led up to his speedy promotion 
as “ Libero Docente ” in pathology and as direotor 
of the clinical laboratory of the Santa Maria 
Nuova Hospital. State hygiene was another field 
in which he showed exceptional proficiency, inso¬ 
much that the Government charged him, in that 
interest, with a special mission, first to the 
Island of Sardinia, and then, during the Balkan 
War, to Albania. Among the Mussulman popula¬ 
tion he soon became a general favourite, his 
work in sanitary rehabilitation winning their 
gratitude and their confidence, and overcoming 
the distrust with which Christian intervention 
is received, often resented, by the “Faithful.” 
Throughout the whole Sanjacato of Herat the 
presence of “ Menini Italiano ” was not only a 
medical but a political force. Beturning to his poet 
in Florence, he showed signs of impaired health, t^ut 
no inducement or friendly admonition could wean 
him from professional duty, beloved as he was hv \ 
his students and in constant request as a consultant 
by an ever-increasing clientele . Within.the last fq^£° 
days his resisting power seemed to relax with 
ominous rapidity, and he died while not yet 40 years 
of age, leaving behind him a sense of loss in which 
the profession and the public participate hardly less 
than his colleagues and immediate friends. 


At the Royal Society of Medicine on Thursday, 
April 13th, at 5 P.M.,Mr. J. E. B. McDonagh will open a 
discussion on the Rationale and Practice of Ohemo-Therapy, 
to which leading chemists have been invited. 

University of London Officers Training 

Corps. —The Military Education Committee which was 
appointed to deal with the administration of the University 
of London Contingent of the Officers Training Corps shows 
by its seventh annual report that on Dec. 31st, 1915, the 
establishment included a medical unit consisting of four 
sections of a field ambulance. The numerical strength of 
this unit is owing to war conditions not given, but during the 
training year ending Sept. 30th, 1915, the cadets numbered 
415, of whom 95 proceeded to commissions. Daring the 
year the following officers joined the medical unit: Major 
G. E. Gask, Captain W. Gilliatt, Captain R. D. Maxwell, 
Lieutenant J. H. Ryffel, and Second-Lieutenant A. Rodd. 
In an appendix to the report the list of former officers of the 
University who have fallen in the war includes the name of 
Captain G. C. McKay Mathison, A.A.M.C., and in the list of 
former cadets who have been killed are the names of 
R. Fazan, F. E. Harger, T. S. Lukis, M. Pern, and W. R. 
Pryn. As a consequence of the Military Service Act the 
Officers Training Corps of the University of London is now 
open only to students and other persons desirous of training 
for commissions who are under the age of 19 years. Applica¬ 
tion for enrolment should be made to the Adjutant, 
46, Russell-square, W.C. 
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FOOD ECONOMICS IN RELATION TO 
THE WAR. 

By Habry Campbell, M.D. Lond., F.R.C.P. Lond., 

PHYSICIAN TO THE WEST END HOSPITAL, LONDON. 


II. 1 

Foods the Home-supply of Which it is Most Desirable 
to Amplify . 

Besides wheat, which the Government is wisely 
encouraging the farmers to grow more of, we should 
seek to increase the output of peas and potatoes. 
These all possess the double virtue of being highly 
nutritious and admitting of long storage. Peas, 
which contain a high percentage of protein, are 
almost as nutritious in the dried state as when 
fresh. There would be no difficulty in increasing 
their output enormously. In 1913 the acreage of 
peas was only 161,121, as against 1,184,857 of 
potatoes and 3,983,448 of oats. 

The subject of market-gardening requires careful 
consideration. Green vegetables are essential and a 
modicum of fruit is desirable, but the cultivation 
in large quantities of such vegetables as asparagus 
and tomatoes, and such fruits as grapes and straw¬ 
berries, should not be encouraged. It entails too 
much mopey and labour, and is only justifiable 
where there has already been an initial outlay upon 
them. The question whether acorns, beech nuts, 
and horse-chestnuts might be used for human food 
is worth considering. An agreeable flour can be 
made from acorns by maceration and subsequent 
drying and grinding, as has long been known to the 
Californians and other primitive peoples. In any 
case, all the available acorns should be gathered, 
for they are a valuable food for pigs and sheep. 
Horse-chestnuts can be made into a suitable food 
for animals. Like acorns, they contain some 40 per 
cent, of oil, and yet thousands of tons of these 
Valuable seeds have recently been allowed to rot. 

Coming now to live stock, the breeding of pigs 
should certainly be encouraged, and I see no reason 
why we should not have as large a proportion of 
these animals as Germany has. During the last 
40 years the stock of pigs in that country has been 
increased from 7,000,000 to 20,000,000, while in 
England the number has recently fallen by nearly 
a million, and now totals little more than 3,000,000. 
Our annual expenditure on imported bacon, ham, 
pork, and lard amounts to about £27,000,000 sterling. 
Pig-farming has the advantage over sheep and 
cattle-farming in that the pig needs little more 
ground than the stye it occupies, although, of 
course, it uses up the products of the soil, notably 
in the shape of barley-meal, which, unfortunately, 
at the present time is considerably above the normal 
price. An immense amount of food suitable for 
pigs, which should go to the swill-tub, is lost 
in this country, owing to the lack of organised 
methods of collecting it in the towns. One of the 
special virtues of the flesh of the pig is that it 
lends itself so well to the processes of curing, and 
can be so conveniently stored. 

Dairy-farming should be encouraged chiefly for 
the purpose of increasing the home-supply of 
butter and cheese, which we annually import to 
the value of about £24,000,000 and £7,000,000 
sterling respectively. 

Poultry-farming has met with little success in 
this country. Nevertheless it should be developed, 
chiefly, I think, with the object of increasing the 


output of eggs, which we import to the value of 
some £9,000,000 sterling annually. Eggs admit of 
ready storage. The chief expense of poultry¬ 
farming lies in the large quantity of corn required, 
but while it is economical to convert corn into 
eggs it is doubtfully economical to turn it into 
mature chicken fit for the table. I therefore 
suggest that the young cockerels should be killed 
off early, say when they reach the size of a partridge, 
at which stage they furnish the acceptable dish 
known as poussin. 

It is hardly necessary to say that pheasant 
rearing is, from the point of view of food economy, 
highly wasteful, and only justifiable on a very 
limited scale. 

Food Consumption . 

It is our clear duty at the present time to exercise 
rigid economy in the matter of food consumption. 
By reducing the expenditure on food by £1 yearly 
per head (i.e., less than $d. a day and rather more 
than 4 \d. a week) we should effect an annual 
saving of more than £45,000,000— i.e., an amount 
more than sufficient to pay the interest at 4$- per 
cent, on a loan of £1,000,000,000 sterling. I believe 
that by properly regulating the kind and quantity 
of food consumed and by minimising wastage such 
a saving is possible, and this not only without any 
sacrifice of the national health but with an actual 
improvement of it. Great economy could also be 
effected by reducing the consumption of alcohol. 
In 1915 the national drink bill was something more 
than £164,000,000. It is true that much of this 
huge sum goes back to the country as duty, but 
more than three-fourths of it represents a dead 
loss of wealth. To advise the nation to save this 
great sum is, I fear, a counsel of perfection. Never¬ 
theless it would be a grand thing if we could rise 
to the occasion and all agree to abstain from 
alcoholic drinks during the period of the war. In 
this way we should, at a stroke, save the consump¬ 
tion of the thousands of tons of grain (70,000,000 
bushels annually) employed in the manufacture 
of beer and spirits, divert a vast amount of 
energy now employed in brewery, distillery, 
and drink shop into more profitable channels, 
and improve the health and raise the morale 
of the nation. 

There are at least four ways of reducing the con¬ 
sumption of food : (1) By preparing the food in the 
most economical way; (2) by minimising waste; 
(3) by selecting the right kinds of food and in 
the right proportions; and (4) by limiting to a 
sufficiency the quantity of food consumed. It is 
clearly of the utmost importance to prepare food in 
the most economical way and to prevent un¬ 
necessary waste. The best means of effecting these 
ends are receiving considerable attention just now, 
and there is no need for me to deal with this 
subject. Considerable economy may be effected by 
choosing the right kinds of food and taking them 
in the right proportions. In order to reduce to a 
minimum the amount of food required, the protein, 
saccharide, 2 and fat need to be proportioned some¬ 
what as follows: fat, 1; protein, 2*5 ; saccharide, 10. 
If the food consists chiefly of bread and potatoes, 
then in order to provide the necessary quantity of 
protein an excess of saccharide has to be con¬ 
sumed. If, again, it is mainly of the animal 
variety, the needful supply of saccharide can only 
be obtained at the expense of an excess of protein. 
The most common error in this country in appor¬ 
tioning these three great classes of foodstuffs is to 


1 Article No. I. was published in Tiif. Lancet of March 25th, p. 686. 


* By saccharide I mean carbohydrate. 
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consume an excess of saccharide in the shape of 
bread, puddings, potatoes, and sugar, and too little 
fat. This is especially the case with the poor. 

Man a Mixed Feeder . 

The question how far man is adapted for 
animal and how far for Vegetable food is one on 
which the public should be correctly informed. 
Man is neither purely carnivorous nor purely 
vegetarian: he is a mixed feeder. Some contend 
that he is by nature purely vegetarian, and that a 
strict vegetarian diet is more conducive to health 
than a mixed, and a vegetarian enthusiast has 
recently suggested that the present would be a 
good time for the nation to exclude animal food 
altogether, on the ground that the food pro¬ 
duction of this country could be greatly in¬ 
creased if the farmer ceased to breed cattle, sheep, 
and pigs, and devoted himself exclusively to the 
cultivation of vegetable food—above all, of the 
cereals. While admitting that every effort should 
at once be made to increase the home supply of 
wheat, we must be careful to avoid the sentimental 
error of supposing that man is by nature strictly 
vegetarian, no matter how anxious we may be to 
adopt a diet which does not involve the rearing of 
animals for slaughter. The fact is, *as I have 
elsewhere endeavoured to show, 8 it was by virtue 
of persistent slaughter, continued through many 
thousands of centuries, that man evolved from the 
ape—that he grew into a being endowed with 
speech and reason and with aspirations beyond 
the grave. I have no doubt that it was the 
attraction of animal food which led the pre¬ 
human ape to abandon the forest for the plains, 
and that the conditions entailed by hunting were 
the chief factors in determining his evolution into 
man. 

Other factors also operated. Intertribal warfare 
was, I believe, one of these, and I mention it here 
because it bears upon a question of burning interest 
at the present time—the influence of warfare on 
evolution. All are agreed that whatever influence 
modern warfare may have in bracing up and stimu¬ 
lating a nation to meet difficulties, it has a disastrous 
effect eugenically, seeing that it causes an elimina¬ 
tion of the physically fittest, and in a country like 
our own, which adopts the voluntary system, of the 
bravest, most spirited, and most conscientious—in 
short, of those with the most grit. A strong 
argument, by the way, against a strictly voluntary 
system. While, however, modern warfare is a 
grave hindrance to evolution, I believe that primi¬ 
tive warfare played a not inconsiderable part in 
furthering it, notably in the psychic sphere, for 
it was a warfare of tribe against tribe, and its 
general effect was to cause a survival of the most 
brainy, most courageous, and most energetic tribes 
at the expense of their less gifted antagonists. This 
process continuing through many thousands of 
years, must have led to a steady evolution of the 
qualities which secured victory. This is a further 
illustration of my contention that man has evolved 
through slaughter. Strange, indeed, it is that he— 
the roof and crown of things—should have fought 
his way upward by bloodshed, and that from the 
standpoint of evolution modern warfare should 
have an effect the exact opposite of the old-time 
warfare of tribe against tribe. 

Let us now consider the various types of animal 
and vegetable food consumed in this country. 

* Man*i Mental E/ lution. Past and Future, Thk Labcbt, May 3rd 
(p. 1260). 10th (p. 133 ), 17th (p. 1406), and 24th (p. 1473), 1913. 


Animal Foods . 

The following are our chief animal foods :—Beef, 
veal, milk (cheese, butter), mutton, lamb; pork 
(lard), bacon, ham; rabbit, game ; poultry, eggs; 
fish. The value in millions sterling of imported 
animal food for the year 1913 was as follows:— 
Bacon and ham, 20*4; beef, 16*1; mutton, 10 9; 
pork, 1*6 ; butter, 24*3; cheese, 7*4; eggs, 9*5; fish, 
4*8; lard, 5*5; margarine, 0*39. Of the various 
kinds of animal food rabbit and fish are the most 
economical, meat the most expensive. It occurs to 
me that a considerable wastage of fish might be 
prevented if more of it were smoked, salted, or 
otherwise cured. Surely no particle of edible fish 
should be thrown away. Those who are not risking 
their lives at the front must learn not to be over 
fastidious about their food. The importance of 
reducing the consumption of meat is generally 
acknowledged. It is well to remember that diBlike 
of fat may lead to considerable waste by increasing 
the scraps left on the plate. A person who dislikes 
mutton fat, for instance, may not extract from a 
mutton chop one half its nutrient value. Such 
wasteful meat eaters should hefore all others 
restrict their meat diet at the present time. Fat 
constitutes a most important item of our food, add 
none of it should be wasted. Nearly all who cannot 
eat the fat in a cut off a joint relish dripping in 
cakes or simply spread on bread, as W9ll as beef 
suet in puddings. In the case of families thus 
inclined as much of the fat of the meat as possible 
should be used as dripping or suet. This is 
important because the dietary of many people, 
notably children, is apt to be deficient in fat. One 
of the virtues of the flesh of the pig is the large 
amount of fat it contains. Many who cannot eat 
fat meat relish fat ham and bacon and lard worked 
up in cakes. 

Milk. —It is very generally but erroneously 
believed that the child, as distinguished from the 
babe, needs milk and would suffer greatly if the 
supply of dairy milk suddenly failed. As a matter 
of fact, dairy milk has injured children far more 
than it has profited them. Milk, affording as it 
does a peculiarly favourable soil for the growth of 
disease germs, has carried disease and death to 
hecatombs of children. Not only has it been the 
chief means of conveying tuberculosis to them, but 
it has further acted injuriously by favouring the 
consumption of soft, pappy foods, such as sops and 
milk puddings, on the evils of which I shall have 
occasion to dwell later. It goes without saying 
that the infant, like the young of other mammals, 
requires milk for the first period of its life, and that 
the proper milk for it is its own mother’s. When 
this fails, as it sometimes does (mainly, however, 
owing to unhealthy upbringing), milk from some 
other mammal, such as the cow or goat, has to be 
substituted, and we must, I suppose, gratefully 
acknowledge the service which non-human milk 
has rendered in enabling us to rear infants arti¬ 
ficially. But even in this sphere it has not proved 
an unmixed blessing, in that it affords an excuse to 
unwilling mothers not to nurse their infants and not 
to regulate their lives in a way calculated to develop 
the nursing function. While, however, the infant 
needs milk of some kind during the first nine or 
ten months of life, it does not need any after that 
period . It is strange how the belief to the con- 
trary has arisen. Why should the young of man 
any more than the young of any other mammal 
require milk after it has left the breast ? It is only 
since man first domesticated the cow and the goat. 
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and this from the point of view of his evolution 
was but as yesterday, that he has been supplied 
with any milk other than human, and it is absurd 
to suppose that before that time his health suffered 
from the lack of cow’s or goat's milk. To this day 
many pre-agricultural tribes are without any. When 
Australia was discovered, and this was only a few 
hundred years ago, the natives had not culti¬ 
vated one square foot of that great continent; 
their only domesticated animal was a half-wild 
dog, and not one of them had ever tasted 
any other milk than woman’s. Nevertheless, they 
were a vigorous healthy race with magnificent 
teeth. I mention this latter fact because I have 
heard it seriously suggested that the lack of an 
adequate supply of dairy milk is the chief cause of 
bad teeth among the poor of this country. 

My point is not that dairy milk is a useless food 
tor man, but merely that it is not essential to him 
-after the nursing period. Its chief value to the 
human race, so it seems to me, is as a source of 
butter and cheese, two highly concentrated and 
agreeable foods, admitting of prolonged storage : 
not only cheese, but salt butter may be kept for 
many months. For both these articles we are 
largely dependent upon foreign supplies. In 1913 
we imported butter to the value of £24,000,000, and 
cheese to the value of £7,000,000. Would it not be 
wise, during the period of the war at least, to reduce 
our consumption of milk to a minimum and to 
make as much butter and cheese as possible, 
especially the latter, on account of the large 
amount of protein it contains ? Plain cheeses, such 
as Cheddar and Cheshire, should be made in prefer¬ 
ence to the richer kinds, such as Stilton, which 
serve rather as savouries than as sources of nutri¬ 
ment. Some milk is required for infants and 
invalids; some also may be reserved as a flavour¬ 
ing for tea. Save in the case of invalids the 
quantity used for cooking leg., for milk puddings, 
-cabinet pudding, batter pudding, Yorkshire pudding, 
trifle, and blanc-mange) should be reduced to a 
minimum. Puddings made of flour and suet, such 
as suet dumplings, roly-poly, and fruit or meat 
puddings, boiled or steamed, are, if anything, more 
wholesome than those containing milk, butter, 
and eggs. 

Vegetable Foods. 

Our vegetable foods may be classified as follows : 
—The cereals: wheaten flour (macaroni, vermicelli, 
aemolina), oatmeal, rice, maize. Starch; sago, 
tapioca, arrowroot. Sugar. Vegetables: cooked 
<potatoes, peas, greens, Ac.), and uncooked (salads). 
Fruits: luscious (apples, strawberries, grapes, Ac.) 
and nuts. Beverages : tea, coffee, cocoa. 

The cereals .—Of the various cereals consumed in 
this country wheat (wheaten flour), oats (oatmeal), 
and rice occupy the first place. Oatmeal is the 
most nutritious, containing as it does even more 
protein than wheat and considerably more fat. Rice 
is the least nutritious of the three, and inasmuch as 
it is for the most part consumed in a soft or even 
pappy form which does not invite mastication, 
and is moreover wholly imported into this country, 
we could very well dispense with it. Oatmeal 
porridge is a valuable food, but like rice (as served 
in this country at least) it does not conduce to 
mastication. Further, it uses up a lot of milk 
which might be better employed for making cheese 
and butter. We should therefore take the precau¬ 
tion to chew our porridge carefully and to be 
sparing in our use of milk with it. Oatmeal 
biscuits constitute a valuable food, and favour 


efficient mastication. Wheat has a double advantage 
over other cereals—it has the most delicate flavour 
and contains a large amount of gluten. Con¬ 
sequently, wheaten flour, unlike the flour of other 
cereals, is readily kneadable and can therefore be 
made into bread, macaroni, vermicelli, pastry, and 
all sorts of puddings and cakes. At the present 
time we need to exercise the utmost economy in 
our use of wheaten flour, and it should be reserved 
almost entirely for making bread and boiled suet 
“ crust ” (suet pudding, fruit pudding, meat 
pudding). Plain home-made cake and plain 
biscuits may be made in moderation, and even 
plain pastry; bub rich pastry and fancy cakes, and 
such articles as buns, scones, tea-cakes, all of which 
are abundantly displayed in our confectionery 
shops, should be abandoned. 

Bread has been aptly described as the staff of life. 
A good hunch of crusty bread, thoroughly chewed, 
with butter and cheese or fat bacon, followed by a 
little raw fruit, such as an apple, constitutes an 
ideal meal. Nob only does it provide the needful 
nutritive ingredients, bub it gives the teeth and 
salivary glands ample work, and leaves the mouth 
in a “ hygienic ” state. We have heard a great deal 
lately of potato bread. This is quite a pleasant 
food and it is a good plan to make it of cooked 
potatoes which might otherwise be wasted. 

Starch. —Tapioca, sago, and arrowroot virtually 
consist of pure starch. Seeing that they are all 
imported and that our cereal food and potatoes 
afford the necessary quantity of starch, we shall 
do well to dispense with them, althongh there is no 
harm in using arrowroot for invalids. Tapioca and 
sago, as well as rice, are largely employed for milk 
puddings—in this country far too largely. These 
puddings use up a lot of milk which should be 
reserved for butter and cheese, and they belong to 
the injurious class of pap foods on which our 
children are fed all too copiously—but more of this 
later. 

Sugar .—In view of the fact that all the sugar 
consumed in this country is imported and has to be 
paid for in exports, it is very desirable that it 
should not now be consumed in unnecessary 
amount. Widespread misapprehension prevails as 
to the value of sugar as a food. The fact is that we 
could get on very well without any sugar at all. 
Primitive man had none but the limited quantity 
furnished by wild honey. Nowadays, by the cultiva¬ 
tion of the sugar-cane and beetroot, our yearly 
supply runs into thousands of tons, and it is con¬ 
sumed by the inhabitants of this country in vastly 
greater quantities than was the case even a few 
generations back. Because sugar is so cheap and 
has a high “caloric'’ value it is supposed to be an 
economical food for the poor. This, as Dr. Sim 
Wallace points out, is a fallacy: “Every penny 
spent on sugar by the poor is from the point of view 
of nutrition simply wasted, inasmuch as the poor 
are by force of circumstances compelled to obtain 
the great bulk of their nourishment from cereals 
and potatoes, which contain a relative superfluity 
of saccharide material.” And it should be remem¬ 
bered that starch enters the blood in much the 
same form as cane sugar—i.e., as a monosaccharide. 
Sweetstuff shops do an infinity of harm, for unless 
special precautions are taken—and they rarely, if 
ever, are—sweets are highly injurious to the teeth ; 
we should be better off without them. In many 
parts of the country where war allowances abound 
the sale of sweets, as of many other unnecessary 
articles, has gone up enormously during the war. 
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All money spent on sweets is worse than wasted. 
None should be thus spent. The money saved in 
this way should be loaned to the State, and the 
tens of thonsands of persons engaged in the sweet 
industry be transferred to occupations more profit¬ 
able to the country. The surest way of economising 
in sugar is to put a heavy tax upon it. Our annual 
import of this article costs us some £22,000,000 
sterling. One half of this could quite easily be 
saved. 

It is true that sugar is useful for preserving 
purposes, but even here its consumption might 
with advantage be considerably reduced. From 
the point of view of nutriment jams are of little 
more value than sugar alone. Not only do they 
consist of some 75 per cent, of sugar, but most of 
the virtue of the fresh fruit is lost in the process 
of boiling. Moreover, while fresh fruit cleanses 
the mouth and teeth and thus promotes “ oral 
hygiene,” jams leave the mouth in an unhygienic 
state and tend to give rise to decay of the teeth. 

Vegetables .—Practically all our vegetables are 
home grown, and perhaps for this reason people 
are apt to be very wasteful with them. Special 
care should be taken not to waste the highly 
nutritious potato. 

Fruits .—Provided there is an adequate supply of 
vegetables, fruit, though a useful adjunct to the 
dietary, could, if the necessity arose, be dispensed 
with entirely. Imported fruits, such as oranges, 
apples, bananas, figs, and dates, are not necessary. 
A question of some difficulty is how to deal with 
the excess of home grown fruits (e.g., plums, 
apricots), which are highly perishable. It is not 
desirable to make large quantities of jam, for this 
would use up much sugar which, as we have seen, 
is not a necessary food. But fruit can be bottled 
by the use of no more than a dessert-spoonful of 
sugar to the pound, or even, I understand, without 
any sugar at all. The fruit is placed in a receptacle. 
This is filled up with water. It is then sterilised 
by heat for half an hour, and finally sealed 
hermetically by means of a screw top. 

Tea, coffee , and cocoa .—These are unnecessary, 
and inasmuch as they are all imported they should 
be economised to the utmost. Tea and coffee are 
pure stimulants and have no actual nutritive value. 
In a time of stress we could do without them quite 
well. Cocoa, besides being slightly stimulant, is 
nutritious, but it is an expensive food. 

(To be concluded.) 


CANADA. 

(From our own Correspondents.) 

Public Health Department needed in Canada. 

Dr. Steele, M.P. for North Oxford, Ontario, introduced 
into the Canadian House of Commons recently a resolution 
calling for the immediate creation in the Canadian Govern¬ 
ment of a Department of Public Health. The need for such 
a department was greater now than it ever had been, and 
would be still greater as soon as the war is ended, Canadians 
anticipating an enormous immigration into the Dominion 
from European countries. At the present time health 
matters coming under the jurisdiction of the Federal 
Government are administered from eight or ten different 
departments of the public service. The object would be to 
consolidate these under one responsible Minister of the 
Crown. It is claimed that 40 per cent, of Canada's infant 
mortality could be saved were there a properly constituted 
department of health to look after such matters. The 
Canadian Medical Association appointed a special com¬ 
mittee as long ago as 1901 on this very subject, and year 
after year the matter has been urged upon the Government 


at Ottawa, but no step has been made forward in the 
15 years. 

Health and Hygiene in Montreal. 

During the year 1915 a series of conferences wa9 held in 
Montreal under the auspices of the Department of Health 
in connexion with the campaign against tuberculosis and 
infant mortality. In all 147 lectures were given and the 
average attendance was over 200. The Health Department 
has decided to continue these conferences during 1916. 
In the month of January another new public bath was 
opened in the city, making a total of 14 baths now under 
municipal direction. These are available to women upon 
certain days of the week. 

The Care of the Feeble-Minded. 

In January a meeting was held in Toronto to discuss the 
care of the feeble-minded in Canada, on the basis of the 
report of the Special Commission of the Ontario Governments 
The statistics presented proved the great prevalence of 
feeble-mindedness throughout the Dominion, and the report- 
suggested remedies, including classes for backward children 
in the public schools, suitable institutions for the education 
of the worst cases, compilations by the medical officer of 
health of a register of defectives, a psycho-educational 

clinic, a farm cottage system, the appointment of » 

permanent board whose membership might include the 
Provincial Secretary, the Minister of Education, and the 
Lieutenant-Governor of the province. The increase of the 
feeble-minded in Canada is a serious matter, which must con¬ 
tinue to claim the attention of the provincial governments. 

Military Hygiene in Victoria, B. C. 

A regiment of fine men, hunters, lumbermen, and 
the like, is quartered at Victoria in a drill-hall which,, 
as anyone with any expert knowledge of suoh things can 
see, is most unsuitable for a barrack, with its smalt 

amount of window area per man. Further, it is dusty 

and overcrowded. The sick-list is said to be very high, 
and two men have died of pneumonia after measles. The 
officers of the regiment, medical and lay, are reported to be 
in protest unavailingly, and recruiting is being pushed also 
to replace the men who have died, men who, it is thought, 
need not have been lost had the request of the commanding 
officer been granted for leave to put his regiment under 
canvas. This case requires to be very quickly dealt with by 
the authorities, for it was under just such conditions that 
in the “ fifties” of last century the British Guards used to 
lose so many men from phthisis. Nowadays more is known* 
of barrack hygiene, and consumption is kept down by 
avoiding overcrowding. 

March 4th. 


NOTES FROM INDIA. 

(From our own Correspondents.) 

Plague and Rat Destruction. 

The plague deaths in India during the week ending 
Jan. 29th numbered 6620 against 8533 cases. The Bombay 
Presidency and Sind had 1772 deaths, the Madras Presidency 
366 Bihar and Orissa 582, the United Provinces 1239, the 
Punjab 40, Burma 317, the Central Provinces 778, Mysore- 
State 130, Hyderabad State 1271, Central India 81, and 
Kashmir 14. The smoking out of rats is being vigorously 
carried on throughout the Punjab, especially in those 
villages where plague was recently seen and where plague is 
again appearing. The work is now done by means of a. 
bellows which blows the fumes from burning bhoosa and 
sulphur into the rat-holes. The smoke traverses from one 
house to another, and appears out of the holes in the walla 
and floors of houses adjacent. The effectiveness of thfs- 
work is, however, sadly diminished by the customary 
difficulty of getting the villagers to combine for a common 
object. Thus, although the rats in the houses properly 
smoked out are really killed, those in the houses where 
objections were raised spread again through the village. 

The Detection of Milk Adulteration. 

A bulletin, No. 57, of the Pusa Research Institute, entitled 
“The Detection of Added Water in Milk in India,” by Dr. 
J. W. Leather, the Imperial agricultural chemist, state* 
that the usual English method for detection of added water 
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is practically useless in India. In England the total solids 
mast not be less than 8 5 per cent., while in India a 
wider lim’t is admissible, m there is no means of ascer¬ 
taining the respective proportion of buffalo and cow’s milk 
when mixed. Thus any fair standard for solids would be too 
high for cdw’s milk alone, and a standard even as high as 
6 3 per cent, would still leave it open to the buffalo milk 
vendor to add from 10 to 20 per cent, of water without fear 
of detection. Dr. Leather describes two other methods for 
the detection of added water—the refractive index of the 
milk serum and the freezing-point of the milk. The former 
would hardly detect 10 per cent, of added water. The 
latter method he finds much more dependable, and by it the 
addition of even very small quantities of water are readily 
detected. 

Small-pox Epidemic in Madrat. 

The existence of small-pox in an epidemic form in Madras 
is notified, and the health department of the Madras corpora¬ 
tion is doing its best to grapple with the disease, which is 
said to have been introduced by the large influx of visitors 
during the Christmas holidays. Just now there are a large 
number of pilgrims from the north passing through Madras 
on their way to Rameswaram. 

Plantain Juice at an Antidote for Snake-bite. 

The Timet of Ceylon reports that at Colombo, in the 
presence of a large gathering, including doctors, Mr. Donald 
Obeysekere demonstrated the efficacy of plantain juice as an 
antidote to snake-bite. Mr. Obeysekere liberated a cobra 
from a gunny-bag face to face with a valuable bull terrier, 
upon which the demonstrator's confidence in his remedy led 
him to experiment. The dog, however, broke the cobra’s 
back after a ten minutes' fight, during which he had 
succeeded in avoiding its fangs. The bull terrier was then 
held off, and a village pi-dog was brought in and was 
severely bitten by the snake. It howled with pain and 
collapsed in a few minutes. The dog was then given 
plaintain juice freshly expressed from some young trees of 
no particular variety, and when about a breakfast-cup had 
been administered it is stated that the dog began to revive. 
Within half an hour it was on its feet, and the doctors 
present were satisfied that it had got over the effects of the 
poison. The journal adds that the experiment was then 
repeated with a cock, which was likewise bitten badly and 
recovered. Dr. Fabian Hirst, who was present, was asked 
to make farther experiments, the result of which will be 
awaited with interest. 

March 5th. 

VITAL STATISTICS. 

HEALTH OF ENGLISH TOWNS . 1 

IN the 96 English and Welsh towns with populations 
exceeding 50,000 persons at the last Census, y 859 births 
and 5722 deaths were registered during the week ended 
Saturday, March 25th. The annual rate of mortality in 
these towns, which had been 17 8,17 2, and 17 9 per 1060 in 
the three preceding weeks, fell in the week under notice 
to 16*5 per 1000 of their aggregate population, estimated at 
18,136,180 persons at the middle of the year 1914. During 
the first 12 weeks of the current quarter the mean annual 
death-rate in these towns averaged 15 6, or 0 4 per 1000 
higher than that recorded in London The annual death-rate 
last week ranged from 4*3 in Enfield, 6 3 in Ilford, 6-6 in 
Eastbourne, 8*1 in Walthamstow, and 8 8 in Ealing, to 
22*9 in Preston, 23 0 in Liverpool, 231 in Dewsbury, 25*5 in 
Tynemouth, 27 0 in Swansea, and 28*5 in Barrow-in-Furness. 

The 5722 deaths from all causes were 493 fewer than the 
number in the previous week, and included 391 which were 
referred to the principal epidemic diseases, against 345 
and 378 in the two preceding weeks. Of these 391 deaths, 
137 resulted from whooping-cough, 115 from measles, 65 
from infantile diarrhoea! diseases, 53 from diphtheria, 12 
from scarlet fever, and 9 from enteric fever, but not one 
from small pox. The annual death-rate from these diseases 
was equal to 11 per 1000, and equalled that in the previous 
■week. The deaths attributed to whooping-cough, which 
had been 114, 85, and 93 in the three preceding weeks, rose 
to 137, and caused the highest annual death-rates of 1*2 in 
Derby and in Stockport, 1*3 in Gateshead, 1*8 in Cambridge 
and in Stockton-on-Tees, and 21 in Warrington. The deaths 
referred to measles, which had increased from 62 to 127 
in the seven preceding weeks, fell to 115 ; the highest death- 
rates from this disease were 2*0 in Grimsby, 2 9 in Newport 
(Mon.), 3 0 in Swansea, 3 4 in Tynemouth,’ 3*5 in Stockton- 

1 The Scottish and Irish figures arc not forthcoming owing to the 
delay in the mails. 


on-Tees, and 7*2 in Rochdale. T^he fatal cases of diar¬ 
rhoea and enteritis (among infants under 2 years), 
which bad been 65, 60, and 68 in the three pre¬ 
ceding weeks, fell to 65, and included 14 in London, 

7 in Birmingham, 5 in Manchester, and 3 in Liver¬ 
pool. The deaths attributed to diphtheria, which had . 
been 82, 54, and 61 in the three preceding weeks, fell to 
53, of which 11 occurred in London, 5 in Birmingham, and 
3 in Liverpool. The deaths referred to scarlet fever, which 
had been 17, 13, and 19 in the three preceding weeks, 
declined to 12, and included 2 in St. Helens. The 9 fatal 
cases of enteric fever, of which 2 were registered in Sheffield, 
were equal to the average in the earlier weeks of the 
quarter. 

The number of sc&rlet fever patients in the Metro¬ 
politan Asylums Hospitals and the London Fever Hos¬ 
pital, which had declined from 2257 to 1839 in the nine 
preceding weeks, further fell to 1783 on Saturday last; 
210 new cases were admitted daring the week, against 
234, 216, and 193 in the three preceding weeks. These 
hospitals also contained on Saturday last 1443 cases of 
diphtheria, 237 of whooping-cough, 120 of measles, and 49 of 
enteric fever, but not one of small-pox. The 1435 deaths 
from all causes in London were 166 fewer than in the 

f irevious week, and corresponded to an annual rate of 
6*6 per 1000. The deaths referred to diseases of the 
respiratory system, which had been 373, 344, and 405 in the 
three preceding weeks, fell to 337 in the week under notice, 
and were 142 below the number registered in the correspond¬ 
ing week of last year. 

Of the 5722 deaths from all causes in the % towns, 171 
resulted from violence and 429 were the subject of coroners’ 
inquests, while 1664 occurred in public institutions. The 
causes of 42, or 0 7 per cent., of the total deaths were 
not certified either by a registered medical practitioner or 
by a coroner after inquest. All the causes of death were 
duly certified in London and in its 14 suburban districts, 
in Leeds, Bristol, Bradford, Hull, Newcastle-on-Tyne, and 
in 58 other smaller towns. Of the 42 uncertified causes, 
11 were registered in Birmingham, 6 in Liverpool, 3 each 
in Manchester, and Tynemouth, and 2 each in St. Helens, 
Rochdale, Preston, Blackpool, and Darlington. 


VITAL STATISTICS OF LONDON DURING FEBRUART, 1916. 

In the accompanying table will be found summarised 
oomplete statistics relating to sickness and mortality in 
the City of London and in each of the metropolitan boroughs. 
With regard to the notified cases of infectious diseases, it 
appears that the number of persons reported to be suffering 
from one or other of the 10 diseases specified in the table 
was equal to an annual rate of 6*0 per 1000 of the population, 
estimated at 4,516,612 persons; in the three preceding 
months the rates had been 7*8, 6*3, and 6 5 per 1000 respec¬ 
tively. The lowest rates in the month were recorded in 
Kensington, Chelsea, the City of Westminster, St. Marvle- 
bone, and Hampstead; and the highest rates in Stoke 
Newington, Finsbury, Shoreditch, Bethnal Green, and 
Stepney. The prevalence of scarlet fever showed a 
further decline from that recorded in other recent 
months; this disease was proportionally most preva¬ 
lent during the month in Holborn, Finsbury, Shoreditch, 
Bethnal Green, and Greenwich. The Metropolitan Asylums 
Hospitals contained 1956 scarlet fever patients at the 
end of the month, against 2896, 2431, and 2157 at the 
end of the three preceding months ; the weekly admis¬ 
sions averaged 210, against 329, ^248, and 249 in the 
three preceding months. Diphtheria was slightly more pre¬ 
valent than it had been in the preceding month; among the 
several boroughs the greatest proportional prevalence of 
this disease was recorded in Stoke Newington, Stepney, 
Battersea, Wandsworth, and Camberwell. The number of 
diphtheria patients under treatment in the Metropolitan 
Asylums Hospitals, which had been 1551, 1476, and 1491 at 
the end of the three preceding months, had risen again 
to 1538 at the end of the month; the weekly admissions 
averaged 198, being 195, 177, and 198 in the three pre¬ 
ceding months. The prevalence of enteric fever showed 
a slight increase; this disease was proportionally 
most prevalent in Paddington, Kensington, the City o*f 
Westminster, Poplar, Lambeth, and W ; andsworth. There 
were 50 enteric fever patients under treatment in the 
Metropolitan Asylums Hospitals at the end of the month, 
against 57, 50, and 44 at the end of the three preceding 
months; the weekly admissions averaged 7, which was 
also the average in each of the three preceding months. 
Erysipelas was proportionally most prevalent in Padding¬ 
ton, Shoreditch, Bethnal Green, Poplar, and W^oolwich. 
The 19 cases of puerperal fever notified during the 
month included 3 m Bethnal Green and 2 each in St. 
Pancras, Islington, and Lambeth. The 30 cases of cerebro¬ 
spinal meningitis included 4 in Kensington, 3 in Hackney, 
3 in Shoreditch, 3 in Bermondsey, 2 in St. Panoras,and 2 in 
Finsbury; the 2 cases of poliomyelitis belonged to St. Pancras 
and Stepney respectively. 
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ANALYSIS OF SICKNESS AND MORTALITY STATISTICS IN LONDON DURING FEBRUARY, 1916. 


{Specially compiled for The Lancet.) 
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Total. 

Annual rate per 1000 
persons living. 

1 ! 

■3 

1 

•m 

m 

JZ 

1 

0 

u 

g X 
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LONDON. 

4,516,612 

— 

883 

841 

— 

41 

4 

19 

245 

30 

2 

2065 

60 

— 

SO 

21 

62 

123 

3 

64 

303 

0-9 

5023 

14 5 

West Districts. 

























Paddington . 

142.055 

— 

23 

19 

— 

2 

— 

— 

12 


— 

56 

5-1 

— 

1 

1 

2 

3 

— 

1 

8 

0-7 

167 

152 

Kensington |. 

170,817 

— 

17 

14 

— 

3 

— 

— 

9 

4 


47 

36 

— 


— 

1 

— 

— 

J 

5 

' 04 

184 

139 

Hammersmith . 

1:4.750 

— 

20 

21 

— 


— 

1 

4 

— 

— 

46 

4-8 

-- 

3 

— 

1 

— 

— 

1 

5 1 05 

122 

126 

Fulham . 

158.849 

_ 

19 

30 

— 



1 

5 

— 

— 

55 

4-5 

— 

_ 

— 

2 

2 

— 

— 

4 

0-3 

147 

12-5 

Chelsea . 

63 791 

— 

6 

10 

— 

1 

— 

1 

1 

1 

— 

20 

41 

— 

— 


2 

4 

— 

2 

8 

1*6 

82 

160 

City of Westminster ... 

152.346 

— 

30 

11 

— 

2 

— 

— 

6 

1 

— 

50 

4 3 

— 

— 

— 

2 

3 

— 

4 

9 

08 

155 

140 

North Districts. 

























St. Marylebone . 

112,892 


16 

6 

— 

1 

1 


8 

1 

— 

33 

3-8 

— 

2 

1 

1 

4 

— 

4 

12 

1-4 

127, 

150 

Hampstead . 

86.731 

— 

10 

6 

— 

1 

— 

— 

1 

— 

— 

18 

2-7 

— 

1 

— 

— 

1 

— 

— 

2 

0*3 

63 

100 

St. Pancras . 

212.497 

— 

59 

40 

— 

1 

— 

2 

6 

2 

1 

111 

68 | 


1 

2 

2 

4 

1 

2 

12 

G-7 

271 

166 

Islington. 

324.764 


68 

38 

— 

2 

— 

2 

8 

1 


119 

4-8 ! 


— 

4 

4 

6 

1 

2 

17 

07 

387 

151 

Stoke Newington. 

50.454 

— 

13 

18 

— 

1 

— 

— 

— 

1 

— 

35 

8-5 1 


— 

— 

2 

- 

— 

1 

3 

0-8 

55 

135 

Hackney. 

223.724 

— 

25 

46 

— 

2 


1 

16 

3 

— 

93 

5-4 

— 

2 

— 

3 

7 

— 

1 

13 

0-8 

234 

13 7 

Central Districts. 

























Holborn . 

45.861 

— 

14 

8 

— 



_ 

2 

— 

— 

24 

68 


— 


— 

1 

— 

— 

1 

1 03 

44 

12-5 

Finsbury. 

City of London . 

83.212 

— 

26 

20 

— 

1 

— 

— 

6 

2 

— 

55 

86 

— 

4 

2 

2 

— 

— 

2 

10 

| 16 

120 

18-6 

17,129 

— 

3 

3 

— 



1 

— 

1 

— 

8 

61 

- 

— 


— 


— 


— 


23 

18-2 

East Districts. 
Shoreditch . 

108.869 


34 

16 


1 

3 


13 

3 


7 0 

8-4 



2 

2 

5 

1 

6 

16 

! 19 

131 

162 

Bethnal Green . 

127,662 

— 

38 

28 

— 

1 

— 

3 

13 

— 

— 

83 

8-5 


1 

— 

4 

5 

— 

2 

12 

1-2 

148 

15-7 

Stepney . 

273.265 

— 

62 

84 

— 

3 

_ 

1 

16 

— 

1 

167 

8-0 


3 

2 

2 

19 

— 

3 

29 

1-4 

336 

16-7 

Poplar . 

160,222 

— 

24 

31 

— 

2 

— 

— 

18 

1 

— 

76 

62 



1 

1 

5 

— 

2 

9 

07 

202 

16-2 

South Districts. 

























Southwark . 

186,941 

— 

40 

40 

— 

1 

— 

1 

10 

1 

— 

93 

6-5 

_ 

1 

— 

4 

9 

— 

5 

19 

1-3 

224 

15-7 

Bern ondsey . 

124,213 

— 

20 

23 

— 

— 


— 

8 

3 

— 

54 

57 

_ 


1 

3 

2 

— 

1 

7 

07 

140 

14-7 

Lambeth. 

296,724 

— 

46 

40 

— 

5 


2 

11 

1 

— 

1C5 

4-6 

_ 

1 

— 

5 

6 

— 

4 

16 

0-7 

341 

14 7 

Battersea. 

167,338 

— 

37 

50 

— 

1 


1 

9 

1 

— 

99 

7’7 


2 

2 

2 

4 

— 

5 

15 

12 

170 

13 3 

Wandsworth. 

338,998 

— 

80 

100 

— 

4 

— 

1 

18 

1 

— 

204 

7 8 

_ 


— 

10 

7 

— 

3 

20 

08 

318 

12-3 

Camberwell . 

262,020 

— 

50 

70 

— 

1 

— 

— 

10 


— 

131 

65 

— 

— 

— 

1 

7 

— 

4 

12 

06 

274 

13 4 

Deptford. 

109,182 

— 

22 

12 

— 

l 


— 

8 

— 

— 

43, 

5-1 

— 

5 

— 

— 

4 

— 

2 

11 

1-3 

143 

169 

Greenwich . 

96.037 

— 

26 

16 

— 

1 

— 

1 

3 

— 

— 

47 

6-4 


3 

2 

1 

5 

— 

1 

12 

1-6 

122 

163 

Lewi-ham . 

172.433 

— 

30 

15 

— 

2 

— 

— 

10 

1 

— 

58 

4'4 


— 


2 

5 

— 

2 

9 

07 

148 

110 

Woolwich . 

122,836 

— 

25 

26 

— 

1 

— 

— 

14 

1 

— 

67 

7-1 

— 

— 

1 

1 

5 

— 

— 

7 

0-7 

145 

15-8 

Port of London . 

_ 

— 

— 

— 

— 


— 

— 


_ 

— 


— 

— 

— 


— 

- 

— 


— 

— 


— 


* Including membranous croup. t The death-rates are corrected for variations in sex and age constlt ut ion of the populations of the 
several boroughs, the population of England and Wales being taken as the standard. 


The mortality statistics in the table relate to the deaths of 
persons actually belonging to the several boroughs, the deaths 
occurring in institutions having been distributed among 
the boroughs in which the deceased persons had previously 
resided; the death-rates from all causes are further 
corrected for variations in the sex and age constitution 
of the populations of the several boroughs. During the 
four weeks ending Feb. 26th the deaths of 5023 London 
residents were registered, equal to an annual death-rate of 
14*5 per 1000; in the three preceding months the rates had 
been 16 2, 17*3, and 13 5 per 1000 respectively. The death- 
rates for the month ranged from 100 in Hampstead, 110 in 
Lewisham, 12 3 in Wandsworth, 12-5 in Fulham and in 
Holborn, and 12-6 in Hammersmith, to 16*6 in St. Pancras, 
16*7 in Stepney, 16 9 in Deptford, 18 2 in the City of London, 
and 18 6 in Finsbury. The 5023 deaths from all causes 
included 303 which were referred to the principal 
infectious diseases; of these, 30 resulted from measles, 
21 from scarlet fever, 62 from diphtheria, 123 from whooping- 
cough, 3 from enteric fever, and 64 from diarrhoea and 
enteritis among children under 2 years of age. No death 
from any of these diseases was recorded in the City of 
London ;' among the metropolitan boroughs they caused the 
lowest death-rates in Fulham, Kensington, Hampstead, and 
Holborn : and the highest rates in Chelsea, St. Marylebone, 
Finsburv, Shoreditch, Stepney, and Greenwich. The 30 
cases of measles were equaf to only one-seventh of the 
corrected average number in the corresponding period 
of the five preceding years, and included 5 in Deptford, 
4 in Finsbury, 3 in Hammersmith, 3 in Stepney, and 

3 in Greenwich. The 21 fatal cases of scarlet fever were 

4 in excess of the average number, and included 4 in 
Islington and 2 each in St. Pancras, Finsbury, Shoreditch, 
Stepney, Battersea, and Greenwich. The 62 deaths from 
diphtheria were 12 more than the corrected average number ; 
this disease was proportionally most fatal in Chelsea, 
Stoke Newington, Finsbury. Bethnal Green, Southwark, 
Bermondsey, and Wandsworth. The 123 deaths from 
^hooping-cough were 17 above the corrected average, the 
highest death-rates from this disease being recorded in 
Chelsea, Shoreditch, Pethnal Green, Stepney, Southwark, 


Greenwich, and Woolwich. The 3 deaths from enteric fever 
were 10 below the corrected average number, and belonged 
to St. Pancras, Islington, and Shoreditch respectively. The 
mortality from diarrhoea and enteritis among children 
under 2 years of age was proportionally greatest in Chelsea, 
St. Marylebone, Shoreditch, Southwark, and Battereea. In 
conclusion, it may be stated that the aggregate mortality in 
London in February from the principal infectious diseases, 
excluding diarrhoea, was 39*1 per cent, below the average. 


THE SERVICES. 

Royal Navy Medical Service. 

Surgeon J. H. Wright, Reserve List of Medical Officers, 
has been promoted to the rank of Staff Surgeon on the 
Reserve List of Medical Officers. 

Army Medical Service. 

Temporary Lieutenant-Colonel W. H. Willcox, R.A.M.C., 
to be temporary Colonel. 

Royal Army Medical Corps. 

Major J. Powell is restored to the establishment. 

Major R. Jones, R.A.M.C. (T.F.), to be temporary Lieu¬ 
tenant-Colonel. 

To be temporary Majors : G. D. Gray and Captain E. W\ H. 
Groves, R.A.M.C. (T.F.). 

Captain A. F. C. Martyn is seconded for service with the 
Egyptian Army. 

E. W. Skinner to be temporary Captain. 

The undermentioned temporary Lieutenants relinquish 
their commissions: O. Barton, N. Keith, J. A. Thoms, 
W. K. Hall, and E.N. Drier. 

To be temporary Lieutenants: D. P. Thomas, A. G. 
Alexander, W. G. Harnett, A. J. Chillingworth, H. M. 
Harrison, R. A. Quinn, J. I. Enright, C. E. G. Bateman. 
J. G. T. Thomas, B. S. Simmonds, D. S. Graham, A. A. E. 
Newth, J. R. Wylie, H. W. Harding, J. Young, G. C. B. 
Hawes, A. E. Foerster, C. W. Morrison, W. J. Porteous, 
J. S. Ann&ndale, A. J. D. Rowan, A. Morgan, W. G. Weston 
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J. St. J. Dundoo, C. R. Howard, J. T. H. Madill, N. J. 
Judah, J. B. Yelf, J. F. Mackenzie, J. E. Man love, 
C. O’Malley, S. G. W. Ire dale, G. 13. Mason, C. TownahencL 
C. L. Forde, P. A. McCallum, T. R. Davey, C. Costello, 
A. A. B. Scott, W. Scot, W. H. Soadv, E. Nuttall, J. K. Bell, 
J. Cathcart, J. J. Dowdall, W. H. Thomas, W. J. Murphy, 
J. C. Anderson, R. C. Corbett, W. G. Thomas, E. B. Morley, 
J. F. Nicholson, R. B. Gorst, D. A. Crow, G. L. Lawlor, J. B. 
Fairclough, S. A. McClintocb, A. H. Arnott, P. C. Conran, 
A. C. Lambert, R. E. McLaren, I. O’Keeffe, E. C. Lindsey, 
and R. V. Murphy. 

Temporary Honorary Lieutenants to be temporary Lieu¬ 
tenants : S. R. PralJ and W. Thomas. 

Canadian Army Medical Corns: N. C. Wallace to be 
temporary Honorary Major. F.'J. Ewing to be temporary 

Special Reserve of Officers. 

Royal Army Medical Corps. 

Lieutenants (on probation) C. A. Slaughter and W. L. A. 
Harrison are confirmed in their rank. 

Territorial Force. 

Royal Army Medical Corps. 

Highland Mounted Brigade Field Ambulance: Captain 
A. Mowat to be temporary Major whilst in command of a 
Field Ambulance. 

Yorkshire Mounted Brigade Field Ambulance: Captain 
A. H. Benson to be temporary Major whilst in command of a 
Field Ambulance. 

East Lancashire Field Ambulance: Major W. L. Bentley 
to be temporary Lieutenant-Colonel whilst in command of a 
Field Ambulance. 

Lowland Field Ambnlance: Major M. Dunning to be 
temporary Lieutenant-Colonel whilst in command of a Field 
Ambulance. 

South Midland Field Ambulance: Lieutenants to be 
Captains : H. N. Crowe, W. J. F. Craig, and J. Bannerman. 

Northumbrian Field Ambulance: Lieutenant P. J. Sheedy 
to be Captain. 

Wessex Field Ambulance: Lieutenant E. H. Helby to be 
Captain. 

Eastern General Hospital: Lieutenant O. Inchlev to be 
Captain. 

London General Hospital: Major J. Calvert to be 
Lieutenant-Colonel. Captain F. W. Andrewes to be Major. 
Major (temporary Colonel, A.M.S.) A. H. Tubby to be 
Lieutenant-Colonel, and remain seconded. The under¬ 
mentioned Captains to be MajorsF. F. Burghard, and 
remain seconded, A. M. Gossage, and H. F. Waterhouse. 

Northern General Hospital: Lieutenant H. W. Kerrigan 
to be Captain. 

Western General Hospital: Lieutenants F. H. Laeev and 

J. T. Williams to be Captains. 

London Sanitary Company: C. N. Atlee to be Lieutenant. 

North Midland Divisional Sanitary Section : Lieutenant I 
A, White to be Captain. 

East Anglian Field Ambulance: Captain L. H. 
Hutchins relinquishes his commission on account of ill- 
health. Lieutenant (temporary Captain) G. C. Grav to be 
Captain. 

London (City of London) General Hospital: Lieutenant 
R. J. W. A. Cushing to be Captain. 

Wessex Casualty Clearing Station: Lieutenant T. J. 
Wright to be Captain. 

West Lancashire Divisional Sanitary Section : Lieutenant 
A. Reid, from London Sanitary Company, to be Lieutenant. 

London (City of London) Pield Ambulance: Lieutenant 
A. H. Platt to be Captain. 

Southern General Hospital: To be Captains: Lieutenants 

K. H. Gill and G. L. Wilkinson. 

London (City of London) Sanitary Company : Lieutenants 
to be Captains: M. Greenwood, P. Hartley, and E. R. 
Matthews. 

Eastern Mounted Brigade Field Ambulance: To be Lieu¬ 
tenants : E. H. Coyne and P. J. Smyth. 

Welsh Border Mounted Brigade Field Ambulance : Lieu¬ 
tenant W. Morgan resigns his commission. 

Highland Field Ambulance: G. Torrance to be Lieutenant. 

Home Counties Field Ambulance: C. C. Robinson to be 
Lieutenant. 

London Sanitary Company : A. E. Jury to be Lieutenant. 

South Midland Casualty’Clearing Station: To be Lieu¬ 
tenants : A. G. Banks and C. A. liaison. 

Attached to Units other than Medical Units. —To be Majors : 
Major W. M. Hamilton, from the Territorial Fotv-e Reserve, 
and Captain D. E. Dickson. To be Captain : Lieutenant 

L. S. Will cox. To be Lieutenants: H. Jacques and P. A. 

Chillcott. Major G. S. Mill relinquishes his commission on 
account of ill-health._ 

The Arnott gold medal for conspicuous gallantry at the 
front was presented to Captain W. Loughman, R. A.M.C., on 
St. Patrick’s Day by the Irish Medical Schools’ aud Graduates’ 
Association. 


Cffrmpanlmtu. 


"Audi alteram partem.” 


THE DANGER TO CIVILIAN COMMUNITIES 
OF A TYPHOID-PARATYPHOID 
OUTBREAK. 

To the Editor of Thb Lancet. 

Sir,—A s one who has taken a special interest in enteric 
fever for many years and has had opportunities of looking ah 
this disease from a varied point of view, I was naturally very 
interested in your annotation on this subject in The Lancet 
of Feb. 12th and also in the letter in the following issue by 
Dr. R. Donaldson, whom I had the pleasure of meeting a 
short time ago when I was attracted to Reading by the news 
that there had been an unusual amount of enteric fever in 
that town. 

I may say at onoe that, in my opinion, the danger of an 
outbreak of the enteric group of diseases caused by the 
return of soldiers from the front is very small indeed. The 
carrier is, of course, the indirect cause of all outbreaks, 
either through water, milk, flies, or direct contact, but pro¬ 
vided reasonable precautions are taken with milk and water 
the risk from direct contact is insignificant. Let me give 
briefly a few of the reasons for this belief. We start with the 
fact that experience in India and at home has shown that 
about 2 per cent, of cases of enteric fever become chronic 
carriers. Every town in England must contain a large 
number, the total having been estimated by some to be as 
much as 4 per 1000 of the population, yet the enteric-rate in 
English towns is steadily declining, while the actual number 
of cases attributed to this cause works out at about 1 in 10.000 
per year, although overcrowding and squalor are not unknown 
among the poorer classes. In December, 1904, an epidemic 
of 1000 cases broke out in Lincoln, but during the time that- 
the temporary and chronic carriers were returning to their 
homes in increasing numbers the number of cases waa 
steadily decreasing, until in August there were none at all, 
and since 1904 the enteric-rate of Lincoln has continued to 
diminish. 

Again, if direct contact is a dangerous source of infection 
the disease ought to be common in troopships. For the last 
25 years an average of abont 50,000 troops have travelled in 
this way, and numerous carriers must have been present 
among the invalids and men returning from India, Egypt, 
and South Africa; yet, according to army medical reports, 
cases contracted on board ship are very rare indeed. After 
the South African War the number of carriers must have been 
considerably increased in Eogland, bat the disease has 
steadily diminished. 

To come to Reading, where the outbreak is attributed to 
the soldiers, if it were due to the cases in the War Hospital 
one would exp?ct it to focus round that area, but it is not so. 
If it is due to soldiers in billets, Reading so far is the only 
town that reports an excess of the disease, though we map 
assume that the conditions are the same as in most town* 
and even villages in England. Dr. Donaldson thinks that 
because out of 40 cases one was paratyphoid A a military- 
source of the disease is probable. As it is only within the 
last few years that any notice has been taken of paratyphoid 
fevers, the actual number of such cases occurring in England 
is rather an unknown quantity. In India, where blood culture 
has been practised for several years, experience shows that 
the bacilli found in blood of patients treated in enteric wards- 
are very varied in character. 

These considerations naturally make one ask if the water- 
supply as a cause can be absolutely excluded. Dr. Donaldson 
admits that “ the only obvious thing in common to all the 
cases is the water-supply, which, being river water, might 
conceivably be incriminated ” ; he does not state, though I 
have been so informed, that B. coli were present in 1 c.c. of 
water. The medical officer who went to Reading to report 
on behalf of the military authorities permits roe to say that 
he certainly thought the outbreak was due to water in some 
way or other. 

I have long been of opinion that the danger of infection 
by direct contact from carriers has been very much exagge¬ 
rated. We invalid carriers out of the army into civilian life,, 
but apparently nothing happens. The Local Government 
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Board Reports show numerous cases of infection by direct j 
contact, but they occur among a population of millions, and 
include milk epidemics. It is generally agreed in India 
that, although milk and water epidemics have occuired, 
enteric in the past was chiefly due to some other cause. 
This could hardly have been direct contact from carriers, as 
it can be shown easily that the disease was one of stations 
.and seasons and had no relation to the probable number of 
carriers among the troops, and the sudden decline of the 
disease started before the practice of isolating carriers 
commenced. To my mind the strongest argument against 
the case for carriers is the fact that even with sonp and 
water it is difficult to disinfect the hands if soiled with 
infected faeces. We know in India that natives get enteric 
fever, so there must be carriers among them. The ordinary 
native servant, a vegetable feeder, has his bowels open twice 
a day, and completes his toilet by directly handling faecal 
matter. Next he cleans his hands with water, possibly with 
mould, and then probably proceeds to prepare bread and 
bntter, or handle tea-cloths or clean plates for his master's 
table. Under suoh conditions the amount of enteric fever 
should be enormous, yet Bombay and Calcutta, both cities 
with a large European population, have been singularly free 
from it for the last 30 years. 

The question of carriers is very important. At the present 
time we are keeping a large number of beds in hospitals 
occupied by convalescents, and sometimes by perfectly 
healthy men, because we are afraid to let them out into 
barracks. Does the danger warrant our taking all this 
trouble and incurring all this expense and keeping fighting 
men from the front 'l My answer is : Let the urine only of 
typhoid convalescents be examined ; take every precaution 
with the rare and dangerous urinary carrier, but ignore 
.altogether the faecal carrier. 

I am, Sir, yours faithfully, » 

N. Faichnif, 

Tidvrorth, Rants, March 23rd, 1916. LleutenantrColooel, It.A.M.C. 


THE SHORTAGE OF DRUGS. 

To the Editor of Thb Lancet. 

Sir, —Even in military hospitals one is constantly ham¬ 
pered by the shortage of indispensable drugs. The poorer 
part of the population must suffer far more. The shortage 
of the salicylate group is most grievous, and I write to 
suggest the importance of growing the common willow, 
Salix alba , as well as wintergreen, Oaulth&ria proownben*, 
and birch, Betula lenta. Wintergreen and willow will grow 
on any damp soil without cultivation. Thousands of acres of 
such soil are wasting in Britain and Ireland, and although 
the war may be over before we can utilise their medicinal 
products, there is always use and demand for oil of winter¬ 
green and salicin.—I am, Sir, yours faithfully, 

March 2Ub, 1916. J- 0. McWaLTRR, M.A., M.D., M.R.I. A. 


“ALBUMINURIC NEURO-RETINITIS.” 

To the Editor of Thb Lancet. 

Sir,—D r. Samuel West, in his letter in your issue of 
March 25th, differentiates albuminuric retinitis into two 
forms, the exudative and the degenerative, and contends 
that they are distinct, that the distinction is fundamental, 
and that they stand in a different relation to two forms of 
-chronic nephritis. These conclusions, he tells us, are the 
result of long clinical experience, presumably at a general 
hospital. Possibly ophthalmic cases seen at a general 
hospital differ in some mysterious way from those met with 
at a special hospital. 

Eighteen years’ clinical and pathological experience at oph¬ 
thalmic hospitals, so far from affording material confirmatory 
-of his views, directly contravenes them. Dr. West’s types, 
if such they may be called, are found also in acute 
nephritis and in the nephritis of pregnancy. The latter, it is 
to be observed, has as its most prominent feature a fatty 
degeneration of the tubal epithelium, and is not really an 
acute inflammation. So far from any particular appear¬ 
ance of the retina being pathognomonic of a particular 
variety of kidney disease, no absolute reliance can be 
placed upon retinal appearances as a distinctive character. 
In diabetes, for instance, a condition exactly resembling the 
“typical ” albuminuric variety of retinitis is so often found 
that the examination of the urine alone will reveal the causal 
agency. This fact is a well-known pitfall for the unwary at 


! ophthalmic hospitals. Many cases of this disease are charac- 
terisid by the presence of small brilliantly white spots 
situated in the retina and occupying chiefly the region of the 
macula ; but according to Dr. West these spots are found 
only in cases of granular kidney. The same is true of leuco- 
cythmmia, pernicious anremia, and arteriosclerosis and 
cerebral tumour. The late Sir William Gowers instances a 
case of intense neuro-retinitis in a chlorotic girl in which, 
after the subsidence of the swelling, the picture might very 
well betaken as an example of the “ degenerative ” type, 
which, if we take Dr. West as onr guide, is pathognomonic 
of granular kidney. Since albuminuric neuro-retinitis is 
essentially a degenerative process, nothing is gained by 
labelling it “degenerative” ; to do so is pleonastic. 

Both of the types which Dr. West regards as distinctive 
and of fundamental importance from the diagnostic stand¬ 
point are due to the same cause, passive oedema and vascular 
degeneration. Neither type can be said to be either 
distinctive or pathognomonic. 

Iam, Sir, yours faithfully, 

Bayawater, W.. March 27th, 1916. EDGAR CHATTBBTON. 


TREATMENT OF SEPTIC WOUNDS WITH 
GLYCERINE AND ICHTHYOL. 

To the Editor of Thb Lancet. 

Sir,— At a Divisional Rest Station in France, where prac¬ 
tically all the operations were of the type carried out in the 
surgical out-patient department of a civil hospital—namely, 
the opening of superficial abscesses—-it was decided after 
reading Major Duggan’s articles in the Journal of the Boyal 
Army Medical Corps to try dressing these cases with 
glycerine and ichthyol instead of boric fomentations. At 
first a 20 per cent, but later a 10 per cent, solution spread on 
ordinary white lint was used, and then for economy com¬ 
mercial instead of pure glycerine was employed. Fifty-nine 
cases were thus treated after operating under an anaesthetic, 
besides many others of which no record was kept and 
in which no anaesthetic was necessary. They included 
carbuncles, whitlows of all types, and three cases of 
cellulitis, two of the upper and one of the lower limb. 

In favour of this treatment are :—1. Saving of labour and 
material—one application daily in place of three boric 
fomentations. 2. Efficiency as a dressing. Several of the 
cases had been previously treated with boric foments ; in 
these the discharge was never more in 24 hours on the one 
glycerine and ichthyol dressing than on any one of the 
fomentations, though these had been changed twice and 
thrice daily. 3. The dressing does not adhere to the wonnd. 
4. Men voluntarily told the nursing orderlies that they found 
the ichthyol dressing more soothing. This treatment is 
therefore recommended to medical officers, civil and military, 
for use in dressing superficial septic sores and wounds, as 
being equally efficacious as the boric fomentation, and more 
economical as regards time and mateiial. 

I am, Sir, yours faithfully, 

G. G. Alderson, M.B., B.O. Cantab., F.R.O.S. Eng., 
Captain, B.A.M.C. 


MEDICAL PRACTITIONERS AND AFTER¬ 
WAR PROBLEMS. 

To the Editor of The Lancet. 

Sir.—T he time at which a large number of practitioners 
who have left their practices and are now serving kheir 
country in various parts of the United Kingdom and abroad 
will be able to return to civil life is, of course, as yet quite 
uncertain, but it is obvious that a certain amount of anxiety 
is being felt, and it may not be considered premature to call 
attention to this matter through your columns. 

After the South African War many societies were formed, 
having for their object the closer association of medical 
men who had seen service in that campaign. The problems 
involved in the present war are infinitely more exacting and 
vital. 

The suggestion is put forward that instead of waiting till 
after the war, an association might be at once formed of 
practitioners interested. A central organising committee 
consisting of those serving in, or near, London would be 
necessary, and the support likely to be accorded the move¬ 
ment from those serving in distant stations could be easily 
estimated.—I am, Sir, yours faithfully, 

March 24th, 1916. TWENTY MONTHS’ SERVICE. 
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The Casualty List. 

The following names of medical officers appear 

among the casualties announced since our last 
issue:— 

Captain R. F. Hebbert, was a student of St. Thomas’s 

Hospital, London, and joined the Indian Medical Service 
when he qualified in 1906. 

Colonel J. Harper, R.A.M.C. (T.F.), Assistant Director of 
Medical Services, 1st London Division (T.F.), qualified 
in 1881, and was in practice in London. 

Wounded. 

Lieutenant-Colonel E. A. Wraith, R.A.M.C., 1st North 
Midland Field Ambulance (T.F.). 

Captain G. D. Ferguson, R.A.M.C., attached to the Royal 
Field Artillery. 

Captain R. Condy, R.A.M.C. 

Lieutenant J. P. Masson, R.A.M.C., attached to the 2nd 
Suffolk Regiment-. 

Lieutenant J. Young, R.A.M.C. 


Deaths among the Sons of Medical Men. 

The following sons of medical men must be 
added to our lists of those who have fallen during 
the war:— 

Captain J. A. Graham, 7th Lincoln Regiment, youngest son 
of the late Brigade-Surgeon H. W. Graham, Bengal 
Army. 

Lieutenant M. E. King, 13th Battalion Middlesex Regiment, 
third son of the late Dr. H. W. King, of Chester, 
Brigade-Surgeon-Lieutenant-Colonel of the Cheshire 
Volunteer Infantry Brigade. 

Second Lieutenant G. K. Smith, 5th Middlesex Regiment, 
younger son of Dr. H. Smith, of Chatham. 

Second Lieutenant C. W. Kenyon, Royal Sussex Regiment, 
attached to a Trench Mortar Battery, son of Dr. G. H. 
Kenyon, of Horsham, Sussex. 


The Central Medical War Committee: Conferences 
of Representatives of Local Medical War 
Committees. 

We published last week an account of the conferences 
which have been held at Leeds and London between represen¬ 
tatives of the Local Medical War Committees of the districts. 
The following notes deal with the conferences at Birmingham 
and Bristol. 

The conference of representatives of the Local Medical 
War Committees in the Midlands and North Wales was held 
in the Midland Medical Institute, Birmingham, on March 23rd. 
The chair was taken by Dr. W. J. Garbutt, chairman of 
the Birmingham Local Medical War Committee, and the 
arrangements were made by Mr. J. J. Bekenn, honorary 
secretary of the same committee. There were about 
100 present, including a number of Birmingham medical 
men of military age. Major Lucas, Mr. N. Bishop 
Harman, and Dr. Alfred Cox attended on behalf of 
the Central Medical War Committee. After a statement 
had been made on the general situation, questions were 
invited and answered. The questions were very similar to 
those raised at the Leeds and London meetings as reported 
in The Lancet of March 25th. The representatives of 
the North Staffordshire Committee were anxious that the 
Central Medical War Committee should issue some general 
plan for dealing with the practices of men who had died 
on service. The example of Nottingham, which formulated 
such a scheme in September last, was mentioned, and the 
representatives of the Central Committee undertook that 
some model arrangement should be issued to Local Com¬ 
mittees. A suggestion was made that the Central Committee 
would be improved if it contained representatives of pro¬ 
vincial industrial practice. In reply it was pointed out that 
the Committee had no power to coopt more members, and 
that any change in its composition must be dealt with at the 
next Representative Meeting. The representative of Mid- 
Staffordshire moved a resolution from that committee urging 
that if enrolment were necessary the Government should 
make it compulsory. Other representatives declared that 
they had no mandate to vote on such a proposition, and 
the chairman ruled it out of order. Votes of thanks to the 


representatives of the Central Committee and the chairman 
closed a very successful meeting. 

The conference of representatives of the Local Medical 
War Committees in the South-Western and Western Counties 
and in Central and South Wales was held in the University 
at Bristol on March 24th. The chair was taken by Mr. G. 1?. 
Myles, chairman of the Bristol Local Medical War Com¬ 
mittee, and Mr. H. F. Devis, honorary secretary of that com¬ 
mittee, was responsible for the arrangements. There were 
over 30 representatives present. Mr. T. Jenner Verrall, 
LL.D., chairman, and Dr. Alfred Cox, one of the secretaries 
of the Central Medical War Committee, attended on behalf 
of that Committee. Mr. Verrall and Dr. Cox dealt with the 
reasons for the adoption of the enrolment scheme and many 
of the general difficulties connected with it. Questions were 
then invited. Strong exception was taken from more than 
one area to the presence in Territorial hospitals of men of 
military age who had not undertaken the Imperial obligation. 
Mr. Verrall pointed out that the Central Committee had been 
definitely and officially informed that all medical men of 
military age holding Territorial commissions would be asked 
either to sign the obligation or resign. He undertook that 
inquiries would be made as to the cases raised at the meeting. 
The Swansea representatives stated that the action of certain 
medical men who had attested and had been exempted or 
granted postponement by the local tribunal had had a very 
bad effect on the work of their committee, so much so that 
they had resolved not to press for enrolment. They declared 
that the military representative at the tribunal had taken no 
action to prevent medical men from being exempted—rather 
the reverse. Representatives from Glamorgan and from 
Somersetshire stated that the action of the Local Insurance 
Committees in placing unnecessary difficulties in the way 
of men who desired to offer for military service made it 
doubtful whether any more men could be got from those 
areas. Mr. Verrall asked that such cases should be reported 
fully to the Central Committee, which would undertake to 
place them before the Commissioners, who up to now had 
shown every disposition to facilitate panel practitioners 
going on military service. The North Glamorgan representa¬ 
tive said he saw no better plan for satisfying the medical 
needs of the army than the enrolment scheme which, if a 
success, would redound to the credit of the profession. He 
urged those present to put all their energies into it. Votes 
of thanks were passed to Mr. Verrall, Dr. Cox, and the 
chairman of the meeting. 


Joint Committee of the English Royal 
Colleges to Advise on Medical Recruiting. —Last 
week we noted the recent resolution of the Royal College 
of Physicians of London expressing its willingness to join 
the Royal College of Surgeons of England in forming an 
Advisory Committee to give advice to the Government in 
relation to medical men in the metropolitan district required 
for service in the army, and to assist in cases of special 
difficulty arising elsewhere in England and Wales, and 
coming before the Central Tribunal of the Military Service 
Act. This Advisory Committee has now been appointed, 
the oames being: from the College of Physicians, Dr. 
Frederick Taylor (President), Dr. J. Galloway, Dr. Sidney 
Martin, and Dr. W. Pasteur ; from the College of Surgeons : 
Sir W. Watson Cheyne (President), for whom when 
absent Sir Rickman J. Godlee will act, Mr. William F. 
Haslam, Mr. D'Arcy Power, and Mr. Charles Ryall. 
The joint committee has already commenced its sittings 
at the College of Physicians and Mr. F. G. Hallett is 
acting as secretary. It was understood from the outset that 
the opinion of the Advisory Committee should be transmitted 
to the Government Department concerned through the 
Central Medical War Committee without alteration. The 
College of Surgeons made the further suggestion that time 
would be saved by the institution of a preliminary survey of 
the minimum necessities of the several metropolitan hospitals 
and medical schools in respect of staff. The appointment 
of this Advisory Committee by the English Colleges should go 
a long way to set the minds of those at rest who desired a 
consideration of their personal difficulties from the general 
standpoint of medical practice and ethics. 

Wounded Allies Relief Committee.— At the 

English Military Hospital at Limoges, maintained by the 
Wounded Allies Relief Committee, five French soldiers were 
recently presented with the Croix de Guerre. 

The King of Serbia has conferred the Third 
Class of the Order of St. Sava upon Lieutenant-Colonel 
H. E. M. Douglas, V.C., C.M.G., D.S.O., R.A.M.C., Deputy 
Assistant Director of Medical Sei vices. 
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ARTHUR RYLAND CHAVASSE,B.A.,M.B.Oxon.,M.R.C.S., 


CAPTAIN, ROYAL ARMY MEDICAL CORPS. 



Captain A. R. Chavasse, who died in France at No. 2 
General Hospital, B.E.F., on March 12th, as a result of 
broncho-pneumonia, was aged 27 years, and was the only son 
of Lady Chavasse and the late Sir Thomas Chavasse, of Bir¬ 
mingham. He was 
educated at Harrow 
School and Hertford 
College, Oxford, and 
entered St. Thomas’s 
Hospital, where, 
after graduating as 
B.A. and M.B. at 
Oxford, he held the 
house appoint¬ 
ments of physician, 
obstetric physician, 
and casualty officer. 

He was also resident 
medical officer to 
Queen Charlotte’s 
Hospital. He surren¬ 
dered this appoint¬ 
ment in 1914 to 
join the Red Cross 
Society in France, 
then entering the 
Royal Army Medical 
Corps as a tem¬ 
porary lieutenant, and working first at Netley and then 
at No. 4 and No. 2 General Hospitals in France. A 
fellow officer writes of him that he was devoted to his work 
and loved by all who came in contact with him. He 
had recently been promoted captain, when he was taken by 
the illness which proved fatal. 

A life-long friend writes: “Arthur Chavasse was one of 
those men whom to know was to love. He was a wonderful 
personality, so full of energy and enthusiasm. He was a 
devout Churchman and spent his leisure hours, when at 
St. Thomas’s Hospital, in the slums of the East-End. He 
had an absolute horror of ostentation or publicity. Now we 
know a little of his endless acts of kindness and of his true 
generosity.” Lady Chavasse has received a message of 
regret and sympathy from the King and Queen. 


DOUGLAS ARTHUR CAMPBELL LAYMAN, 

LIKUTKWART, 17TH LANCASHIRE FUSILIERS. 

Second Lieutenant D. A. C. Layman, who was killed in 
France on Feb. 22nd, at the age of 22, was a medical student 
and the grandson of a medical man. He was educated at 
Dulwich College, where he was a member of the Officers 
Training Corps, 
entering St. Thomas’s 
Hospital in 1913, and 
taking part of the 
Second M B. in July, 

1914 The secretary 
of the hospital 
writes : “ From the 
first declaration of 
war Layman was 
anxious to do his 
best to help. He 
made a special 
appeal for experi¬ 
ence in dressing in 
the Casualty Depart- 
ment, and in 
October, 1914, went 
to help with Red 
Cross work in 
France. He sub¬ 
sequently did nine 
months excellent 
work on the I.M S. Hospital Ship, Glengorm Castle. Even 
this work did not content him, he wanted to do more, 
and by obtaining a commission in the Lancashire Fusiliers 
in September, 1915, and going to the front, he sacrificed 
everything to his ideal of duty.” 



The Red Cross Hospital Unit in Montenegro. 

—In a recent summary of work issued by the British Red 
Cross Society and the Order of the Hospital of St. John of 
Jerusalem in England there is an interesting report, signed 
by Dr. F. G. Clemow, C.M.G., head of the unit, on the 
work of the Red Cross Hospital in Montenegro. The unit 
left England on Jan. 19th, 1915, with three medical 
men—Dr. Clemow, head of the mission, and Dr. F. W. E. 
Burnham and Dr. L. V. Tebbs, who subsequently had 
charge of the general section and infectious wards respec¬ 
tively. The other members of the staff were two nurses, 
two V.A.D. attendants, and four orderlies. The equip¬ 
ment consisted of material for a hospital of from 
70 to 100 beds, the stores being contained in some 
400 cases and bales. After considerable delay, owing 
to weather and war conditions, the unit arrived at 
Plevlje in March, and took over charge of the hospital there 
—the principal military hospital in Montenegro. The hospital 
consisted of two separate sections, one of eight pavilions built 
by the Austrians, as barracks, during their military occupa¬ 
tion, and a hospital building. The first-named buildings 
were reserved for general and medical cases, and the second 
for infectious cases. At the time of occupation there were 
126 patients in the wards, but the number rapidly doubled, 
and later rose to more than 300. For a short period Dr. 
Peyer, a Swiss doctor, and Dr. Vullanovitch and Dr. 
Krasky, both of the Montenegro service, rendered assist¬ 
ance. Owing to bad sanitation and administration the 
buildings when taken over were far from ideal for hos¬ 
pital purposes. To increase the accommodation other 
buildings were taken over, and a vote of £1000 from 
the British Red Cross Society resulted in the construc¬ 
tion of satisfactory hospital buildings. There were a few 
cases of typhus fever in the wards when the hospital was 
taken over, and these rapidly increased in number, while to 
add to the difficulties of the staff first Dr. Tebbs and 
afterwards Dr. Peyer contracted the disease, and one of the 
orderlies fell ill and died. At the end of March Dr. Clemow, 
at the instance of General Yukotitch, drew up a series of 
army orders for the better preservation of the health of the 
Serbian troops, and in June took part in a conference at 
Cettinje on the medical needs of the hospital, the army, 
and the country generally. The King of Serbia, who 
subsequently conferred decorations and medals on various 
members of the unit, received Dr. Clemow and expressed 
appreciation of the work of the unit. In July, on the 
expiry of the original six months’ contract. Dr. Tebbs and 
other members of the unit returned home, Dr. W. E. Haigh 
replacing Dr. Tebbs, and others taking the place of the 
original staff which maintained its complement of 11 members. 
Until the month of September the majority of cases 
admitted to the hospital were of the ordinary medical and 
surgical character. The measures taken to meet the typhus 
epidemic of the spring, which steadily subsided, included the 
establishment of baths and of two disinfecting stations, one 
in the general and the other in the infectious section of the 
hospital. Every patient admitted had his clothes removed, 
was bathed and put to bed, and the clothes thoroughly dis¬ 
infected either with sulphur or (later on) with formaldehyde. 
In all 143 cases of typhus were admitted, of which 7 died 
and 136 recovered. In the surgical wards over 500 major 
operations were performed and Dr. Burnham gained a well- 
deserved reputation as a surgeon. At the end of September 
and beginning of October, in order to provide for the large 
number of wounded, the result of the combined Bulgarian 
and Austro-German attack, many cases of chronic or 
incurable illness were sent to their homes. A casino 
and concert hall were converted into a hospital which 
was soon filled, while many of the severely wounded 
had to be placed in the “ infectious ” section and of 
the lightly wounded in the “ convalescent hospital.” The 
total numbers rose to well over 300, and at this time, as 
well as during the typhus epidemic in the spring, the 
stress of work on all members of the unit was very consider¬ 
able. In all between 300 and 400 wounded were in the 
hospital at the final evacuation. The total number of 
in-patients treated in the hospital was approximately 3000 
and that of the out-patients the same. About the middle of 
November, owing to the pressure of the Austrians, it was 
found necessary to remove the hospital from Plevlje to 
Shahovitza. At this time there were 332 patients in the 
wards, of whom 223 were wounded. In three days 280 
patients were sent either to Shahovitza or to their homes, and 
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when the unit left, which was on Nov. 21st, only 50 patients re¬ 
mained behind. These were left in charge of Dr. Stais, a Greek 
doctor, and Dr. Eievenaar, a Dutch medical man, who followed 
the unit next day with the patients. The patients' journey 
and the adventures of the unit are briefly described by 
Dr. Clemow, and but little imagination is required to realise 
the hardships which the party had to endure or to picture 
their lucky escapes from disaster. In December all the 
stores were exhausted and the party left Serbia and arrived 
in England in January, 1916. In closing his report Dr. 
Clemow bears testimony to the excellent work of all the 
members of the unit, the best witness to the valuable work 
of Dr. Tebbs being the low typhus mortality, while equally 
valuable work was done by Dr. Haigh, and his untiring 
assistance to all during the retreat deserves, says Dr. 
Clemow, more than a passing word. Dr. Burnham’s work 
in the surgical wards has already been alluded to. 

Health of Munition Workers.— The munition 

workers of this country are fortunate in possessing a health 
committee which is both alert and enlightened. We have 
already noticed memorandums dealing with Sunday labour, 
canteens, the hours of work, and the employment of women. 
Four others have just appeared in which are considered 
industrial fatigue and its causes (No. 7). special industrial 
disease (No. 8), ventilation and lighting of munition 
factories and workshops (No. 9). sickness and injury (No. 10). 
All of these are printed at H.M. Stationery Office and may be 
obtained from Wyman and Sons at the cost of Id. or 1 ±d. To 
the medical bearing of these pamphlets we shall return later. 

Prophylaxis of Venereal Disease _In recent 

years attempts have been made in all armies and navies to 
prevent venereal disease by methods of what may be called 
subsequent prophylaxis. Men after exposure to infection 
axe invited, and indeed constrained, to attend for special 
washings and anointings which shall prevent the develop¬ 
ment of any virus they may have picked up. And very 
often it has been said, by medical officers of small units 
usually, that the results of these methods have been quite 
successful. But now, in the Military Surgeon (Washington, 
D.O.) for January, Surgeon (that is, Fleet-Surgeon) R. C. 
Holcomb, U.S.N , examines the medical statistics of the 
United States Navy during the six years that have elapsed 
since, in January, 1909, prophylaxis was commenced, and 
concludes that “there has since been no drop in the 
admission-rate, and that therefore the preventive has not 
prevented.” He then asks why the propaganda has 
failed, and ascribes it to the subsequent prophylaxis 
being in most cases too long delayed. He himself 
found, on critically examining records of some 3000 cases, 
that of those who took precaution within eight hours 
of exposure only 1*5 developed disease. If precautions 
were taken between the eighth and the twelfth hour 3 3 per 
cent, were attacked, but of those who delayed treatment to 
the second 12 hours 5 per cent, suffered. The experience of 
the Italian navy is very similar. Venereal prophylaxis, with 
calomel ointment and protargol, was instituted in October, 
1913. and Captain Dr. Serra, a surgeon in that navy, details 
in the Annali di Medicina Navale for October, the benefits 
this prophylaxis has brought to the group of 2600 men who 
are under his care at Spezia He concludes that the men who 
on their return from leave use the prophylactics supplied 
invariably escape syphilis. The annual report of the Surgeon- 
General of the United States Navy for 1915 also takes much 
the same view, ascribing failure to delay, this delay resulting 
from ignorance, intoxication, or indifference. Surgeon 
Holcomb thinks the best prophylaxis will be found to be moral 
and to lie in a better public opinion, a higher self-control. 


Charing Cross Hospital. —The annual court 

was held on March 23rd, Mr. George Verity, J.P., presiding, 
when a very satisfactory condition of affairs was reported. 
The chairman stated that the hospital was now working-at its 
full capacity of 300 beds, and he was able to report a great 
improvement in equipment. The hospital mortgage, which 
15 years ago was £85,000, had been reduced to £59.000, and 
any legacies or exceptional amounts received by the hospital 
were applied towards the liquidation of this capital debt. 
The officials of the King’s Hospital Fund stated that the cost 
per bed at this hospital was the lowest but one of any in the 
Metropolitan area. Dr. G. Dickinson’s 17 months’gratuitous 
service as resident medical officer in order to meet the 
shortage due to the war demands was specially mentioned. 



MARY CHARLOTTE MURDOCH, L.R.C.P., L.R.C.S.Edin., 
L.F.P.S. Glasg., 

SENIOR PHYSICIAN TO THE VICTORIA HOSPITAL FOR CHILDREN, HULL. 

The death occurred on March 20th of Miss Mary Charlotte 
Murdoch, senior physician to the Victoria Hospital for Sick 
Children, Hull. 

Mary Charlotte Murdoch was born in Elgin and spent 
part of her child life and educational period in Lausanne, as 
well as in London. When the death of her parents left her 
independent she decided to devote the small sum of money 
at her disposal to studying for the medical profession, 
although this resolve meant much self-denial, and in her 
case considerable courage, as she had to contend already 
with the gastric haemorrhages which throughout her life 
occasionally prostrated her. After obtaining qualifications 
from the Scottish Corporations, she worked for a time as 
clinical assistant at the New Hospital for Women in the 
Euston-road, and was later curator of the museum of 
the London School of Medicine for Women. In 1892 she 
became house surgeon to the Victoria Hospital for Children 
at Hull, a post which she held for two years, when an attack 
of gastric haemorrhage compelled her to resign. Upon 
recovery she was appointed assistant medical officer for 
the Tottenham Fever Hospital, London, under Dr. R. A. 
Birdwood, to whose instruction and clinical example she 
attributed the skill which she undoubtedly possessed in 
the diagnosis and treatment of acute infectious diseases. 
In 1894 she returned to Hull, where she had made many 
friends, and, starting in private practice, met with immediate 
success. She was appointed honorary assistant physician to 
the Victoria Hospital, where she had formerly been resident, 
and three years later became full physician, holding the post 
at the time of her death. Among other appointments she 
was physician to the Lees’ Walk Home for Girls and to the 
Hull Central Creche, and was a certifying surgeon under the 
Factory Acts. She was also consulting physician to the 
Harrow Road Hospital for Children in London, and was 
keenly interested in the suffrage question. 

Mary Charlotte Murdoch was more than a successful 
physician : she was an influential personality. She did much 
valuable public work when physically not equal to the strain, 
she was a woman of large sympathies, and invariably acted 
up to her high ideals, and there is no doubt that in her the 
medical profession and women workers have lost an out¬ 
standing force for good. - 

GEORGE ALFRED HEBERDEN, M.R.O.S., L.R.C.P., D.S.O. 

The death is announced from Sea Point, South Africa, of 
George Alfred Heberden, which occurred from heart trouble 
in January last, in his fifty-sixth year. He had been an 
invalid for some time, and recently left his home at Victoria 
West, South Africa, for the Cape, where he somewhat improved. 
At the beginning of the year, however, he had a relapse, 
which soon proved fatal. George Heberden bore a name well 
known in medicine, his great-grandfather being the famous 
William Heberden, of Heberden’s asthma and Heberden’s 
nodes. His grandfather was also a medical man, while 
his father was a Berkshire clergyman. George Heberden 
was educated at Jesus College, Cambridge, and later, deter¬ 
mining on the medical profession, he entered as a student at 
St. George’s Hospital. He took the Conjoint English quali¬ 
fication in 1888, and almost immediately went to South 
Africa and entered upon practice at Kenhardt. Afterwards 
he became district surgeon to Barkly West, where he was 
when the South African War broke out. His services as 
medical officer at the siege of Kimberley were of marked 
value, and for them he received the D.S.O. Subsequently in 
1906 he became district surgeon and railway medical officer at 
Victoria West, which offices he held at the date of his death. 


Professor Eugeni Pavlov.— A Russian corre¬ 
spondent writing to us from Moscow informs us that the 
news of the death of Professor Ivan Petrovitch Pavlov, 
director of the Physiological Section of the Institute for 
Experimental Medicine at Petrograd, was sent in error. 
The Professor Pavlov who died in February last was not the 
famous physiologist, but Professor Eugeni Vasilievich Pavlov, 
once a prominent Russian surgeon and well known in his 
own country for his excellent social work. Professor Eugeni 
Pavlov was 71 years of age. 
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Society of Apothecaries of London.— At 

examinations held recently the following candidates were 
successful i— 

Surgery.— M. Dwyer (Stations I. and II.), Leeds; J. Fox-Russell 
(Sections I. and IL), Middlesex Hospital; H M. Gray (Sections 
1. and II.), Guy's Hospital; and R. Milne (Sections I. and II.). 
London Hospital. 

Medicine .— M. Dwyer (Section I.). Leeds; B. N. Glover, (Sections 
I. and II.), Guy's Hospital; and R. Milne (Sections 1. and II.), 
London Hospital. 

Forensic Medicine.— C. G. Bunn. Charing Cross Hospital; M. 
Dwyer, Leeds; B. N. Glover, Guy's Ilosintal; R. Milne, London 
Hospital; R. H. Pettersson, St. George’s Hospital; and J. M. Wall, 
St. Thomas's Hospital. 

Midwifery. - R. Milne, London Hospital; L. P. Pain, Royal Free 
Hospital; and A. E. Pollitt, Manchester. 

The Diploma of the Society was granted to the following candidates, 
entitling them to practise medicine, surgery, and midwiferyJ. Fox- 
Rnasell, H. M. Gray, and R. Milne. 

University of Durham: Faculty of 
Medicine.— At the third examination for the degree of 
Bachelor of Medicine held recently the following candidates 
were successful :— 

Materia Medica, Pharmacology and Pharmacy, Public Health , 
Medical Jurisprudence, Pathology and Elementary Bacteriology.— 
Percy Vernon Anderson, Richard Vere Brew. Hugh John Dingle, 
Donald Henegan, William Andrew Hewitaon, Charles Gordon 
Irwin, George Malayr&mon Kerry, John Kerr Ritchie Landells, 
Sadek Abdel Shehid, Iskandet Soliman, and Harold Ivan Sternc- 
Howitt. 

Central Midwives Board.— A meeting of the 

Central Mid wives Board was held at Caxton House, West¬ 
minster, on March 16tb, with Sir Francis H. Champneys 
in the chair. The Board had already considered a large 
number of suggestions for the amendment of the rules 
sent in by local supervising authorities, medical officers of 
health, examiners, and others; and, the revision being now 
completed, have decided to ask the Privy Council to approve 
the revision and to order that the new rules shall come into 
force on July 1st next, for a period of five years. A letter was 
considered from the General Medical Council with regard bo an 
apparent case of “covering” an uncertified woman by a 
registered medical practitioner. The Board directed that 
the papers in the case be forwarded to the General Medical 
Council with a request that they will take such action in the 
matter as may seem fit to them, and that if so desired the 
Board will undertake to appear as prosecutors in the case. 
Letters were considered from the clerks to the Epsom and 
Chester boards of guardians asking that the Epsom Infirmary 
and the Chester Union Hospital may be treated as training 
schools, where a period of four months’ training may be sub¬ 
stituted for one of six months as provided for in the new 
rules. The Board directed that the clerks be informed that 
the Board has no power to grant the requests. A letter was con¬ 
sidered from the medical officer of health of Liverpool asking 
whether under the new rule the conceded four months’ period 
of training may be taken during the stipulated three years’ 
training and may form part of such training. The Board decided 
that there is nothing in the rules to prevent the four months’ 
midwifery training contemplated by the rale being taken 
daring the three years’ general training and forming a 
part of it. 

Liverpool Medical Institution : Jubilee of 
Mil Edgar A. Browne and Dr. George C. Walker.— 
Fifty years’ membership of the Liverpool Medical Institu¬ 
tion is a notable record, and it is one on which the cordial 
congratulations of a large number of fellow members and 
professional colleagues were paid recently at a special 
meeting of the society, to Mr. Edgar Athelstane Browne, 
consulting surgeon to the Liverpool Eye and Ear Infirmary, 
and Dr. George Charles Walker, of Southport. The Lord 
Mayor was unfortunately prevented from attending the 
ceremony In order to tender the good wishes of the city to 
the two medical veterans. Dr. 0. J. Macalister, the 
president of the institution, occupied the chair, and tendered a 
graceful tribute to the work and personality of both members, 
whose association with the society dated from the year 1866. 
Pro»essor T. R. Glynn spoke of the ready wit and lively 
imagination of Mr. Edgar Browne, inherited from his dis¬ 
tinguished father Hablot Browne. Dr. Richard Caton and 
Mr. T. H. Bickerton having both borne testimony to the 


personal qualities of the two members, a resolution setting 
forth their professional history, together with an expression 
of the kindly sentiments of their brethren on their interest¬ 
ing jubilee, was cordially adopted. 

Donations and Bequests.— The late Colonel 

H. L. Florence, V.D., has, among other bequests, left 
£10,000 each to St. Bartholomew’s Hospital and Charing 
Cross Hospital. The residue of the estate, subject to two 
life-interests, amounting to about £100,000, is to be divided 
equally between St. Bartholomew’s Hospital, Charing Cross 
Hospital, the National Gallery, and a number of other 
hospitals and museums. 

The Medical Profession and Massage 
Establishments.— Under the provisions of the London 
County Council (General Powers Act), 1915 (Part V.), an 
establishment for massage or special treatment is defined as 
meaning any premises in the County of London used or 
represented as being or intended to be used for the recep¬ 
tion or treatment of persons requiring massage, manicure, 
chiropody, light, electric, vapour, or other baths, or other 
similar treatment, and persons carrying on such establish¬ 
ments must be registered. Medical men are exempted, but 
they must comply with certain requirements in order to 
escape registration. These requirements have been the 
subject of discussion by the Council of the Metropolitan 
Counties Branch of the British Medical Association, and at 
a meeting held on March 14th resolutions were adopted to 
the following effect: (1) “ That it is derogatory to the 
medical profession that a medical practitioner shall be 
required to furnish two certificates showing that the 
establishment for which he is responsible 4 is not and will 
not be used for an immoral purpose ’ ” ; and (2) 4 4 that the 
terms of the Act in relation to medical practitioners are so 
widely drawn that no medical practitioner is wholly safe 
from certification or from inspection under the Act.” 


Ijarliamentarg Intelligence. 

NOTES ON CURRENT TOPICS. 

Reports of Medical Officers of Health. 

In the annual report of the Local Government Board for 
1914-15 relating to Housing and Town Planning there is a 
reference to the reports of medical officers of health in the 
section devoted to housing conditions. The report states 
that upon the whole there has been a considerable 
improvement in the reports in the last few years, 
and there is fresh evidence that the increased interest 
in the matter taken by medical officers of health 
and inspectors of nuisances has a material influence for 
good in the consideration of the subject by the local 
authorities. There are, however, still cases in which the 
Board is unable to regard the reports as sufficient and has 
to ask for a supplementary report containing further and 
fuller information, but the number of such cases shows a 
decided tendency to diminish. 

Financial Statement of the General Medical Council. 

The annual return has been presented to Parliament of 
the receipts and expenditure of the General Medical Council 
and the Branch Councils. 

An Extraordinary Incident. 

The House of Commons on Wednesday afternoon was 
startled by an extraordinary incident. While a new Member 
was taking the oath at the table an officer in military 
uniform who had been sitting in the Strangers’ Gallery 
climbed over into the Distinguished Strangers' Gallery. He 
scrambled over the rail and for a few moments hung to it by 
his hands. He then dropped some 20 feet or more on to the 
floor of the House. Falling heavily, he rose, and evidently 
addressing the Speaker, said : “Sir, I ask you to protect the 
heads of British soldiers from shrapnel fire.” Mtmbers 
were amazed at the incident and at the rapi rity with which 
it occurred. The officer was speedily conducted from the 
House. It was afterwards reported at Westminster that the 
was an officer in the Royal Army Medical Corps. 

HOUSE OF COMMONS. 

Wednesday, March 22nd. 

Mil itary Isolation Hospitals at Cambridge. 

Mr. Paget asked the Under Secretary for War whether 
his attention had been called to a resolution passed by the 
town council of the borough of Cambridge on Thursday, 
March 2nd, 1916, drawing the attention of the War Office to 
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the lack of control of, and to the insufficient guards placed 
at, the military isolation hospitals in Cherryhinton-road and 
Newmarket-road, whereby patients were enabled to escape 
and thereby cause danger to the health of the community; 
and would he say what steps he proposed to take in the 
matter.—Mr. Tennant answered: This matter is already 
under the consideration of the Army Council. I cannot state 
to-day what steps it is proposed to take in the matter. 

Tuberculous Soldiers and National Insurance. 

Replying to Major Astor, Mr. C. Roberts (representing 
the National Insurance Commissioners) said : Approximately 
2000 cases of tuberculous soldiers have passed through the 
hands of the several commissions in connexion with the 
arrangements made in April, 1915, for the provision of 
immediate residential treatment for discharged tuberculous 
soldiers and have been provided with treatment. In addition 
it is known that a large number of soldiers who became on 
or after discharge eligible for sinatorium benefit, have made 
application for the benefit direct to the local Insurance 
Committees, who have afforded treatment without reference 
to the Insurance Commissioners. The actual number of 
such cases, including, of course, many cases which arose 
before the special arrangements were established, could not 
be obtained without a special return from all Insurance Com¬ 
mittees in the United Kingdom. 

A College of Nursing. 

Mr. Hogge asked the President of the Board of Trade 
whether he had been asked to incorporate a college of 
nursing; whether he had received protests from societies of 
trained nurses, in particular the Scottish Society; and 
whether, in view of the Bill before Parliament prior to the 
war dealing with trained nurses, he proposed to do so.—Mr. 
Runciman replied : I have received certain protests against 
the grant of a licence to enable a college of nursing to be 
incorporated with limited liability without the addition of 
the word “ Limited” to its name, including one from the 
Scottish 8ociety of Trained Nurses. I have not yet received 
any application for such a licence. 

Mr. Hogge: If my right honourable friend receives an 
application will he bear in mind that there was a Bill before 
Parliament on the subject, and will he remember that fact in 
giving his decision ?—Mr. Runciman : Yes, sir. 

Pensions for Army Nurses. 

Speaking during the debate on the motion for the second 
reading of the Consolidated Fund (No. 2) Bill, Mr. H. 
Forster (Financial Secretary to the War Office) said that at 
the outbreak of the war there was a system of pensions and 
disablement allowances for the army nursing staff. There 
were various qualifications as to length of service and so on. 
These were wholly inapplicable to present conditions. The 
War Office had taken steps to institute a special scale of 
ensions for those nurses who were disabled either by 
iseases, accident, or anything of the kind wholly and 
directly due to service or aggravated by service, and he 
hoped that the scale of pensions which had been framed 
would be sufficiently generous to meet the case. The matter 
had been discussed with the head of the nursing service, the 
matron-in-chief. 

Thursday, March 23rd. 

Medical Arrangements in Mesopotamia. 

Answering Mr. Fell, Mr. Tennant (Under Secretary for 
War) said: Medical arrangements in Mesopotamia are 

f rimarily under the control of the military authorities in 
ndia, but the Commander-in-Chief in India has been 
informed that the Army Council would render him any 
assistance in medical personnel and equipment. All 
demands have been met without delay. 120 medical officers 
(including 40 from Egypt) and 205 other ranks, R.A.M.C., 
have arrived or are on their way. In addition, one British 
general hospital of 1040 beds and one British stationary hos¬ 
pital of 400 beds have been sent from Egypt. Both these 
units were fully equipped. Four Indian general hospitals of 
500 beds each, which were in this country, have also been 
sent. Two of these were fully equipped and the remaining 
two consisted of personnel only. From France the Lahore 
Indian stationary hospital of 200 beds and 33 medical 
officers are under orders. A motor ambulance convoy—50 
cars with complete personnel—is nearly ready and will 
leave for Mesopotamia early next month. 

Colonel Lockwood : Have any of them arrived ?—Mr. 
Tennant : I have not had any intimation to that effect. 

Mr. Malcolm asked the right honourable gentleman 
since what dates all military and medical questions con¬ 
nected with the British expedition to Mesopotamia had been 
taken over by the War Office.—Mr. Tennant answered: 
The new arrangements for the control of operations in 
Mesopotamia came into force from Feb. 16th, 1916. The 
Commander-in-Chief in India receives instructions from the 
Chief of the Imperial General Staff in exactly the same 
manner as the commanders-in-chief in other theatres, but 
India remains the main base of the forces in Mesopotamia 
which is administered by the Commander-in-Chief in India. 


Such requirements of the force as India cannot meet are 
supplied by the War Office from other parts of the Empire so 
far as considerations of general policy do not render this 
impracticable. 

Mr. Malcolm asked whether Sir William Vincent and 
General Bingley had proceeded to Mesopotamia to conduct 
the inquiry into the alleged breakdown of medical arrange¬ 
ments.— Mr. Tennant said in reply: The Commission, after 
taking evidence in Bombay, left for Mesopotamia on 
March 10th. Sir William Vincent is a man of wide adminis¬ 
trative experience and has proved efficient in high and 
responsible official posts, and Major-General Bingley nas had 
a great deal of staff experience and is well suited for an 
inquiry into the alleged deficiencies in the organisation of 
supplies. 1 think these gentlemen are amply qualified to 
elucidate the facts and to make a fair, complete, and judicial 
report upon them, having reference to all aspects of the 
question. They can procure any technical and expert 
evidence they desire. 

Lord Henry Cavendish-Bentinck asked the Secretary for 
India whether up to five weeks ago repeated offers made by 
several hospital supplv depots to send out large quantities of 
hospital supplies to Mesopotamia were refused; and if so, 
would he say by whom these offera were refused, and whether 
he would cause an inquiry to be made into the cause of the 
breakdown of the hospital arrangements in Mesopotamia.— 
Mr. Chamberlain (in a written answer) replied: I have 
been informed since this question appeared on the paper 
that the Joint War Committee of the British Red Cross 
Society and the Order of St. John of Jerusalem in cooperation 
with the Indian Soldiers’Fund offered their general assistance 
direct to the general officer commanding Mesopotamia in July 
last, and repeated their offers at later dates; that stores were 
sent by them to Basra in September, two motor loads in 
August and another in October. In December I transmitted 
further offers on their behalf. On Jan. 31st last the follow¬ 
ing offer was made officially by the committee to the India 
Office. They offered to place at my disposal the organisation 
of the two societies to supplement the provision made by 
the Indian Government for the care of sick and wounded 
in Mesopotamia. The offer was in the widest and most 
generous terms, but referred in particular to the possibility 
of help in the supply of stores, of clothing, medical 
comforts, drugs, ana luxuries not included in the 
scheduled army lists, in the supply of barges, motor 
ambulances, and other vehicles for the transport of the 
sick and wounded, and in the equipment of hospitals and in 
providing personnel to staff and administer such hospitals. 
I immediately communicated this generous offer to the 
Viceroy. Before replying he had to ascertain that it would 
not conflict with the organisation and arrangements of similar 
Indian societies, but on Feb. 19th he informed me that the 
Indian Council of St. John Ambulance, which from the 
outset had actively concerned itself with the Mesopotamia 
Force, would gladly accept the assistance. I communicated 
the Viceroy’s reply the same day to the Joint War Committee. 
As regards other societies, the Indian Soldiers’ Fund in 
October made inquiry through me of the military authorities 
in Mesopotamia as to whether clothing and comforts 
were needed for the troops, and was informed by them in 
reply that for the present the supply from India was 
sufficient. I understand that the Fund Committee at that 
time had independent evidence that there were sufficient 
supplies at the base. In December I received from the fund 
and transmitted to the Viceroy an offer to supply bandages, 
surgical dressings, and other medical and hospital comforts. 
The Viceroy gladly accepted it and early in January a large 
contribution of articles, some of which were contributed by 
the Joint War Committee, was despatched to Mesopotamia. 
Besides the offers which were made through me and those 
made independently of me, to which I have already referred, 
many offers of which I have no kuowledge may have 
been made direct to corresponding societies in India which 
were engaged in providing comforts for the combatants and 
medical supplies for the hospitals. I understand that the 
Indian Branch of St. John Ambulance has from the first 
taken a very active part in providing for the medical needs 
of the force. With regard to the last part of the question, I 
would refer my noble friend to the statement which I made 
yesterday. 

The Organisation of the R.A.M.C. 

Sir Philip Magnus asked the Under Secretary for War 
whether any and, if so, what steps had been taken to arrange 
that doctors with special experience m different branches of 
medicine and surgery who had joined the Royal Army 
Medical Corps were being so employed by the War Office as 
to utilise to the best advantage their special qualifications.* 
—Mr. Tennant answered: I can assure the honourable 
gentleman that everv effort is made to employ gentlemen 
who join the Royal Army Medical Corps in such a way as to 
give their individual qualifications every consideration. But 
I must at the same time point out that it is sometimes not 
practicable to use their services exclusively in one special 
line of practice, as the need for special work is limited. Mv 
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information is that these gentlemen willingly give their 
attention to work ontside their special qualifications when 
work of that kind is awaiting attention. 

Sir Philip Magnus asked whether the Government would 
consider the advisability of reconstituting the Advisory 
Board to cooperate with the general superintendent in the 
further organisation of the medical service; and, if so, 
whether he would have regard to the suggestion that had 
been made by a number of medical men that such a board 
should consist of some lay representatives.— Mr. Tennant 
replied: I take note of the honourable Member’s suggestion, 
but I cannot admit that a case has been made out for inter¬ 
fering with tbe organisation as it at present exists. 

Mr. R. McNeill : Is it not a fact that the Advisory Board 
was, in point of fact, in existence when the war broke out 
and that neglect to call it together was without any proper 
authority whatever?—Mr. Tennant: No, sir, I think my 
honourable friend is misinformed as to the facts. I did give 
him a description of what occurred at the beginning of the 
war in the debate the other evening. It was quite within 
the competence of the military authorities to suspend tbe 
activities of the Advisory Board as and when they might think 
proper, but I think it is" true that the Board had been sitting 
up to that time. 

Sir Philip Magnus asked whether the right honourable 
gentleman could see his way to utilise to a greater extent the 
services, in part-time work at hospitals or in looking after 
the health of troops, of medical practitioners resident in the 
neighbourhood, and by so doing to release a proportion of 
the men who had volunteered for whole-time service abroad 
or had been asked to take commissions in the Roval Army 
Medical Corps.—Mr. Tennant wrote in reply: The policy 
suggested in the question is already followed. There is now 
a considerable number of medical practitioners employed in 
part-time work, and it is anticipated that this number will be 
largely increased. 

Venereal Disease. 


Colonel Lockwood asked the Prime Minister whether it 
was the intention of the Government to adopt the Report of 
Lord Sydenham’s Commission on Venereal Diseases; and, 
considering that history showed a recrudescence of such 
disease at the end of every great war, whether he would take 
steps to put into immediate action the recommendations of 
this Commission.—Mr. Lloyd George (on behalf of Mr. 
Asquith) replied : The recommendations of the Royal Com¬ 
mission are now under consideration. 


Steel Helmets for the Troops. 

Answering Sir D. Goddard and Sir I. Herbert, Mr. 
Lloyd George (Minister of Munitions) said that reports of a 
very satisfactory nature had been received on the steel 
helmets for the troops, and the necessary steps had been 
taken to obtain a supply sufficient to meet the requirements 
of the War Office. More than 300,000 had already been 
delivered. A satisfactory pattern was approved some five 
months ago and changes were being made to meet the 
improvements suggested by experience. 

Tuesday, March 28th. 

Medical Arrangements in Mesopotamia. 

Mr. R. Gwynne asked the Under Secretary for War 
whether, when the shortage of doctors and nurses and hos- 

E ital equipment for the forces in Mesopotamia was realised 
v the Government, any endeavour was made to transfer 
some of the hospital equipment in Egypt, and at present 
not being used, and bo to secure aid to those wounded who 
were dying for want of attention.—Mr. Tennant answered : 
Yes, sir. Aid was offered as soon as it was realised that aid 
was wanted. 

Mr. Gwynne asked the Secretary for India whether 
offers of hospital supplies for Mesopotamia were made by 
hospital supply depdts three months ago to the proper 
autnorities, which offers were renewed from time to time, 
but were refused on the plea of sufficiency and that India 
had more than enough for all eventualities.—Mr. Chamber- 
lain wrote in reply: The Government of India are respon¬ 
sible for the equipment of all forces coming from India, the 
War Office for those coming from Europe. Supply is 
arranged by the Government of India in communication 
with the India Office or the War Office, according to the 
nature of the supply. 

Venereal Disease in Army in Egypt. 

Colonel Lockwood asked the Under Secretary for War to 
state how the recent figures given regarding admission ratio 
per 1000 for venereal disease in Egypt compare with the 
years 1913, 1914, and 1915.—Mr. Tennant replied: The 
annual admission ratio per 1000 of strength for the years 
mentioned was: 1912. 1108; 1913, 117-7; 1914 (first eight 
months), 140 4. I gave my honourable and gallant friend 
the figure 46*8 per 1000 for the eight weeks endyjg March 20th, 
1916. The figures for 1915 are not available. 

Payments for Examining Recruits. 

On the third reading of the Consolidated Fund (No. 3) Bill, 
Mr. Kendall called attention to the remuneration paid to 


medical men for examining recruits. During the time of'the 
Derby campaign some medical men worked 16 hours a day 
and dealt with as many as 200 or 300 recruits a day. It was 
unfair that the rate of remuneration should have been 
only £2 a day, the same as was paid to medical men 
who only worked for six hours and examined 40 recruits.— 
Mr. H. Forster (Financial Secretary to the War Office) 
said that the instructions issued by the War Office as to the 
amount of work that should be done in a day were directed 
to get some real kind of medical examination. The medical 
authorities at the War Office were consulted as to the number 
of men who might reasonably be examined with some 
searching care in the course of six hours. The reply of the 
medical authorities was that a medical man might be 
properly expected to examine something like 40 men. 
The War Office did not want excessive numbers to be 
examined at a time. It became clear when the great rush of 
recruits came that a medical examination on the latter lines 
was so rushed as to be imperfect and worthless. Such hurried 
examinations had to be done over again. In the last days 
of the Derby rush there was no question of losing recruits. 
The men having been registered could subsequently be 
called up for medical examination. 



Successful applicants for vacancies. Secretaries of Public Institutions , 
and others possessing information suitable for this column, are 
invited to forward to Thk Lancet Office , directed to the Sub - 
Editor , not later than 9 o'clock on the Thursday morning of each 
week, such information for gratuitous publication. 

Baker, Madeleine Stuart, M.D., B.Oh., B.A.O. Dub., has been 
appointed Deputy Acting School Medical Officer for the Bristol 
Education Committee. 

Lax. Ping Wing, M.B., Ch.B. Bdin., has been appointed Resident 
Medical Officer to the Leicester Board of Guardians. 

Peaohell, George Ernest, M D., B.S Lond., L.R O.P., M.R 0.8., 
has been appointed Medical Superintendent at the Dorset Oonnty 
Asylum. 

Roberts, H. 8 . W., L.R.C.P. & S. Bdin., baa been appointed Certifying 
Surgeon under the Factory and Workshop Acts for the Ballin- 
dalloch District of the county of Banff. 




For further information regarding each vacancy reference should be 
made to the advertisement (see Index). 

When the application of a Belgian medical man would be considered 
the advertisers are requested to communicate with the Editor. 

Belgraye Hospital for Children, Clapham-road, 8.W.—Resident 
Medical Officer for six months. Salary at rate of £100 per annum, 
with-board, residence, and washing. 

Birmingham and Midland Eye Hospital, Church-street.—Resident 
Surgeon. 

Bolton Infirmary and Dispensary.— Female Second House 8urgeon 
and Female Third House Surgeon. Salary £200 and £180 per 
annum respectively, with apartment*, board, and attendance. 

Bristol General Hospital.— Casualty House Surgeon. Also House 
Phvsician. Both for six or three months. Salary at rate of 
£175 per annum each, with board, residence, Ac. 

Bristol Royal Infirmary.— House Physicians and House Surgeons. 
8alary at rate of £120 per annum, with board, apartments, and 
laundrv. 

Burnley, Victoria Hospital.— Female House Surgeon. Salary £160 
per annum, with residence, board, and washing. 

Charing Cross Hospital.— Resident Medical Officer. 

Chesterfield and North Derbyshire Hospital.— Second House 
Surgeon. Salary £150 per annum, with board, apartments, 
and laundrv, 

Dorset County Council.— Temporary Female Assistant Medical 
Officer. Salary at rate of £300 per annum. 

Dudlf.y, Guest Hospital.— Assistant Bouse 8urgeon for six months. 
Salary £120 per annum, with board, residence, and washing. 

Durham County Hospital.— House Surgeon. Salary £150 per annum, 
with board, lodging, Ac. 

East Ham County Borough Education Committee.— Temporary 
Female Assistant School Medical Officer. Salary £300 per annum. 

Exeter, Royal Devon and Exeter Hospital.— Senior House Sur¬ 
geon. Salary at rate of £250 per annum, with board, apartments, 
and washing. 

Glasgow. Royal Samaritan Hospital for Women.— Female 
Mulrhead Scholarship for Clinical and Pathological Research. 
Value £50 per annum. Also Pathologist. 

Great Northern Central Hospital, Hollo way-road, N.—House 
Physician for six months. Salary at rate of £100 per annum, with 
board, residence, and laundry. 

Guildford. Royal Surrey Countt Hospital.— House Surgeon. 
Salary £150 per annum, with board, residence, and laundry. 

Halifax County Borough Education Committee.— Assistant 
Medical Officer. Salary £350 per annum. 

Huddersfield Royal Infirmary.— Junior House Surgeon. Salary 
£100 per annum, with board, residence, and laundry. 

London Homeopathic Hospital, Great Ormond-Btreet, W.C.- 
House Surgeon. Also Two Resident Medical Officers. Salary at 
rate of £l0o per annum, with board, apartments, and laundry. 

London Temperance Hospital, Hampstead-road, N.W.— Assistant 
House Surgeon for six months. Salary at rate of 120 guineas per 
annum. 

Leeps Public Dispensary.— Female Resident Medical Officer. Salary 
£130 per annum, with board, residence, and laundry. 
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Manchester Children's Hospital, Pendlebury, near Manchester.— 
Two Female Resident Medical Officers for six months. Salary 
at rate of £100 per annum. 

New Hospital for Women, Euston-road, N.W.— Female Radiographer. 
Salary £30 per annum. Also Female Assistant Pathologist. Salary 
£100 per annum. Also Female Senior Clinical Assistant to Out¬ 
patient Department. 

Norwich, Norfolk and Norwich Hospital.— House Physician. 
Salary £400 per annum, with board, residence, and laundry. 

Putney Hospital, Putney Common, S.W.—Resident Medical Officer. 
Salary £150 per annum, with rooms, board,and laundry. 

Queen’s Hospital for Children. Hackney-road. Bethnal Green, B.— 
House Burgeons for six months. Salary £100 per annum, with 
board, residence, and washing. Also Temporary Medical Officer. 
Attendance once a week. £12 10s. per annum to cover travelling 
expenses. 

Rochester, St Bartholomew’s Hospital, Kent.—Senior Resident 
House Surgeon. Salary at rate of £300 per annum. 

Royal Free Hospital. Gray’s Inn-road, W.C.— Male and Female 
House Physicians and House Surgeons for six months. Salary 
£50 per annum, with board, lodging, and washing. 

Salisbury General Infirmary. — House 8urgeon and Assistant 
House Surgeon. Salary £150 and £100 per annum respectively, 
with apartments, board, lodging, and washing. 

Sheffield Roval Infirmary.—H ouse Surgeon. Salary £100 per 
annum, with board and residence. 

Southampton Free Kyk Hospital.— House Surgeon. Salary £100 
per annum, with board, lodging, and laundry. 

Throat Hospital. Golden-square W. — Honorary Medical Registrar. 

Westmorland Consumption Sanatorium and Home, Grange-over- 
Sands.—Second Assistant. Salary £200 per annum, with apart¬ 
ments. board, and laundry. 

Wounded Allifs Relief Committee. Sardinia House, Kingsway, 
W.C.—Assistant Surgeon for British Hospital in France for 
French Wounded. Salary 5 guineas a week. 


The Chief Inspector of Factories, Home Office, London, S.W.. gives 
notice of vacancies for Certifying Surgeons under the Factory 
and Workshop Acts at Newport. In the county of Mayo; and at 
Bast Grinstead, in the county of Sussex. 


gtarriages, anb Jeatfts. 


BIRTHS. 

Blood.— On March 23rd, at Brynland-avenue, Blshopston, Bristol, to 
Dr. and Mrs. B. N. Blood, a daughter 

Hark.—O n March 22nd. at the Imperial Nursing Home, Cheltenham, 
the wife of Cap’ain Theodore Hare. R.A M.C., of a son. 

Lamplough.— On March 25th, at Bredon, Alverstoke, the wife of 
Wharr&m H. Lamplough, M.D. Durh., temporary R.A.M.C., of a 
daughter. _ 

MARRIAGES. 

Asplkn—O'Donickll.— On March 15th, at St. Stephen's Church, 
Cheltenham, William Reginald Ward Asplen, Lieutenant, 
R.A.M.C., to Kate Norah, only daughter of the late Colonel A. C. 
O’Donnell, Indian Army, and Mrs. O'Donnell, of Maryville, Tivoli- 
road, Cheltenham. 

Owen—Bond.— On March 20th, at the Pro-Cathedral, Clifton, Ambrose 
W. Owen. M.D., B.S Lond., late temporal Lieutenant. K.A.M.C., 
of Porth. Glam., to Beatrice Nina Bond, of Bridgwater. Somerset 

Waugh—Pickersgill —On March 27th,at Chiist Church, S.mderUnd, 
William Grant Waugh, Captain, R.A M.U.. to Enid, only daughter 
of the late Charles Pickersgill and Mrs. Pickersgill, of The Elms 
North, Sunderland. 

White — Macklin. -On March 1st, at the British Legation, Teheran. 
Persia, Henry White, M.R.C.S., L.R.C.P. Lond., to Alice Martha, 
eldest daughter of Mr. and Mrs. Alfred Charles Macklin, of 
Ingleslde, Wick ham-road, Brockley, Kent. 


DEATHS. 

Harper.— On March 24th, at Rosary-gardens. South Kensington, James 
Harper, M.D. Lond., Colonel, R A.M..U. (T.), aged 58 years. 
Hkbbkrt.— On March 19tb. of relapsing fever, in Mesopotamia, Robert 
Francis Hebberfc, Captain, I.M.S., aged 33 years. 

PRICK. —On March 29th. at Hooper’s Hill House, Margate, William 
Price, M.D., last surviving son of David Price, M.D., of Margate, 
aged 79 years. ___ 

N.B.—A fee of 5s. is charged for the Insertion oj Notices of Births, 
Marriages, and Deaths. 


BOOKS, ETC., RECEIVED. 


Adlard and Son, London. 

Cleft Palate and Haro-Lip. By Sir W. Arbuthnot Lane, Bart., M.S., 
F.R.C.8. Third edition. Price 10s. 

Churchill, J. and A., London. 

A Handbook of Colloid Chemistry. By Dr. Wolfgang Ostwald 
(Leipzig). Translated from the third German edition by Dr. 
Martin H. Fischer (Cincinnati), with the assistance of It. E. 
Vesper, Pli.D., and L. Borman, M.D. Price 12s. 6id. net. 

Lewis. H. K., London. 

The Adolescent Period. By Louis Starr, M.D., LL.D. Price 4 s. 6 d. 
net. 

Maloine, A., kt Fils, 27, Ruo de l’Ecole de M^deoine, Paris. 

La Gangrene Gaze use et les Plaies Gangreneuses. Par les Drs. P. 
Moiroud et H. Vignes. Premier fascicule. Price 1.60fr. 

Ockana Prfss, Callo Chile. 525, Buenos Aires 
Anatom ia de los Con due toe Biliares y de la Arteria Cistica. By 
Dr. Pedro Belou. Professor Titular dc Anatomia Descrlptiva de la 
Facultad de Cienclas Medicos de Buenos Aires. 


States, S|wrt Comments, nnb Jnsfoers 
ta Camsponbents. 

THE VITAL STATISTICS OF THE LEEWARD 
ISLANDS. 

In his report for the year 1914-15 Mr. T. A. V. Best, the 
Colonial Secretary of the Leeward Islands of the West 
Indies (Antigua, St. Kitts-Nevis, Dominica, Montserrat, 
and the Virgin Islands), states that the total population of 
the colony, according to the last Census, was 127,193. The 
general health of the inhabitants during the year was good. 
The total number of patients admitted into the hospitals 
of the colony was 3713, as against 3827 in the previous 
year, whilst the number of deaths was only 266, as 
against 354. In the Leper Asylum at Antigua there 
were 39 lepers. The central lunatic asylum had 128 

E atients. The Alexandra Cottage Home for Incurables, 
►ominica, maintained on an average 10 paupers. 
In the Yaws Hospital at St. Kitts 177 patients were 
treated, all of whom were discharged as cured. Treat¬ 
ment had to be suspended and the ward closed for a 
time, as salvarsan, being a German preparation, was Dot 
procurable. The average rainfall from January to 
December, 1914, on 72 stations in Antigua was 35-86 inches, 
or 7-39 inches below the average of the 40 preceding years. 
The highest maximum temperature was 91° F. on Oct. 27th 
and Nov. 8th, and the lowest minimum temperature 66° 
on Jan. 7th. Three shocks of earthquake were recorded. 

THE PUBLIC SCHOOLS YEAR BOOK. 

The twenty-seventh annual issue of this useful guide, 
edited by H. F. W. Deane, M.A., F.8.A., and W. A. 
Bulkeley Evans, M.A. (London: The Year Book Press, 
31, Museum-street, W.C. Pp. 767. Price 5*. net) contains 
in a form handy for reference information relative to 
the governing bodies, staff, nomination and admission, 
entrance examination and scholarships, houses and 
dormitories, organisation and instruction, fees, charges, 
and prizes at the public schools, and details of the entrance 
examinations to the Universities. The conditions of 
admission to the Civil Service and other professions are 
included, and the sections devoted to the navy and army 
give the new regulations for temporary and permanent 
commissions. A list of preparatory schools, a public 
schools, bibliography, and short articles oa the various 
professions are other useful features of the work. As the 
official reference book of the headmasters’ conference it 
summarises the work of the committee of this conference. 
An invaluable work of reference for parents. 

CHILDREN’S COUNTRY HOLIDAYS FUND. 

Mr. Francis Morris, chairman of the Executive Committee, 
writes to say that the work of the Children’s Country 
Holidays Fund is being carried on despite the war, and 
that donations are needed in order to send away the 18,000 
to 20,000 children with whom it is hoped to deal this year. 
Efforts are being made to seek out the most ailing children 
in the elementary schools of London in order to provide 
them with a summer fortnight in country cottages. This 
work should appeal to all who have at heart the welfare 
of the growing generation. 

HEALTH OF MAURITIUS. 

A correspondent writes:—In connexion with your note last 
week on the public health of Mauritius attention may be 
drawn to the meteorological observations taken at the Royal 
Alfred Observatory, Pamplemousses, and at nine second- 
order stations. The observatory is about three miles from 
the West Coast, and is 179 feet above sea level. There are 
considerable variations both in temperatare and humidity 
in the different parts of the island, the coast districts 
being hotter and drier than the higher altitudes in the 
intetior. Hurricanes occur between December and April, 
which is the hottest season. The mean rainfall at 49 
stations was 59T0 inches as compared with 75 83 inches 
in 1913 and an average of 7494 inches. Heavy rains, 
relatively to the normal, fell in February and June. The 
rainfall at the observatory was below normal, being 
43T2 inches as compared with a normal of 47*95 inches, and 
the number of rainy days recorded was 215, as compared 
with an average of 204, a “ rainy day” being one in which 
*005 inch or more of rain was measured. The mean 
temperature of the air at the observatory was 73’7° F. as 
compared with au average of 73 4°, the highest tempera¬ 
ture recorded being 89 9° on March 10tb,and the lowest 
54° on July 23rd. The highest and lowest temperatures 
recorded at the observatory between 1875 and 1914 were. 
94*7° ou Dec. 23rd, 1900, and 49 9 J on August 8th, 1907 
From February to September the temperature remained 
generally above normal, falling to below normal in the 
last quarter of the year. 






TUB Lancet,] MEDICAL DIARY.—EDITORIAL NOTICES.—MANAGER’S NOTICES. 


[April 1,1916 757 


JJtebiral Jiarg fur % ensuing Meek. 

SOCIETIES. 

ROYAL SOCIETY OF MEDICINE, 1. Wimpole-street W. 

MEETINGS OF SECTIONS. 

Friday. April 7th. 

LARYNGOLOGY (Hon. Secretaries—Cecil Graham, Frank Roee):at4 p.m. 
Dr. L. H. Pegler: Case of Laryngeal Tuberculosis. 

Mr. B. D. D. Davis: (1) Report of a Case of Laryngeal Grises, with 
Abductor Paralysis (Sections of tbe Brain, Spinal Cord, and 
Tagus Nerves will be demonstrated); (2) Laryngeal Stenosis 
following a Bayonet Wound treated by Intubation. 

Mr . Herbert Tilley: Cases illustrating Results of Intranasal 
Operation for Chronic Frontal Sinusitis. 

Dr. James Donelan: Case of Paralysis of Left Vocal Cord in a 
Young Woman. 

Dr. Jobson Horne: Two Cases of Suppuration In the Antrum of 
Highmore due to Uncommon Causes. 

And other Cases. 

RONTGBN SOCIETY, Institution of Electrical Engineers, Victoria 
Bmbankment, W.O. 

Tvxsdat.—8.15 P.M., General Meeting. Demonstration :—Mr. P. J. 
Neate:—A Chronograph constructed to Work with the Electro¬ 
scope. Papers:—Mr. B. H. Morphy and Mr. S. R. Mullard: The 
Enclosed Tungsten Arc as a Source of Ultra Violet Light.—Mr. 
B. Schall: Experiments with a Coolidge Tube.—Mr. H. B. 
Donnithorne: A New Modification of the Ionization Method of 
Measuring X Rays. Exhibition of Plates showing Bxperimenta 
with the Coolidge Tube in Radiography, conducted by Members 
of the Staff in the Radiographic Department at the Cancer 
Hospital. 

WB8T LONDON UBDIOO-CHIBUBGICAL SOCIETY, West London 
Hospital, Hammersmith-road, W. 

Friday.— 8 p.m., Special Clinical Evening. 

LECTURES, ADDRESSES, DEMONSTRATIONS, Ac. 

ROYAL COLLEGE OP PHYSICIANS OP LONDON. Pall Mall Bast. 
Tuesday and Thursday—5 p.m., Lumleian Lectures Dr. F. B. 
Batten: Acute Poliomyelitis. (Lectures II. and III.) 

ROYAL COLLEGE OP SURGEONS OF ENGLAND, Lincoln’s Inn 
Fields, W.C. 

Course of Lectures on the Anatomy of the Human Body, for First-aid 
and Ambulance Students (open to all members of ambulance com¬ 
panies and first-aid classes) : — 

Monday, Wednesday, and Friday.— 5.30 p.m., Prof. A. Keith. 
4 p M. to 7 p.m.. Exhibition of Anatomical Preparations and 
Specimens in the Tneatre on lecture days, and bo tween 10 a.m. 
and 5 p.m. in the Hall of the Museum on the following day. 

POST-GRAD UATE COLLEGE, West London Hospital, Hammersmith- 
road, W. 

Momday.— 8 p.m., Medical and Surgical Clinics. X Bays. Mr. Gray: 
Operations. Mr. B. Hannan: Diseases of the Bye. Dr. dimaon: 
Diseases of Women. 

Tuesday.— 2 p.m.. Medical and Surgical Clinics. X Bays. Mr. 
Addison: Operations. Dr. Banks Davis: Diseases of the Throat, 
Rose, and Bur. Dr. Pernet: Diseases of the Skin. 
Wednesday.— 10 a.m.. Dr. Saunders; Diseasesoi Cnildren. Dr. Banks 
Davis t Operations of the Throat, Nose,and Bar. 2 p.m., Medical 
and Surgical Clinics. X Rays. Mr. Pardoe: Operations. Dr. 
8imson ■ Diseases of Women. 

Thursday.—2 p.m., Medical and Surgical Clinics. X Rays. Mr. Gray: 

Operations. Mr. B. Harman : Diseases of the Bye. 

Fhxday.— 10 a.m., Dr. Slmson; Gynecological Operations. 8 p.m., 
Medical and 8orglcal Clinics. X Rays. Mr. Addison: Opera¬ 
tions. Dr. Banks Davis: Diseases of the Throat, Nose, and Bar. 
Dr. Pernet: Diseases of the Skin. 

Saturday. —10 a.m.. Dr. Saunders: Diseases of Children. Dr. Banks 
Davis: Operations of the Throat, Nose, and Bar. Mr. B. Hannan: 
Bye Operations. 2 p.m., Medical and Surgical Clinics. X Bays. 
Mr. Pardoe: Operations 

NORTH-BAST LONDON POST-GRADUATE COLLEGE, Prince of 
Wales's General Hospital, Tottenham, N. 

Monday. -Clinics:—10.30 a.m.. Surgical Out-patients (Mr. B. 
Gillespie). 2.30 p.m.. Medical Out-patients (Dr.T. R. Whipham): 
Gynwc*-logical Out-patieuts (Dr. Banister). 3 P.M., Medical 
In patients (*>r. R. M. Leslie). 

Tuesday.—2.30p.m., Surgical Operations (Mr. Carson). Clinics:— 
Medical Out patients (Dr. A. G. Auid); Surgical Out patients 

J Mr. Howell Evans); Nose, Throat, and Bar Out-patients (Mr. 
j. H. Hay turn). Radiography (Dr. Metcalfe). 3.30 p.m., Medical 
In-patients (Dr. A. J. Whiting). 

Wednmday.—C linica: - 2.30 p.m., Throat Operations (Mr. 0. H. 
Hayton). Cbildien Out-patients (Dr. T. R. Whipham); Eye Out- 

K dents (Mr. R. P. Brooks); Skin Out-patients (Dr. H. W. 
xber). 5.30 p.m., Bye Operations (Mr. R. P. Brooks). 
Thursday.— 2.30 p.m.. Gynaecological Operations (Dr. A. B. Giles). 
Clinica -.—Medical Out-patients (Dr. A. J. Whiting); Surgical 
Out-patients (Mr Carson;; Radiography (Dr. Metcalfe). 3 p.m.. 
Medical In patients (Dr. R. M. Leslie). 

Fbiday.— 2.30 p m.. Surgical Operations (Mr. Howell Evans). 
Clinics:—Medical Out-patients (Dr. A. G. Auid); Surgical Out¬ 
patients (Mr. B. Gillespie); Eye Out-patients (Mr. R.P. Brooks). 

THE THROAT HOSPITAL, Golden square, W. 

Monday.—5.15 p.m.. Special Demonstration of Selected Cases. 
Thursday.—5.15 p.m.. Clinical Lecture. 

Fbr further particulars of the above Lectures, dcc.jee Advertisement Pages. 
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The following magazines, Journals, ate., have been received:— 

American Journal of Surgery, American Journal of Roentgenology, 
Canadian Practitioner and Review, Proceedings of the Royal Society 
of Medicine. Pacific Medical Journal, Interstate Medical Journal, 
Indian Medical Reoord, Calcutta Medical Journal, Royal London 
Ophthalmio Hospital Reports, &c. 


EDITORIAL NOTICES. 

It is most important that communications relating to the 
Editorial business of The Lancet should be addressed 
exclusively “To the Editor,” and not in any case to any 
gentleman who may be supposed to be connected with the 
Editorial staff. It is urgently necessary that attention Bhould 
be given to this notice. _ 

It is especially requested that early intelligence of local 
events having a medical interest, or which it is desirable 
to bring under the notice of the profession, may be sent 
direct to this office. 

Lectures, original articles, and reports should be written on 
one side of the paper only, and when accompanied by 
blocks it is requested that the name of the author, and if 
possible of the article , should be written on the blocks to 
facilitate identification. 

Letters, whether intended for insertion or for private informa¬ 
tion, must be authenticated by the names and addresses 
of their writers—not necessarily for publication. 

We cannot prescribe or recommend practitioners. 

Local papers containing reports or news paragraphs should 
be marked and addressed “ To the Sub-Editor.” 

Letters relating to the publication, sale, and advertising 
departments of The Lancet should be addressed “ To 
tbe Manager.” 

We cannot undertake to return MSS. not need. 


MANAGER’S NOTICES. 

TO SUBSCRIBERS. 

Will Subscribers please note that only those subscriptions 
which are sent direct to the Proprietors of The Lancet at 
their Offices, 423, Strand, London, W.C., are dealt with by 
them? Subscriptions paid to London or to local newsagents 
(with none of whom have the Proprietors any connexion 
whatever) do not reach The Lancet Offices, and con¬ 
sequently inquiries concerning missing copies, Ac., should 
be sent to tbe Agent to whom the subscription is paid, and 
not to The Lancet Offices. 

Subscribers, by sending their subscriptions direct to 
The Lancet Offices, will ensure regularity in the despatch 
oi their Journals and an earlier delivery than the majority of 
Agents are able to effect. 

The Colonial and Foreign Edition (printed on thin 
paper) is published in time to catch the weekly Friday mails 
to all parts of the world. _ 

ALTERATION OF INLAND SUBSCRIPTION RATES. 

Owing to the alteration in the Inland Newspaper Postal 
rate, the postage on each copy of The Lancet will in future 
be Id,, and sometimes 1 id. 

The revised Inland Subscription rates are 

One Year.£13 3 

Six Mouths .0 13 8 

Three Months. ,.07 0 

The rates for the Colonies and Abroad (thin paper edition) 
will be as usual:— 

One Year.£15 0 

Six Months .0 14 0 

Three Months .070 

Subscriptions (which may commence at any time) are 
payable in advance. Cheques and Post Office Orders (crossed 
“ London County and Westminster Bank, Covent Garden 
Branch”) should be made payable to tbe Manager, 
Mr. Charles Good, The Lancet Offices, 423, Strand, 
London, W.C. 
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TO COLONIAL AND FOREIGN SUBSCRIBERS. 

Subscriber s abroad are particularly requested tb note the rates 
of subscriptions given above. 

The Manager will be pleased to forward copies direct from 
the Offices to places abroad at the above rates, whatever be 
the weight of any of the copies so supplied. 


NEWSPAPERS FOR NEUTRAL COUNTRIES. 

Newspapers are not at present being sent forward to 
neutral European countries unless posted direct from the 
office of publishers or newsagents who have obtained \ 
permission from the War Office for this purpose. The 
Publisher of The Lancet has obtained the required I 
permission, and he will forward copies direct from the 
Office to any neutral country on receipt of instructions. I 


ADVERTISEMENT RATES. 

Books and Publications .' 

Official and General Announcements Five lines and 

Trade and Miscellaneous Advertise- " under. 4*. Of/. 

ments and Situations Vacant. 

Every additional line, 6 d. 

Situations Wanted : First 50 words, 2s. 6 d. 

Per additional 8 words, 6d. 

Quarter Page, £110*. Half a Page, £2 lbs. 

Entire Page, £5 5s. 

Special terms for Position Pages. 

Advertisements (to ensure insertion the same week) 
should be delivered at the Office not later than Wednesday, 
accompanied by a remittance. , 


Communications, Letters, &c., have been 
received from— 


A.— Messrs. Allen and Hanburys, 
Lond.; Dr. Donald Armour, Lond.; 
Messrs. Arnold and Sons, Lond.; 
Anglo-American Pharmaceutical 
Co., Croydon; Messrs. Ad lard 
and Son and West and Newman, 
Lond.; Agency of the University 
libraries, Lond. Secretary of; 
Sir Clifford Allbutt, K.C. B., Cam¬ 
bridge; Mr. F. Goltman Allen, 
Stourbridge. 

0. —Board of Education, Lond.; 
Bureau of Public Health Educa¬ 
tion, New York; British School 
of Motoring, Lond., Secretary of ; 
Mi88 L. Brand, Lond.; Captain 
A. B. Burk hard, B.A.M.C.; 
Dr. Shepherd Boyd, Harrogate; 
Mr. Q. Sherman Bigg, Lond.; 
Major G. N. Biggs, R.A.M.C.(T.); 
Messrs. Butter worth and Co.. 
iLond.; British Museum (Natural 
. History), Lond., Director of; 
British Medical Association, 
Metropolitan Counties Branch, 
Hon. Secretaries of; Surgeon 
W. T. Beswick, R.N., Lond.; 
Or. 8. A. Bonnerjee, Calcutta; 
Messrs. T. B. Browne, Lond.; 
Messrs W. H. Bailey and Son, 
Lond.; Mr. J. Blrt, Lond.; Mr. 
•G. H. Barton, Market Rasen; 
Mrs. M. Bland, Ahbeyleix, 
Surgeon-General Sir David Bruce, 
C.B., Lond. 

<3.—Dr. Edgar Chatterton, Lond.; 
Chelsea Hospital for Women, 
Secretary of ; Captain Donald B. 
Core, R.A.M.C (T.); Messrs. 
Cutting and Underwood, Lond.; 
Mr. J. Cullard, Lond.; Lieu¬ 
tenant-Colonel Charles W. Cath- 
•cart, R.A M.C., Edinburgh; 
Mr. H. Godden Cole, Liverpool; 
Children's Country Holidays 
Fund, Lond.; Dr. Edgar F Cyriax, 
Lond.; Mias M. Campbell, Lond.; 
Mr. A. W. S. Curties, Burwash ; 
iDr. Harold F. Cornyn, Surbiton ; 
•Chesterfield Hospital, Secretary 
■of; Dr. C. Clapham, Mayfield; 
Professor V. Zachary Cope, 
Lond.; Dr. J. Collier, Lond.; 
Messrs. J. and A. Churchill, 
Lond.; Mr. R. A. Caldwell, 
Bournemouth. 

D.— Dorset County Council, Dor¬ 
chester, Clerk to the; Captain 
George Davis, R.A.M.C., Seaford; 
Dr. W. Allen Daley, Bootle; 
Dundee Courier, Proprietors of; 
Mr. L. S. Dudgeon, Lond.; 
Messrs. W. Dawson and Sons, 
Lond. 

A—Messrs. Evans, Sons, Lescher, 
and Webb, Lond.; Equitable 
Life Assurance Society, Lond.; 
Mr. P. W. Edwards, Lond.; 
Bast Ham County Borough 
Education Committee, Secre¬ 
tary of. 

Mrs. B. Francis. BexhiU-on- 
Sea; Lieutenant Colonel Norman 
Falchnle, R.A.M.C.; Factories, 
Chief Inspector of, Lond.; Messrs. 

J. Feeney and Co. Birmingham; 
Dr. W. E. Fothergiil, Man¬ 
chester. 

XI.—Messrs. Gale and Co., Lond.; 
Dr. S. Rood house Glo^ne, Lond.; 


Lieutenant-Colonel J. W. Giant, 

I.M.S., I.B.F; Dr. J. F. Gill, 
Grimsby; Guest Hospital and 
Eye Infirmary, Dudley, Secre¬ 
tary of. 

H.—Halifax County Borough Edu¬ 
cation Committee, Secretary of; 
The Home Pharmacy, Calcutta; 
Messrs. Harrild and Sons, Lond.; 
Dr. William Hill, Lond. 

L—Insurance Committee for the 
County of London; Institute of 
Hygiene, Lond. 

J. —Mrs. J. Jones, Bast Meon; 
Jeyes Sanitary Compounds Co., 
Lond.; Mr. fi. Langley Jones, 
Westcliff-on-8ea; Messrs. Robert 
James, Son, and Co., iLond.; 
Professor Robert Jardlne, Glas¬ 
gow. 

K. —Mr. D. W. Kemp, Lond.; 
Dr. J. H. Kerr, Yvetot; Messrs. 
D. J. Keymer and Co., Lond.; 
Dr. J. B. Kuhne, Hastings; 
Dr. H. Kerr, Newcastle-on-Tyne; 
King Edward VII. Hospital, 
Cardiff, Secretary of. 

L. —Dr. P. R. Lentin, Dadar; 
Messrs. H. K. Lewis and Co.; 
Lond.; Messrs. Lee and Martin, 
Birmingham; London Dermatolo¬ 
gical Society, Lond., Secretary of; 
Local Government Board, Lond., 
Secretary of. 

M. — Mr. L. Martindale, Brighton; 
Miss E. L. Mackintosh, Mentone; 
Dr. C. A. Mercler, Parkstone; 
Mr. I. Meller, Lond.; Manchester 
Corporation, Treasurer to the ; 
Mr. J. F. Mackenzie, Edinburgh ; 
Dr. J. C. Me Walter, Dublin; 
Dr. J. N. Mehta, Bombay; 
Maltine Manufacturing Co., 
Lond.; Messrs. Mahie, Todd, and 
Co., Lond.; Military Laboratory, 
Ipswich ; Dr. Irwin Moore, Lond.; 
Messrs. John Menzies and Co., 
Edinburgh. 

N. —The Nurses’ Co-operation, 
Lond.; Major V. Neafield, I M.S.; 
New Zealand Military Hospital, 
Walton-on-Thames. Officer Com¬ 
manding; Newsagent and Book¬ 
sellers' Review, Lond., Editor of; 
Mr. H. B. Newham, Newcastle- 
on-Tyne. 

O. —Dr. James Oliver, Lond.: 
Captain 8. J. Ormond, R.A.M.C., 
Alexandria. 

P. —Mr. R. Denison Pedlev, Lond.; 
Borough of Poplar Dispensary 
for the Prevention of Consump¬ 
tion, Lond.,- Portsmouth Borough 
Mental Hospital, Clerk to the; 
Mr. G. G. Pattison, Edinburgh ; 
Messrs. E. I. Pearson and Co., 
Mitcham; Mr. Lawrence C. 
Panting, Truro. 

R.—Dr. J. D. Rolleston, Lond.; 
Dr. W. Robertson, St. Marks, 
Cape Province; Royal Institu¬ 
tion of Great Britain, Lond.; 
Lieutenant-Colonel E R. Rost, 

I.M.S.; IiOntgen Society, Lond.; 
Royal Society, Lond.; Messrs. J 

B. J. Reid and Co.. Lond.; i 
Royal Devon and Exeter Hos¬ 
pital, Exeter, . Secretary of; 


Royal Albert Edward Infirmary, 
Wigan, Assistant Secretary of; 
Messrs. Rutley, Son, and vine, 
Lond.; Royal Institute of Public 
Health, Lond., Acting Secretary 
of; Dr. Henry Robinson, Lond.; 
Royal Society of Arts, Lond.; 
Royal Academy of Medicine in 
Ireland, Dublin; Royal Samari¬ 
tan Hospital for Women, Glas¬ 
gow, Secretary of. 

8 .— Mr. C. V. Sam well, Edinburgh; 
Society of Apothecaries of Lon¬ 
don, Secretary of; Professor 

G. Elliot Smith, Manchester; 
Dr. J. P. Steele, Florence; 
Lieutenant F. Rupert Snell, 
Weymouth; Messrs. Montague 
Stern and Co.. Lond.; Colonel 

F. M. Sand with, R.A.M.C.; 
Dr. Halliday Sutherland. Deal; 
Captain C. E. Sundell, R.A.M.C., 
France; Mr. W. B. Saw, Lond.; 
Dr. J. S. B. Stopford Manches¬ 
ter; Standish - with - Langtree, 
Medical Officer of Health of; 
Dr. I, B. Smock, Canton, Ohio; 
Surgeon L. B. 8tringer, R.N., 
Oran well; Surrey Advertiser, 
Guildford, Manager of; Messrs. 

G. Street and Co., Lond.; 
Dr. Charles Manning Swingle, 
Cleveland. 

T.—Rev. M. M. Todd, York; Dr. 


Kenneth Taylor, Ris Orangia; 
Mr. O. Thomerson, Lond.; Mr. 
B. J. Thompson, Measham. 

U. —University of London Press, 
Lond., Manager of; University 
of Durham Faculty of Medicine; 
University of London Military 
Education Committee, Secretary 
to the. 

V. —Mr. O. H. Vevers, Norton. 


W.—Mr. R. L. Wason, Clevedon ; 
Women’s Imperial Health Asso¬ 
ciation, Loi 
Mr. G. Blake 
Mr. B. S. 

Wenhlil Co 

J. Wright 
Dr. H. J. B. 

field; Mr. M. Werner, Lond.; 
Messrs. Watson and Sons, Lond.; 
Wounded Allies Relief Commit¬ 
tee, Lond., Assistant Secretary 
of; Mr. W. J. Winters, Leaming¬ 
ton Spa; Westmorland Sanato¬ 
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THE USE OF STOCK VACCINE IN INFECTION 
BY THE BACILLUS TYPHOSUS. 

WITH AN ANALYSIS OF 230 CASES. 

By T. H. WHITTINGTON, M.D. Lond., 

CAPTAIN, R.A.M.C. (T.C.) 

The 230 cases under consideration were in hospital 
daring the winter 1914-15. Half the cases were in my 
medical charge, the remainder being in the wards of 
Major D. P. Johnstone, Captain J. A. Torrens, Captain 
O. D. H. Wallace, and other medical officers. Careful 
notes were taken and a summary of each case was 
made at its termination by the particular medical 
officer, and I am much indebted to them. 

Methods Adopted in the Investigation. 

The notes of the cases were made on the same 
plan, which was carried out with various modifi¬ 
cations by the other officers. At the end of the 
winter, with the cases fresh in mind, an analysis 
was made of my series. About 500 cases of the 
enteric group have now passed through my wards, 
and after this additional clinical experience an 
attempt has been made to judge the effects of 
vaccine and to reconsider all the typhoid cases 
which have had this treatment. 

To be certain of the effects of vaccine in any 
particular case is a difficult matter, as mere 
impressions in isolated cases often prove false. 
Vaccine given to a patient in the hope that it will 
do good is liable to get the credit of his excellent 
recovery, when there is no actual proof that he 
would not have done equally well without it. How, 
then, is one to judge the effects? It is obvious 
that even if a scientifically accurate method were 
available carefully selected controls are necessary, 
and that impressions have to be checked by a com¬ 
parison between the vaccinated cases and the 
unvaccinated controls, and that groups of the same 
kind of case should be compared with other control 
groups. 

Altogether 176 cases have had vaccine treatment. 
The cases now considered number 230; half of 
these were on vaccine treatment and the other 115 
are the selected controls. To make a just com¬ 
parison between the two sets of cases has been the 
object of this investigation. The analysis of the 
cases incidentally shows what were the usual 
course and complications of the disease among the 
soldiers in this hospital during the winter 1914-15. 

The selection of the cases .—In order that cases of 
typhoid may be rightly compared they must con¬ 
form to certain standards. It was by a rigid con¬ 
formity to these standards that the cases were 
reduced in number to 230. First, it must be certain 
that all the cases are true typhoid and not merely 
due to one or other of the three organisms of the 
enteric group. For this reason neither the expres¬ 
sion “typhoid fever” nor “enteric fever” was 
used in the title of this paper, as both these 
terms are often applied clinically to any case of 
the enteric group. Paratyphoid is, in the great 
majority of cases, a much milder disease than 
typhoid, the average prognosis being better in 
every wa y and the death-rate much lower. 1 In the 

1 Torrens and Whittington: The Clinical Aspects of Paratyphoid 
Fever, Brit. Med. Jour., Nov. 13th, 1915, and Journal of the B.A.M.C., 
October, 1916. 

No. 4832. 


early days of this hospital there had not been time 
or material to put the laboratory into proper work¬ 
ing order. Many cases, therefore, were considered 
“typhoid fever” on clinical grounds or after the 
isolation from them of a Gram-negative motile 
bacillus which did not. ferment lactose. Several 
such cases were treated with vaccine, and, making 
a good and rapid recovery, were considered at the 
time good results for this treatment. Further 
investigation of the organisms from some of these 
patients proved that the disease had been para¬ 
typhoid, and, as one came to recognise the usual 
course of this disease it was seen that these 
so-called good results were fallacies (see Case 0). 

It is with this memory of some of our earlier 
mistakes that I place the bacteriological proof of 
the cases as the first essential. The hospital has 
been most fortunate in having several bacterio¬ 
logists thoroughly acquainted with the bacilli of 
the enteric group. It is especially due to the work 
of Captain J. L. Wood, R.A.M.C., and of Captain 
W. H. Tytler, C.A.M.C., that the cultures of the 
organisms obtained from the cases are now in the 
laboratory, each indexed with a full account of 
their reactions and of the stringent standards to 
which they had to conform before being finally 
named. An analysis would have been useless 
without this sure foundation of the accurate 
bacteriological diagnosis of the cases. Of the 230 
cases, 205 had the bacillus typhosus isolated from 
them. Of these, 177 were isolated from the blood 
stream, 20 from the stools, and 8 from the urine. 
In 43 of the fatal cases a post-mortem examination 
was made, and in 26 of the cases B. typhosus was 
isolated from the gall-bladder, and in 8 from the 
spleen. The remaining 25 cases, from which the 
organism was not isolated, were identified by the 
fact that their serum agglutinated B. typhosus 
before vaccine was given, and as all were uninocu¬ 
lated this seems sufficient. Ail cases in which the 
laboratory evidence was incomplete or equivocal or 
suggested a double infection have been excluded. 
Cases sent in as bacteriological ly diagnosed “enteric” 
or “typhoid” are not necessarily included, as often 
all that was meant was that one of the organisms 
of the enteric series had been isolated. 

The state of inoculation complicates the question 
of typhoid among soldiers. One cannot properly 
compare the effect of vaccine in unprotected cases 
with that in cases which already have had some 
variable amount of protection given them by the 
use of the same vaccine. Also serious cases are 
rare among inoculated men, and thus only a few 
inoculated cases have been treated by vaccine at 
this hospital. For these reasons I have paid 
special attention to the uninoculated cases. Of 
the series, 200 are of this kind—100 treated with 
vaccine and 100 unvaccinated controls. A few cases 
have been included in which the protective inocula¬ 
tion was given during the apparent onset of the 
disease (Case 164). 

The varying severity of the disease in individuals 
and the fact that some cases come under treatment 
late and others early in the course of their fever 
make comparisons difficult. In analysing the cases 
I have divided them into classes according to their 
apparent severity at the time of admission and into 
groups according to the prognosis. Similar classes 
and groups of cases can then be compared according 
as they have or have not been on vaccine treatment. 
It is well known that typhoid varies not only in 
its incidence but also in its severity according to 
the year and season of the year, the climate and 
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locality, and the age and sex, and that the incidence 
of the complications is much affected by these 
factors. To judge the results of a method of 
treatment of any infectious disease, but especially 
of typhoid, the above conditions should be constant. 
The cases now considered occurred between 
November and May, the great majority during the 
months of December to March inclusive. They 
came from the comparatively small area occupied 
at the time by the troops of the Expeditionary 
Force. Finally, the patients all being soldiers, age 
and previous health were fairly constant. In this 
connexion it should be remembered that lack of 
care early in the disease increases the severity and 
mortality rate. 

To sum up, in judging the effect of vaccine in 
typhoid cases I have tried to be certain of the 
following essentials (without which results will be 
fallacious): 1. Proof of infection by B. typhosus in 
all the cases, including the controls. 2. Accurate 
selection of these control cases—that is, (a) as far 
as possible the classes of cases and groups of cases 
compared are of the same degree of severity; 
(b) there is the same state (or lack) of inoculation 
ill the cases compared; (c) all the cases occurred 
in the same season of the year and in the same 
climate and locality; (d) all were of the same sex 
and of about the same age and previous health; 
and (e) other modes of treatment (nursing, dieting, 
Ac*) were similar. 

Clinical grouping of the cases .—The classes 
referred to, into which the 230 cases were divided, 
varied according to the apparent condition of the 
patient on admission or after a day or two of observa¬ 
tion, each class of vaccinated cases having a control 
class of the same size. It should be noted that the 
final result of the case was not taken into account, 
but the state of the case before treatment was 
started. I will briefly explain the method of this 
classification. A flushed, drowsy patient obviously 
ill is said to be looking “ toxic ” (Gases 8, 112,j 
162, Ac.), and this expression is used by all the 
medical officers in describing their cases. For 
instance, a patient who has a typical typhoid aspect 
with a sallow, muddy complexion and malax flush, 
who is lying inert on his back, mentally fuddled or 
delirious and looking obviously poisoned, is described 
as “ very toxic,” whereas an alert mentally clear 
man merely looking slightly febrile is described as 
“ quite non-toxic.” The severity of the case 
usually, but by no means always, varies directly 
with the degree of toxaemia thus evident. In 
j judging the severity the following points were 
especially' considered: (a) The rate and type of 
the pulse; (6) the amount of pulmonary involve¬ 
ment ; (c) the temperature; (d) the amount of dis¬ 
tension ; and (e) the day of the disease. The day of 
disease is counted from the day which appeared by 
the previous history to be the first day of illness. 
On these lines the 230 cases were divided into— 
Class 1 ... 32 cases, very severe and very toxic. 

„ 2 ... 86 „ severe and toxic. 

„ 3 ... 56 „ of moderate severity. 

, r 4 ... 44 „ moderately severe, but quite non-toxic. 

„ 5 ... 12 „ mild. 

The vaccine and dosage .—The vaccine used (with 
4 exceptions) was the stock army vaccine, made up 
for treatment purposes in the dilution of 250 millions 
to the c.c. , The other 4 cases had a sensitised 
vaccine. The initial dose, the interval between the 
doses, and the rate of increase of the dose were all 
the subject, of careful trial. In many of the 
earlier cases I had the great benefit of Sir William 
Leishman’s advice and guidance. A small initial 


dose of 80-100 millions was tried in certain cases, 
but this did not seem sufficiently strong. There 
were some patients who had received their first 
inoculation during or immediately before the 
apparent onset of the disease (Case 164), and who 
were therefore considered to have had a big dose 
of vaccine (500 or 1000 millions) early in their 
attack. Some of these patients did unusually well, 
and therefore a similar big initial dose was tried in 
other cases (Case 162). Also these and other cases 
seemed to support the view that the sooner the 
vaccine was given the better was its chance of 
doing good, but later there were some cases of this 
variety which did badly. At one time we had the 
impression that it was very important to inject 
vaccine early, but perhaps this was due to the 
obvious fact that the sooner any case comes under 
ordinary treatment (bed, nursing, and dieting) the 
better chance has that patient of doing well. 
Eventually a first dose of 200-250 millions was 
usually given as a routine, and subsequent doses 
were usually injected at intervals of 2-3 days, 
rising by about 100-200 millions each time to 
500 or 600 millions. The time of day for injection 
was varied. In nearly all cases I gave my 
patients their injections between 5 and 7.30 p.m. 
—i.e., when the temperature was usually rising. 
The other medical offioers gave the injec¬ 
tions during the morning when the tempera¬ 
ture was down or falling. It was thought that as 
there is frequently a decided difference in the 
temperature and state of the patient as observed 
in the morning and in the evening, the time of day 
might be important, but the result did not support 
this view. It seemed both impossible and unwise 
to keep to any strict rule, and the system of dosage 
varied much with the individual case. If there was 
much local reaction or if there appeared to be a 
marked general reaction there was no increase of 
dose, or the increase was more gradual. Also if 
there was no local reaction and apparently no 
general reaction a bigger dose was often given the 
next day. 

To be certain that a general reaction to the 
vaccine has occurred at any particular time in the 
course of a case is most difficult. All the medical 
officers here, after observing a large number of 
cases, eventually came to the conclusion that the 
temperature chart was a fallacious guide to the 
effect of any particular dose. In this matter I am 
unable to follow those who have described cases of 
typhoid in which rises and falls in the temperature 
were stated with assurance to have been due to the 
vaccine. Many of the control cases would have 
been considered good results for vaccine had they 
received it (Case 23). 

Ttesults in the Whole Series. 

The total mortality in the 230 cases (115 
vaccinated, 115 selected controls) was 52 (22*6 per 
cent.), this being made up by 29 deaths in the 
vaccinated cases (25 per cent.) and 23 deaths in the 
unvaccinated (20 per cent.). 

The average length of the primary period of 
pyrexia (neglecting fatal cases) was 27‘5 days. 
The average date on which the temperature settled 
was the twenty-ninth day in the vaccinated cases 
and the twenty-sixth day in the controls. 

The total number of cases having a relapse was 
22 (9*5 per cent.), and of these 12 occurred among 
the vaccinated and 10 among the unvaccinated. 
In this investigation a relapse was taken to mean 
a rise of temperature lasting several days during, 
which there was some recurrence of the previous. 
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typhoid symptoms and signs. Rises of tempera¬ 
ture due only to a complication or sequela are 
not included. 

The total number of patients with complications 
or sequelce of some kind or another was 111, and 
of these 58 were among those who had vaccine and 
53 among the unvaccinated. The more impor¬ 
tant of these complications were distributed as 
follows:— 

Total 230 cases. Vaccinated. Controls. 

Haemorrhage . 30 (13%) ... 17 (14-7%) ... 13 (11*2%). 

Perforation . 7(3%) ... 5 ( 4-3%) ... 2 ( 1-7 %). 

Thrombosis and 

phlebitis . 7(3%)... 4(34%)... 3(2*6%). 

Severe post-typhoid 

debility or pro- 
.' longed conva- 

[ lescence . 33 (14%) ... 19 (15*7%) ... 14 ( 12%). 

“ Haemorrhage ” does not include the fairly 
numerous cases in which only streaks of blood or 
minute quantities were present in the stools. 
Haemorrhage from the bowel was the cause of 
death or the deciding factor in 6 of the fatal 
vaccinated cases and in 5 of the controls. It was 
noted that in some of the cases the haemorrhage 
started just after a dpse of vaccine or recurred 
after a dose (see Cases 162 and 164). Such 
cases may have been coincidences, like many 
other things, good and bad, which occur during 
vaccine treatment. There is, however, the possi¬ 
bility that after a dose of vaccine greater inflamma¬ 
tory reaction may occur in the ulcerated Peyer’s 
patches, and the increase in the local blood 
pressure* then occurring at these spots may be 
the decisive cause of the bleeding. 

Pulmonary involvement and meteorism are not 
in the above list as, except in the mildest cases, 
there is always more or less chest trouble and 
more or less abdominal distension and it has 
seemed difficult to say at what stage conditions 
so frequently present become complications and 


are no longer to be considered part of the 
usual course of the disease. It seems certain, 
however, that vaccine has no power to prevent or 
to produce them, or to diminish them when 
present except in so far as it may affect the 
general health of the patient. The presence or 
absence of these conditions was always carefully 
noted in attempting to judge the effect of vaccine, 
and the vaccine rarely seemed to have any good 
effect in cases with much bronchitis or broncho¬ 
pneumonia. 

Note.— It must be remembered that (a) this high death- 
rate is the rate for a particular set of picked cases ; (/>) that 
200 of the cases were uninoculated, that they occurred 
during the winter months, and many of them under adverse 
conditions unavoidable at that time (slow evacuation to 
fever hospitals, Ac.); and (c) that 177 of them had B. typhosus 
isolated from the blood stream, and were therefore very 
definitely infected. 

The death-rate for the hospital of the true typhoid cases 
was 12*4 per cent., being made up of a rate of 16*5 per 
cent, in the uninoculated and 8*1 per cent, in the inoculated 
up to November, 1915. 

Results in the Uninoculated Cases. 

In the 200 uninoculated cases (100 on vaccine and 
100 controls) the following are the results :— 

The 200 cases. V “rie" C ’ Controls 

Mortality. 47 ... 25%‘ .... 22% 

Average length of pyrexia in 
days. 27*5 ... 29*4 ... 26 

Cases with relapses . 19 ... 10% ... 9% 

Cases with complications or 
sequelce.101 ... 51 ... 50 

These results require a close analysis to show 
how the various types of case were affected. Tho 
classes will now be dealt with separately. (For 
Summary see Table I.) 

Class 1. Very severe and toxic. —28 cases (14 with 
vaccine and 14 without). 

(a) Among the vaccinated cases there were 9 deaths (64*2 per 
cent.) and 5 recoveries. Of the fatal cases, 5 died of toxemia 
and cardiac failure with basal congestion and broncho¬ 
pneumonia in varying degrees 7, 3, 11, 5, and 7 days afte^ 


Table I. —200 Uninoculated Cases : Statistics of the Five Classes , with and without 

Vaccine , and of the total 200. 


With ( + ) or without (0) vaccine. 

Total number in class . 

Mortality . 

Length (days) of primary fever. 

Total number of cases having one or more complica¬ 
tions of any kind, or sequelae. 

Relapses ... 

Haemorrhage (1) . 

Perforation . 

Thrombosis . .. 

Phlebitis ... ... . 

Slight rises of temperature in convalescence (2). 

Tachycardia in convalescence . 

Pleurisy . 

Otorrhoca . , . 

Marked wasting with bedsores. 

Parotitis . 

Laryngitis (3) . 

Other complications or sequelae. 

Prolonged convalescence from severe debility and 
other causes not mentioned . 
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(1) Was the cause of or was associated with death in 6 vaccinated cases and 5 unvaccinated. (2) By this is meaait 

evanescent rises of temperature which are not relapses and which are not associated with a complication or sequela. 

(3) Onlv cases in which there were destructive changes in the larynx are included (sore-throat, A r c., not necesKarjly 
included), a. One death in a case admitted in a dying condition, h. The supposed cause of a pulmonary infarct (fa.talk 
With abscess formation, d. Two with abscess and two without, e. Ulceration followed by cicatrisation requiring 
tracheotomy, f. Temporary insanity, g. Tonsillitis, h. Includes 1 case of biliary colic and jaundice, i. Includes ! case' 
of Bepticfeinia and endocarditis (fatal) and 1 case of glomerular nephritis (fatal). 
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admission respectively. These cases in this order had 2, 1, 
2, 3, and 2 injections of vaccine, and I doubt if it had any 
influence on them at all. Of the other 4 fatal cases, 1 got 
steadily worse and died of perforation 11 days after admis¬ 
sion, and vaccine possibly did harm in this case. Perforation 
occurred the day after the second dose. Another case became 
steadily worse, having two severe haemorrhages after the 
injection, and died 13 days after admission, and here also 
vaccine possibly 

did harm as the Chart 1 (Case 112). 

case was admitted 
early in its course 
and the bleeding 
occurred on the 
tenth and eleventh 
days. (See Case 
162.) Another case 
died of haemor¬ 
rhage 36 hours 
after admission, 
having arrived in 
a collapsed condi¬ 
tion as a result 
of severe bleeding 
during the 
journey. A small 
dose of vaccine 
(100 millions) was 
given after he had 
revived, and the 
haemorrhage recurred. I do not think vaccine did him 
harm as no form of treatment could have saved him. In the 
remaining fatal case the temperature came down steadily 
after four doses of vaccine, but at the same time the pulse- 
rate and the delirium were bad, the patient was in a very 
asthenic condition, and he died 15 days after admission of a 
rapidly spreading pneumonia. 

Of the 5 survivors, in one vaccine certainly appeared to do 

Chart 3 (Case 111). 



The effect of vaccine in this class may be summed 
up thus : In 1 case it certainly appeared to do good, 
and it may have done good in another. In 1 case 
it did not have a fair chance. In 1 case it appeared 
to do harm, and it possibly did harm in 2 others. 
In 4 it certainly did no good, and in the remaining 
„ 5 it cannot 

Chart 2 (Case 162). justly be said 

to have had an 
effect one way 
or the other. 
I do not think 
that a conclu¬ 
sion for or 
against should 
be drawn from 
a comparison 
of the mor¬ 
tality rates as 
the total num¬ 
ber of cases 
was small, and 
in 2 of the 
of death 



non-vaccinated 
most unusual. 


cases the cause 


Charts. 



good. This case is shown, and is one of those in which the 
temperature is no guide to the effect of vaccine (Case 112). 
In another the patient did not look as if he were going to 
pull through during his second week, but he began to get 
better after the third dose, and finally reached a normal 
temperature on the twenty-fourth day, which was rather 
soon considering the severity of the case. I think vaccine 
may have benefited him. The other 3 cases all ran 
a severe and long course, and all got rather worse 
after the first two or three doses of vaccine, and 
except for the fact that they did survive there is no 
reason to suppose that vaccine had a good effect, and 
one had a very tedious convalescence. One of these 
cases is shown together with a similar control case. 

(Case 111 and Case 8 .) The average length of the 
primary fever in the 5 surviving cases was 31 days. 

(h) Among the unvaccinated cattes there were 10 
deaths (71-4 per cent.) and 4 recoveries. Of the fatal 
cases 6 died of toxaemia and cardiac failure with 
broncho-pneumonia 8 , 6 , 2, 6 , 16, and 13 days after 
admission, living on the average three days longer 
than the 5 similar vaccine cases. The 4 other deaths 
were due respectively to (a) haemorrhage, Q3) acute 
glomerular nephritis, ( 7 ) acute gangrenous decu¬ 
bitus and septicaemia coming on 21 days after 
admission, and lastly (5) toxiemia associated with 
facial erysipelas. 

The 4 surviving unvaccinated cases were all 
critically ill during their course. In the end 2 did 
very well and had an uninterrupted convalescence, and 
1 of these (Case 8 ) is shown with a similar case on 
vaccine treatment (Case 111). The average length of the 
primary fever in the 4 surviving cases was 36 days. 



had two severe haemorrhages in association with the 
1 injections. 

Case 111 (Chart 3).—On admission seventh day : Pinched 
1 and flushed and looks ill, drowsy and cannot remember, 
l Pulse regular but soft and dicrotic; tongue has dry brown 


was 


Note .—All the cases shown are uninoculated patients unless 
otherwise stated. The average rates of pulse and respiration 
for the whole day are marked. The printed figures denote 
the dose of vaccine given in millions of bacilli. 

Case 112 (Chart 1.)—On admission eleventh 
day: Sallow complexion with malar flush, 
toxic; dry furrea tongue; regular pulse; 
abdomen distended and tender; feeble heart 
sounds ; lungs normal. Fourteenth day : Rapid 
feeble pulse; bad sallow 7 toxic look and mutter¬ 
ing delirium. Twentieth day : Fall of tempera¬ 
ture with profuse sweating; pulse now good: 
patient unaistressed and sensible. Steadily 
improved from this day onwards. 

Summary.—A very toxic severe case soon 
after admission (Class 1). Noticeable for quick 
improvement in mental symptoms and cardiac 
weakness. Apparently a good result for vaccine. 
Note entire absence of pulmonary involvement. 
Blood culture grew 7 B. typhosus. 

Case 162 (Chart 2).—On admission sixth day : 
Flushed, lethargic, inert; typical appearance 
of acute toxic type with tendency to pseudo- 
pneumonic variety; small regular pulse; dis¬ 
tended soft abdomen ; diffuse coarse bronchitis. 
Blood culture grew B. typhosus. Ninth day: Voice lost; 
distension marked ; bronchitis marked ; general condition 
the same. Fifteenth day : Rapid poor pulse, mouth very 
dry, very toxic. 

Summary .—A typical very severe toxic case (Class 1). 
Vaccine possibly did harm’ as patient got steadily more 
toxic. Pulmonary involvement became worse and he 

Chart 4 (Case 8). 
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far; abdomen fall and moves badly; slight bronchitis. 
Blood culture grows B. typhosus. Thirteenth day: Toxic 
and drowsy ; tongue still dry ; pulse poor; more distended. 
Twenty-third day: Very drowsy; poor pulse, cardiac weak¬ 
ness the chief danger; more bronchitis. Twenty-ninth day: 
Poor pulse; slight bat steady general improvement. Slow 
convalescence owing to dilated heart with rapid pulse. 

Summary. —Typical severe toxic and prolonged case 
(Class 1). Did not look like pulling through at one time. 
Vaccine not thought to have had any definite effect. Note 
rise in temperature and pulse-rate after second dose. Com- 

* pare with Case 8 . 

I^Case 8 (Chart4).—On admission thirteenth day: Flushed, 
talks incoherently; pulse soft and thready; tongue dry and 
tremulous ; abdomen distended and tender ; much bronchitis. 
Blood culture grows B. typhosus. Eighteenth day: Better; 
~ bronchitis seems the chief danger. Twenty-sixth day: More 
t toxic in appearance ; stools frequent and undigested ; pulse 
:: is steady and of better volume. Thirty-third day: No dis- 

j. tension; pulse fair; does not look toxic. Slow steady 

improvement from now onwards. 

Summary.—Very severe toxic and prolonged case (Class 1), 
which has done very well in the end without vaccine. 
a Compare with Case 111. 

Case 0 (Chart A).—On admission eighth day: Looks ill 
and seems slightly delirious. Pulse of low tension but not 

* dicrotic: abdomen distended and slightly tender; little or 

no bronchitis; spleen felt 
and large crop of large spots. 
Sent into hospital with 
culture from blood stated 
to be B. typhosus. Tenth 
day: Delirious; dry brown 
toxic tongue. Twelfth day: 
Improving; not delirious. 
Sixteenth day: Markedly 
improved all round; abdo¬ 
men flaccid. 

Summary. —“A severe 
typical toxic case. Con¬ 
sidered a good result for 
vaccine treatment, w^hich 
markedly affected for the 
better both temperature and 

? ;eneral condition.” (Quoted 
rom notes made at time 
of patient’s discharge from 
hospital.) The culture ob¬ 
tained from blood was subsequently further examined and 
gave quite definitely all the cultural reactions of the B. para- 
typhosus A, and also fulfilled the agglutination and absorp¬ 
tion tests. It is rather a characteristic of paratyphoid cases 
to take a sudden turn for the better a few days after admis¬ 
sion. The supposed “ good result,” therefore, was a fallacy. 

Class 2. Severe and toxic. — 74 cases (37 treated 
with vaccine and 37 without). 

(a) Among the vaccinated cases there were 13 deaths (35 per 
cent.) and 24 recoveries. In 6 of the fatal cases one is not 
justified in saying that vaccine affected the result. The 
causes of death in these 6 cases were as follows: Toxaemia 
and broncho pneumonia in 3cases; cellulitis and terminal 
septicaemia in 1 case; intestinal obstruction by adhesions 
resulting from a shut-off and healed perforation in 1 case; 
and lastly, toxaemia, with, in addition, ulceration of the vocal 
cords and epiglottis, in 1 case. 

In 2 of the fatal cases vaccine certainly appeared to have a 
bad effect. In one of these (Case 159) the patient became 
worse in every way after four injections, and died on the 
✓ seventeenth day after admission. In the other of these 
vaccine was given on the thirtieth day to see if it would 
stimulate the patient to finish off a long course, and this 
single dose was followed by fatal haemorrhage (Case 164). 

In the 5 remaining fatal cases there is a strong suspicion 
that the vaccine was harmful. In one the vaccine was given 
a good chance, as he had seven injections, but he slowly and 
steadily became worse, and finally perforated 22 days after 
admission. The second, who had five injections, died of 
toxaemia and pulmonary congestion 14 days after admission. 
The third died in three days of haemorrhage commencing 
36 hours after an injection of 250 millions. In the fourth 
case death occurred from toxaemia and broncho pneumonia, 
but he had some haemorrhage following on two doses of 
vaccine. The fifth of these cases died also of toxaemia and 
lung involvement, but he had become more delirious and 
altogether worse after two injections. 

Of the 24 recoveries, 2 certainly appeared to have been 
benefited by the vaccine—that is to say, not only did they 
do well and quickly, but much more *so than might have 
been expected considering their severe condition on 
admission (Case 117). 

Another case appeared to have done unusually well, but 
bad a severe relapse, and therefore cannot be considered a 


good result for vaccine. In 1, vaccine was only given in a 
relapse, and, as this was quite short, it may have done good 
in this way. 

In four other cases it may possibly have been beneficial, as 
they all did fairly well and made a good convalescence. 
Eight of the cases ran a severe and rather long course, but 
this was no more than might have been expected and one 
cannot say that vaccine affected them one way or the 
other (Case 114 and Case 177). In 1 case the vaccine was 
stopped after two injections as the patient was doing badly 
owing to severe involvement of the lungs. 

In 6 of the cases vaccine appeared to do harm, as 
although it was thoroughly tried, all these cases had long 
courses (two of over 80 days) which were associated with 
great weakness, wasting, and other complications. The 
average day of the disease on which the temperature first 
settled was the thirty-sixth, whereas in the controls it was 
the twenty-seventh day. 

(b) In the non-vaccinatcd cases there were 10 deaths (27 per 
cent.) and 27 recoveries. Six of the fatal cases died of 
toxtemia and broncho pneumonia, with a course similar to 
that of the vaccinated cases of this type. One of the 6 had a 
severe and one a slight haemorrhage. Two cases died of 
perforation. In one of these the perforation did not occur 
till about the seventh week of the disease, and the other one 
had a haemorrhage preceding the perforation. One case 
which had suppurating parotitis died of a confluent broncho¬ 
pneumonia. The remaining fatal case had thrombosis of 
the left femoral and external iliac vein and finally died as the 
result of pulmonary infarct and pleurisy. 

Of the 27 recoveries, 10 ran the usual course of such cases, 
nearly all of these making a good convalescence. Two cases 
did remarkably well considering their apparent severity on 
admission. These cases are shown, as had they been given 
vaccine they would have appeared good results for this 
treatment (Cases 32 and 23). Two cases ran a course worse 
than the average, one being very prolonged and complicated 
by haemorrhage, parotitis, and pyelitis, and the other was 
prolonged for six weeks but without complications. Of the 
remainder, 6 patients did rather better than usual and had 
no complications or sequelae, whereas 8 others did rather 
worse than usual and all had one or more complications. 

Summary of this class .—I wish to draw particular 
attention to this class as a test of vaccine, because, 
whereas in Class 1 the prognosis is bad, and in 
Classes 3, 4, and 5 fair to very good, it is in Class 2 
that the prognosis is doubtful. It was hoped that 
in this class vaccine treatment might be found to 
turn the balance. It will be seen from the above 
analysis that this is not so. The mortality-rate is 
not lowered, neither is the incidence of relapses or 
complications lessened by this stock vaccine. Also 
the average cases which did well with vaccine ran 
a course very much the same as the average case 
which did well without it, and the cases which did 
exceptionally well in either group are balanced by 
such cases in the other. Finally, the average 
length of the primary period of pyrexia in the 
vaccine treated cases was longer by nine days than 
in those cases which had received no vaccine. 



Case 159 (Chart 5).— On admission tenth day : Looks 
toxic, but is quite sensible. Pulse soft and dicrotic ; abdomen 
slightly distended and generally tender; bronchitis both 
bases. Blood culture = B. typhosus. Thirteenth day : 
Delirious; bases congested ana broncho-pneumonia of in¬ 
fluenzal type. Fifteenth day: Rigor followed vaccine. 
General condition is not so good, he is more delirious, and 


Chart A (Case 0). 
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abdomen is more distended. Twentieth day : Vaccine given 
at 7 p.m. last night. At 3 a.m. this morning much worse, 
temperature rose to 105° F., and pulse to 150. Is now very 
toxic with widely dilated pupils. Patient continued very 
toxic and finally died of exhaustion. 

Summary .—A severe case (Class 2) which got decidedly 
more toxic while on vaccine. Vaccine certainly appeared to 
do harm, as patient was worse after each individual dose. 


look toxic and is at his ease. Widal reaction = positive to 
B. typhosus. Patient went straight ahead to make an 
uninterrupted recovery. 

Summary— Appeared a typical severe and very toxic case 
(Class 2). Made a remarkably good and rapid recovery. If 
vaccine had been given would undoubtedly have been 
thought a good result for this treatment, and the case, there¬ 
fore, should be compared with No. 117 (Chart 6). 


Chart 6 (Case 117). Chart 7 (Case 114). 




Case 117 (Chart 6).— On admission tenth day: Looks rather 
toxic, but mental condition is clear. Pulse is soft but not 
dicrotic; abdomen distended and slightly tender; heart 
sounds good; much big tube bronchitis. Thirteenth day : 
Toxic and delirious and trying to get out of bed. Blood 
culture = B. typhosus. Fifteenth day : Decidedly better; 
tongue moistening ; profuse crop of spots all 
over body. Continued to make rapid progress. 

Summary. —A rather severe and decidedly 
toxic case (Class 2) which has done remark¬ 
ably well and rapidly and is apparently a good 
result for vaccine, but the absence of severe 
pulmonary involvement and the comparatively 
Blow pulse throughout suggested a fairly good 
prognosis. 

Case 114 (Chart 7).—On admission thirteenth 
day: Mentally clear when roused. Small 
regular pulse; “ beefy ” tongue; abdomen not 
distended ; spots are very numerous; no 
bronchitis. Blood culture = B. typhosus. 

Eighteenth day : Rapid, poor, irregular pulse; 
looks toxic. Twenty-first day: Pulse better; 

Bhows all-round improvement (? post or 
propter vaccine). Twenty-fifth day : General 
improvement continues, but temperature 
chart not affected. Thirtieth day : Continues 
doing well; quite undistressed; abdomen 
hollowed; temperature as before. Thirty-eighth day : Doing 
well, but looks pinched and is very wasted. 

Suminary.—A. typical severe case (Class 2), marked by 
myocardial weakness. Final result good. There does not 
appear to be much evidence, however, that vaccine did any 
good. Case was prolonged and temperature was irregular 


Chart 9 (Case 177). 
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independently of the vaccine. An example of several similar 
cases. 


Case 177 (Chart 9).—On admission fourteenth day: 
Flushed, toxic, and delirious, picking at bedclothes, and 
very talkative. Pulse is full and bounding, but dicrotic; 
tongue dry, brown fur; abdomen distended; coarse 
bronchitis. Blood culture negative; agglutination positive 
to B. typhosus. Eighteenth day: Flushed, still a little 
delirious; temperature fell, but general con¬ 
dition was not altered. Twenty-fourth day: 
Quieter the last few days and is now definitely 
improving. Thirtieth day: Slow improve¬ 
ment; mental condition' poor, and he is 
frequently incontinent. Vaccine seems to 
have no effect; despite big dose there is no 
local or general reaction. Thirty-second day: 
Slow general improvement from now onwards, 
but mental condition did not recover for 
another ten days. 

Summary .—A severe toxic case (Class 2) 
with mental weakness, pyrexia prolonged to 
end of fifth week. Ultimate result good. 
Had seven injections of vaccine which 
certainly did not shorten case, and it is 
doubtful whether vaccine had effect. Case 
is shown as an example of many similar 
capes which eventually did well but in 
which vaccine appeared to have no definite 
effect. 

Case 23 (Chart 10).— On admission eighteenth dav: 
Flushed, looks toxic, laboured breathing; pulse of big 
volume but soft; abdomen not distended; no moist sounds, 
although slightly cyanosed and breathing deeply. Twenty- 
first day: Much better all round, and has lost his toxic 
look. Went ahead rapidly after this. Blood culture before 
admission reported as 
B. typhosus. Blood culture 
was negative here, but 
agglutination reactions 
strong with B. typhosus. 

Summary .— Typical toxic 
and apparently severe case 
(Class 2) on admission, which 
rapidly improved in an un¬ 
expected manner without 
vaccine and which made a 
rapid convalescence. Case 
is shown as an example of 
several which, if they had 
received vaccine, might have 
been thought good results. 

C l a 8 8 c 8 3 and 4. 

Moderately severe and 
slightly toxic or not toxic. 

—88 cases (44 treated 
with vaccine and 44 without). These two classes of 
case are considered together, as they form degrees of 


Case 32 (Chart 8 ).— On admission seventh day: Toxic, 
flushed, incoherent, and later had muttering ‘delirium. 
Regular, good pulse, not dicrotic ; tongue is dry, with brown 
fur; abdomen full; respirations rapid, but no* moist sounds 
in chest. Blood culture not done ; Widal reaction = negative. 
Eighth day: Restless, delirious, and noisy; flushed and toxic. 
Tenth day: Remarkable ohange; no delirium; does not 


the same kind of case in which the prognosis varies 
from “ good ” to “ very good.” It is especially in 
this class of case that a good effect of vaccine is 
difficult to judge, as all are likely to do well, and 
vaccine is therefore liable to get undeserved credit 


Chart 8 (C ise 32). 
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Chart 10 (Case 23). 
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—i.e., to those classes in which the prognosis is 
good. In other words, “good results ” are more 
often obtained where good results can be expected 
by ordinary methods of treatment alone. On the 
other hand, the mortality rate and the average 
length of fever in these classes were slightly worse 
among the cases who had vaccine. 

Among the cases belonging to Classes 1 and 2 
in which the vaccine appeared to do good none had 
severe lung involvement. Those cases which had 
much bronchitis or broncho pneumonia (the average 
severe case) ran the severe course which is usual 
and vaccine appeared to be of no avail. To say that, 
if the average severity of the cases treated had been 
less the vaccine would have had better results, is 
merely to say, I think, that the cases would then 
have done better anyhow. 

From all this it would appear (a) that it is in 
just those cases in which the physician so much 
requires help that vaccine is disappointing; 
(6) that vaccine neither shortens the fever nor 
reduces the number of complications in even that 
class of case which is likely to do well; and 
(c) that there is a decided suspicion that vaccine 
increases the incidence of haemorrhage. 

Therefore the conclusion is that the use of a 
stock vaccine in typhoid cannot be recommended as 
a routine treatment. 

I should add that these conclusions are largely 
contrary to the impressions which I received during 
the treatment of the earlier cases. I had not then 
seen a sufficient number of similar cases which did 
well without vaccine, and being rather biassed 
in its favour I gave undeserved credit to this 
treatment. 


FURTHER REMARKS ON AGGLUTINATION 
TESTS IN INOCULATED PERSONS, 

AND THE INFLUENCE OF FEBRILE CONDI- 
TIONS ON INOCULATION AGGLUTININS. 1 

By GEORGES DREYER, M.A. Oxon., 

M.D. Copenhagen, 

MAJOR, R.A.M.O. | PROFESSOR OF PATHOLOGY, UNIVERSITY OF OXFORD; 
FELLOW OF LINCOLN COLLEGE; 

ALEX. G. GIBSON, M.D. Oxon., F.R.C.P. Lond., 

CAPTAIN, R.A.M.O. ; LECTURER IN MORBID ANATOMY, UNIVERSITY OF 
OXFORD; AND 

E. W. AINLEY WALKER, M.A., M.D. Oxon., 

LIEUTENANT, OXFORD UNIVERSITY O.T.C. ; LECTURER IN PATHOLOGY, 
UNIVERSITY OF OXFORD; FELLOW AND TUTOR OF 
UNIVERSITY COLLEGE. 

(From the Department of Pathology , University of Oxford.') 


In the course of the discussion on Paratyphoid 
Fever at the Royal Society of Medicine on Nov. 25th, 
1915, Captain H. L. Tidy 2 made known certain 
conclusions which he had arrived at regarding the 
value of agglutination tests in typhoid and 
paratyphoid fevers and other febrile conditions. 
These conclusions were so completely divergent 
from previously established results that Dreyer 
and Torrens* at once briefly summarised in a 
letter to The Lancet , the mass of evidence then 
in their possession which showed the complete 
untenability of Tidy’s views. Shortly afterwards 
Ainley Walker 4 dealt with the same contentions by 
showing that this marked discrepancy in results 
seemed only to be explicable by a recognition of 
the gross character of the fallacies inherent in the 
method used by Tidy. 

1 Being a part of a report to the Medical Research Committee. 

* The Lancet, 1915, it.. 1191. » The LincSt, 1915,11., 1369. 

* The Lancet, 1916,1., 17. 


In apparent ignorance of the emphatic contradic¬ 
tions of his statements regarding the influence of 
febrile conditions on inoculation agglutinins offered 
in these communications, Tidy repeated and ampli¬ 
fied his conclusions in a recent issue of this 
journal 5 in a preliminary note on a report to the 
Medical Research Committee. 

Unfortunately the matter cannot be allowed to 
rest here, for Tidy’s conclusions would, if accepted, 
have a most disastrous effect upon diagnosis, and 
upon our estimate of the protective value of inocu¬ 
lation, since the vast majority of febrile affections 
occurring in persons inoculated within the preceding 
year would then necessarily be diagnosed as typhoid 
fever on the results of properly conducted aggluti¬ 
nation tests. Fortunately, however, they can 
readily be shown to be entirely fallacious. Tidy’s 
contentions are as follows :— 

1. Inoculation agglutinins are diminished or entirely 
removed by febrile conditions. It is possible that they are 
converted into agglutinoids. 

2. In certain cases they may return, but usually do not 
do so. 

3. A positive agglutination reaction to B. typhosus after 
the fifth day of pyrexia has the same value in an inoculated 
as in an uninoculated person. 

4. Immunity conferred by inoculation may be affected at 
the same time as the inoculation agglutinins. 

The actual number of observations on which 
these conclusions are based cannot be ascertained 
from the note in question, beyond the fact that 
the material included only 14 cases of paratyphoid B 
fever, and 9 cases “ of septic origin.” The value of 
the results quoted in percentages is, therefore, 
necessarily doubtful. 

In order to show the value of the claim that 
“ inoculation agglutinins are diminished or entirely 
removed by febrile conditions,” we may take first 
the figures published by Dreyer and Torrens for 
typhoid agglutination in inoculated subjects 
suffering from paratyphoid infection (171 cases), 
or from febrile conditions other than typhoid and 
paratyphoid fevers' (97 cases), as contrasted with 
Tidy’s figures. 


Table I .—Typhoid Agglutination in Cates of Paratyphoid 
Fever occurring in Typhoid-inoculated Persons. 


Dreyer and Torrens (standard 
cultures). 

Tidy (microscopic method). 

Serum dilution in 
which agglutination 
occurred. 1 in — 

Number 
of cases. 

Agglutination recorded 
as— 

Number 
of cases. 

*250 or more. 

157 

More than slight ... ... 

r 3 

100-250 . 

10 

Slight . 

3 

50-100 . 

2 

Nil . 

8 

25-50 . 

2 


IT 


171 




* In the majority of these the dilution wm considerably greater than 
1 in 1000. 


Table II .—Typhoid Agglutination in Cases of Febrile Affec¬ 
tions other than Typhoid or Paratyphoid Fever occurring in 
Typhoid-inoculated Persons. 


Dreyer and Torrens (standard 
cultures). 

Tidy (mlcroeoopic method). 

Serum dilution in 
which agglutination 
occurred. 1 in— 

Number 
of oases. 

Agglutination recorded 
as— 

Number 
of cases. 

250 or more. 

100-250 . 

57 

24 

In an unstated number of cases 
16 per cent, gave a “ distinct trace ” 
of agglutination in 1 in 60. Among 

50-100 ... . 

25-50 . 

11 

3 

these were 9 esses of septic origin 
which gave:— 

Leas than 25 ... 

2 

97 

Nil 1 in 20. 6 

Not stated, but presume-) , 

bly more than 1 in 20f’*‘ ° 


» The Lancet, 1916,!., 241. 
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Hitherto unpublished observations made in the 
Department of Pathology at Oxford by Dr. A. D. 
Gardner, Mr. Wilburt C. Davison, and ourselves give 
the same result as those published by Dreyer and 
Torrens. The figures are given in Table III.; they 
comprise 108 cases of febrile affections other than 
typhoid fever, in persons who had been inoculated 
against typhoid within the preceding 12 months. Of 
these cases 42 were cases of paratyphoid A fever, 
33 were cases of paratyphoid B fever, and 33 were 
cases of “ other pyrexial conditions " of a continued 
character. 

To facilitate the survey of these results the 
agglutination titre is expressed not only in standard 
units, but also in the highest dilution in which 
agglutination occurred. The cases are arranged 
in order according to the number of standard 
agglutinin units in the serum. Five different 
standard agglutinable cultures were in use during 
the course of these investigations. Their respective 
reduction factors (i.e., relative sensitiveness to 
agglutination) were 4*0, 4*3, 47, 5*4, and 6*3. 
Accordingly, in order to arrive at a true com¬ 
parison of agglutination titre, attention must be 
directed to the number of standard agglutinin 
units per c.c. of serum, which alone affords a true 
measure of the agglutinating power of any given 
serum. The importance of thus expressing results 
in standard agglutinin units is clearly seen from 
Table III., since with different standard agglutin¬ 
able cultures agglutination in the same serum 
dilution does not necessarily imply the presence 
of the same number of standard agglutinin 
units in the serum. For owing to the different 
agglutinability of different cultures each standard 
agglutinable culture has its own particular 
reduction factor for calculating the number of 
standard agglutinin units in any given serum 
tested. The standard agglutinin unit is that amount 
of agglutinating serum which, when made up to 
1 c.c. volume with normal saline solution, causes 
standard agglutination on being mixed with 1*5 c.c. 
of a particular standard agglutinable culture and 
maintained at 55° 0. for two hours in a water bath 
followed by 15 to 30 minutes at the room tempera¬ 
ture. Standard agglutination is the highest dilution 
in which a given serum causes marked agglutina¬ 
tion (without sedimentation) visible to the naked 
eye. It follows from what has just been said that 
if standard agglutination occurs in a serum dilution 
6f 1 in 1000, say, then 1000 divided by the reduc¬ 
tion factor for the particular standard agglutinable 
culture employed gives the number of standard 
agglutinin units per c.c. of the serum. 

From the extensive mass of evidence presented 
in Tables I. to III. it is obvious : 1. That the febrile 
condition associated with paratyphoid fever does 
not cause disappearance of typhoid agglutinins 
from the blood of persons inoculated against 
typhoid. 2. That “ other febrile conditions ” also, 
in so far as they have hitherto presented themselves, 
do not cause disappearance of typhoid agglutinins 
from the blood of inoculated persons. 3. That the 
statement that “ a positive agglutination reaction 
to B. typhosus after the fifth day of pyrexia has the 
same value in an inoculated as in an uninoculated 
person ” is entirely erroneous. Its acceptance would 
lead to such deplorable results in diagnosis that we 
feel compelled to repeat its categorical denial. For 
if Tidy’s novel view were to be seriously applied in 
aero-diagnosis the great majority of persons inocu¬ 
lated within a year or so, who suffered from five 
days’ pyrexia, would necessarily be returned as 


cases of typhoid infection when examined by a 
reliable agglutination technique. 


Table III.— A. Typhoid Agglutination in Cases of Para¬ 
typhoid A Fever occurring in Typhoid-inoculated Person*. 


Number. 

Case number. 

M Highest serum 
— dilution in which 
? agglutination 

' occurred. 

_ Serum dilution In 
— which standard 
*? agglutination 

1 occurred. 

Number of standard 
agglutinin units 
per c.c. of 
patient’s serum. 

Number. 

Case number. 

_ Highest serum 
dilation in which 
? agglutination 

1 occurred. 

_ Serum dilution in 
— which standard 
? agglutination 

1 occurred. 

N umber ot standard 
agglutinin unite 
per c.c. of 
patient’s serum. 

1 

i 31 

500 

: 350 

i 88 

22 

96 

250 

175 

! 28 

2 

' 84 



88 

23 

113 



28 

3 

, 89 



75 

24 

147 

It 


28 

4 

; i2! 



75 

25 

32 

125 

l 90 

22 

5 

122 


I* 

75 

26 

77 


1 

i *• 

22 

6 

124 


»* 

75 

27 

78 



22 

7 

126 



75 

28 

80 



22 

8 

127 



75 

29 

140 


! ,, 

22 

9 

148 


1 

56 

30 

141 

” 


22 

10 

149 



56 

31 

135 


” 

21 

11 

151 



56 

32 

136 

,, 


21 

12 

143 

250 

175 

44 

33 

138 



2 ! 

13 

146 


• t 

44 

34 

98 



19 

14 

134 



41 

35 

101 



19 

15 

90 



37 

36 

107 


M 

14 

16 

92 



37 

37 

116 


•* 

14 

17 

93 



37 

38 

20 

50 

35 

9 

18 

94 



37 

39 

91 

1* 


7 

19 

105 



37 

40 

102 



7 

20 

129 

11 

i ” 

37 

41 

133 



7 

21 

130 

« • 


37 

42 

117 
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B 

Typhoid Agglutination in Cases of Paratyphoid B Fever 



occurring m Typhoid-inoculated Persons. 
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68 .d 
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26 
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,, 
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27 
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28 
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70 
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,, 
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75 

33 
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,, 
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C. Typhoid Agglutination in Cases of Other Febrile Conditions 
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On examining the new material presented in 
Table III. rather more closely it will be seen that 
in only two cases does the agglutination titre of 
the serum fall below 1 in 25. which represents in 
these cases less than 5 standard agglutinin units 
per c.c. of serum. But it has been found that the 
serum of normal non-inoculated persons who have 
not had typhoid fever only very exceptionally 
exhibits the presence of as much as 4 standard 
agglutinin units. 6 It follows that in no less than 
106 out of the 108 febrile cases (i.e., 98 per cent.) 
the agglutinin titre is greater than can be expected 
to be found in normal non-inoculated individuals. 
Only in 2 cases (1*9 per cent.) does it fall as low as 
in the average normal non-inoculated person. And 
this percentage is not greater than has been found 
among a similar number of inoculated persons 
examined at similar intervals after their inocula¬ 
tion, who remained in normal health at the time of 
examination. 

Of 42 cases Qf paratyphoid A fever recorded in 
Table III. no case exhibits an agglutinin titre of 
less than 6 units, which corresponded to agglutina¬ 
tion in a dilution of 1 in 50. In the case of para¬ 
typhoid B fever the table shows again that of 33 
cases no case exhibits an agglutinin titre of less 
than 6 units. 

There are, however, other features of interest 
to be noted in the table. Thus, so far from para¬ 
typhoid fever diminishing the titre of typhoid 
agglutinins in the serum of inoculated persons, 
paratyphoid B fever commonly causes a rise in the 
typhoid agglutinin titre which is frequently of very 
•considerable extent. In the case of paratyphoid A 
fever both the frequency with which this rise 
occurs and its extent are usually much less evident. 
Attention has already been drawn to these points 
in the Directions for the Use of Standard Agglutin- 
able Cultures which, since the middle of July. 1915, 
have been issued from this Department on behalf 
of the Medical Research Committee along with every 
issue of the Standard Agglutinable Cultures them¬ 
selves in the following terms:— 

In the case of inoculated persons the diagnosis of active 
typhoid (or paratyphoid) infection will require two or more 
successive examinations of the serum. 

(a) If the individual is suffering from active typhoid infec¬ 
tion his titre of typhoid agglutination will exhibit the usual 
rise and subsequent regular fall seen in non-inoculated 
subjeots, but starting from and returning towards the higher 
base line of inoculated persons. 

(5) If the individual is suffering from active paratyphoid 
infection one of three things may occur as regards his typhoid 
agglutination titre—namely: (1) No appreciable change may 
occur in the titre of typhoid agglutination; (2) a relatively 
slight rise may occur, followed by a fall towards the former 
level; (3) a marked rise may occur synchronous with the 
rise in paratyphoid agglutination titre, and subsequently 
followed by the usual fall towards the former level. Mean- I 
while the titre of paratyphoid agglutination runB the normal i 
course of rapid rise to a maximum (usually exceeding the 
maximum typhoid titre) followed bv a fall, at first rapid and 
then Blower as already described for typhoid subjects, and 
foiling below the persistent base line of typhoid agglutination 
of inoculated persons. 

In the present series of observations it will be 
seen that if a serum titre of 25 standard agglutinin 
units is chosen for purposes of comparison it is 
found that in the case of paratyphoid B fever j 
(Table III., B) 27 patients out of 33—i.e., 81*9 per 
cent.—exhibited a titre of more than this number 
of units, while in the case of paratyphoid A fever 
^Table III., A) only 24 patients out of 42—i.e., 
57*1 per cent.—had a titre exceeding 25 units, and 
in the case of “ other febrile conditions ” 
(Table III., C) only 18 patients out of 33—i.e., 
54*5 per cent.—also had a titre exceeding 25 units. 


Thus it is obvious that the paratyphoid B cases 
show on an average a very much higher titre of 
typhoid agglutination than either of the other series. 
But there is also an indication that the para¬ 
typhoid A cases present a higher titre than the 
cases of “ other febrile conditions.” At the same 
time there is, as already remarked, no indication 
whatever that these other febrile conditions 
exhibit a lower titre than is met with in typhoid- 
inoculated healthy individuals examined at similar 
intervals after their protective inoculation. 

As the results already recorded by Dreyer and 
Torrens and the new material here presented are 
entirely at variance with the assertions made by 
Tidy, we are compelled to conclude that his state¬ 
ment that of the two main techniques with regard 
to agglutination, microscopic and macroscopic, 
“ they are both reliable, and for diagnostic purposes 
no further elaboration is necessary beyond the 
ordinary well-recognised precautions described in 
text-books,” is not borne out by the facts. Tidy 
states that he has used the microscopic method 
throughout. Its fallacies have for years been 
abundantly emphasised in previous communica¬ 
tions by the present writers and others. Now that 
the triple inoculation with mixed vaccine (typhoid, 
paratyphoid A, and paratyphoid B) has replaced the 
simple typhoid inoculation, it will be imperative to 
use methods that give accurate quantitative results. 
Otherwise the value of agglutination tests in the 
diagnosis of typhoid and paratyphoid fevers will 
become negligible. On the other hand, the method 
of using standard agglutinable cultures has been 
shown to give accurate and entirely comparable 
results in agglutination tests whether employed in 
purely scientific investigations or in the practical 
diagnosis of disease. 


A NEW APPARATUS FOR THE ISOLATION 
AND CULTIVATION OF ANAEROBIC 
MICRO-ORGANISMS. 

By JAMES McINTOSH, M.D. Aberd., 

LATE GROCERS’ RESEARCH SCHOLAR, ETC. 

AND 

PAUL FILDES, M.B., B.C. Cantab., 

ASSISTANT BACTERIOLOGIST TO THE LONDON HOSPITAL. 

(From the Bacte/riologioaX Laboratory of the London Hospital- 
Professor William Bulloch, F.R.S.) 


As is well known, the methods at present in 
use for the isolation and cultivation of anaerobic 
bacteria are in many ways unsatisfactory, and pure 
cultures of these organisms are so difficult to obtain 
that they are rarely attempted in ordinary bacterio¬ 
logical work. Indeed, the output of work upon this 
class of bacteria is relatively so small that some 
doubt is justifiable as to the correctness of some 
of the deductions even of the classical investigators. 

It would appear that the difference between a 
successful and an unsuccessful growth depends 
upon the removal of the last traces of oxygen from 
the environment of the bacterium. Many methods 
have been devised to achieve this end, but their 
very multiplicity indicates a lack of means; 
Bacteria may be protected from the effects of 
oxygen by any of the following methods:— 

1. By covering the surface of a liquid or solid 
medium with a substance impermeable to air, such 
as a layer of paraffin or a sheet of mica. The 
objection here is that oils and paraffin are not 
entirely impervious, and, further, any oxygen 
remaining in the medium is not removed. 


G 81mil&r statements hold with regard to paratyphoid agglutinins. 
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2. The dissolved oxygen may be driven off by 
heat if the medium is not coagulable, or a reducing 
substance, such as glucose or sodium sulphide, may 
be added to the medium itself. The deep glucose- 
agar stab is a combination of methods 1 and 2. 
Under the same category comes the method of 
Theobald Smith and Tarozzi of adding a fragment 
of living tissue to the medium, which also has the 
effect of removing the oxygen. The objection to 
such methods is that surface growths are imprac¬ 
ticable, and the medium requires to be more or less 
freshly prepared to give the best results. 

3. One of the methods most practised is the culti¬ 
vation in an atmosphere from which the oxygen has 
been removed by chemical means. An alkaline 
solution of pyrogallic acid is commonly used for 
this purpose, as in the well-known apparatus of 
Buchner and Bulloch. However, the affinity of 
such substances for oxygen is not sufficiently great 
to remove the gas totally from an atmosphere. 

4. Many methods have been devised for the 
removal of oxygen by mechanical means, as by 
displacement with another gas or by the vacuum 
pump, or by a combination of the two, without, 
however, achieving decisive results. 

We had tried many of these methods without 
success, when we noticed that Laidlaw had suggested 
the use of platinised charcoal and colloidal platinum 
to remove the oxygen from anaerobic cultures, 
although Pfuhl had previously made use of the 
catalytic properties of spongy platinum to obtain 
anaerobic cultures in broth tubes exposed to the air. 
Our results with this technique were so promising 
that we determined to work out the method in 
greater detail, and have succeeded in producing an 
apparatus by which isolated colonies of anaerobes 
may be obtained upon the surface of ordinary 
laboratory media with great facility. 

Our method consists briefly in enclosing the 
culture medium in an airtight vessel which has 
suspended in it a piece of asbestos wool impregnated 
with palladium black. 1 The vessel is then attached 
to a hydrogen generator and hydrogen is allowed to 
pass in, when it will be occluded by the palladium 
and combined with any oxygen present. A negative 
pressure thus develops inside the vessel and 
hydrogen will pass in until no oxygen remains. 
The apparatus is then detached from the generator, 
but the action will still continue and any traces of 
oxygen which diffuse from the medium itself will 
be rapidly removed. Thus a more or less complete 
vacuum towards oxygen is obtained. 

The making of the anaerobic apparatus* —A tin with a lever- 
off lid such as is used for paint is selected. It should measure 
7 inches high by 5 inches broad. A small hole is drilled in 
the centre of the lid, and into this is fitted a small stopcock 
(A), such as is used for model steam-engines, the joint being 
made gas-tight with a little solder. Over the thread of the 
tap on the under side of the lid a small brass bracket (B) as 
shown in the diagram (Fig. 1), is fitted and secured bv 
screwing up the collar (c) of the tap. The gutter round the 
top of the tin is next filled with plasticine (D) ; the pot, after 
having been tested for tightness, is then ready for use. The 
gas-tightness of the tin can be readily tested by pouring a 
few drops of ether inside. The lid is forced tightly into 
position and a little plasticine turned over the edge of the 
lid. The tap being shut, the whole tin is placed under hot 
water and any escape of ether vapour is immediately 
detected. 

The palladium capsule (e) consists of a wire gauze envelope 
containing 0 25 grra. of asbestos-wool impregnated with 
palladium black. The palladium asbestos (about 40 per 
cent.) is made by weighing out 0 25 grm. of asbestos-wool, 
placing it in a small evaporating dish, and adding 1-5 c.c 
of a 10 per cent, solution of palladium chloride. The wooi 
is then moulded into a flat mass about 1 inch square and 

* Platinum may be used instead, but as the reaction is less intense a 
longer time Is required to produce anaerobic conditions 

a Messrs. Baird and Tatlock, of 14, Cross-street, London, E C. are 
prepared to supply the above anaerobic apparatus. 


the dish gently heated until the wool is dry. The palladium 
chloride is somewhat difficult to dissolve, but the addition 
of a little concentrated hydrochloric acid will overcome the 
difficulty. The palladium chloride is then reduced by 
heating the impregnated wool first in a smoky gas-flame 
until it is coated with a layer of carbon, and then in the 
blowpipe. The palladium asbestos should now be able to 


Fig. 1. 



Anaerobic apparatus consisting of tin with lever-off lid. a = Stopcock ; 
b = brass bracket secured by c = collar of the tap; d= plasticine 
filling in gutter; e = palladium capsule. 


light a jet of hydrogen which is made to impinge on it. A 
piece of-fine brass wire gauze of suitable size is then 
folded over the asbestos and the edges doubled over so as to 
form a complete capsule. The capsule is then clipped by 
one edge into the brass bracket in a vertical position 
under the orifice of the tap. Before use the inside of the 
tin and the under side of the lid should be varnished to 
prevent rusting, and when dry the bottom of the tin is 
protected with cotton-wool. 

Method of use. —1. Place culture tubes inside the pot. 
2. With a' rag dipped into spirit spread the plasticine 
towards the periphery of the top of the tin. 3. Heat the 
capsule in the Bunsen flame. 4. Immediately force on the 
lid and push on to the open tap the rubber tubing from the 
hydrogen generator. The gas need not be purified in any 
way and commercial chemicals may be used in its prepara¬ 
tion. 5. Turn on the gas. 6. After a minute or two close the 
tap, detach the rubber tubing, and with the moistened rag 
spread the plasticine from the periphery of the top inwards 
over the edge of the lid. 7. Again pass in the hydrogen 
until the increasing pressure stops the generation or the tin 
is absolutely cold. This takes about 15-20 minutes. 8. When 
the pot is to be used for gelatine media the temperature 
inside must be reduced by enclosing a quantity of freezing 
mixture (salt and ice). 

Application of the method to flasks and large tubes. —We have 
used the same principle in the growth of anaerobes in flasks 
of broth or in test-tubes too large to get into the pot. In 
these cases a soft rubber stopper takes the place of tne lid of 
the tm, as shown in Fig. 2, or the 
Fig. 2. capsule may be attached by pins, 

heated and thrust into the stopper. 
When using this method it is essen¬ 
tial to varnish the whole of the 
stopper and joints with thin gold 
size to ensure a gas-tight fitting. 
The gold size is easily scraped off 
later with a knife. 

Application of the method to plate 
cultures. —Petri dishes may be en¬ 
closed in the pot in place of tubes, 
but it is desirable to use a small 
dish which can be accommodated in 
the standard pot. A larger pot 
requires a very careful adjustment 
of the quantity of palladium to the 
volume of the tin. 

With earlier models of the appa¬ 
ratus we incorporated an indicator 
which showed the degree of anae¬ 
robism obtained within. The vessel 
was then made of glass, and a sterile 
tube of broth containing methylene 
blue was placed inside and the 
degree of bleaching observed. With 
the present apparatus this indicator 
is not visible from without, and we 
Anaerobic apparatus con- rely more upon the presence of a 
sisting of flask with positive pressure, as measured with 
soft rubber stopper, the hydrogen generator, as an indica- 
Lettering as In Fig. 1. tion of satisfactory conditions within. 

The only way in which the appa¬ 
ratus can fail is through a slight leak in the tap, and 
every method to avoid this should be adopted. The tap 
should be kept well greased and covered with an indiarubber 
P 2 
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cap. If a tin is put away with an unsatisfactory tap, espe¬ 
cially in the incubator, the cultures may readily be killed or 
may become grossly contaminated with* moulds. When the 
anaerobic state is maintained satisfactorily moulds never 
grow inside the vessel. 

Practical results obtained with the apparatus .— 
We have now had our apparatus in use for a 
number of months and we are able to obtain con¬ 
stantly satisfactory results. Our work has been 
directed almost entirely to the study of septic 
gunshot wounds, and we have isolated from these 
a large number of strains of bacteria, some of 
which we can identify while others are unknown 
to us. If one takes an ordinary sloped agar tube or, 
better, serum-agar and inoculates it with pus taken 
direct from a wound without any preliminary 
heating or other preparation either of the medium 
or pus, it is easy in 24 to 48 hours to grow isolated 
surface colonies of such bacteria as B. welchii or 
“ malignant oedema,” and then by subculture to 
isolate these strains pure. This isolation is easy, 
but at the same time it must be admitted that it is 
not so simple as is the case with most anaerobic 
organisms. It is not uncommon to find a con¬ 
tamination of a strain persisting through several 
subcultures from absolutely distinct colonies, and 
particularly is this the case with staphylococcus. 
Such cultures may, of course, be readily purified by 
heat, but we have avoided this method as far as 
possible owing to the impossibility of gauging at 
present the effect of heat upon the anaerobe. We 
have had little difficulty from contaminations with 
streptococci or colon baoilli; indeed, the conditions 
of the culture appear to reduce seriously the power 
of these bacteria to grow. We have been often 
struck by the inability of so-called facultative 
anaerobes to develop in our apparatus. 

Having thus isolated a strain in pure culture 
it is very easy to study its behaviour upon the 
ordinary laboratory media, slope agar, agar stabs, 
broth, serum, gelatine, milk, and so on. Further, 
the action of the bacteria upon the various fermen¬ 
table sugars or upon dye-stuffs may be determined 
and so valuable information obtained which may 
bear upon a more satisfactory classification of such 
Strains. 

It is well known that many anaerobes are affected 
in their morphology and biological characters—for 
instance, in the production of toxin—by the presence 
of sugar in the medium, and it is one of the advan¬ 
tages of the present method that dextrose is quite 
unnecessary for the furtherance of growth. We 
have thus been able to study these bacteria in a 
more stable condition than is usual. 

Advantages of the method. —1. The method is 
clean. 2. It is rapid, the whole process being com¬ 
plete in about a quarter of an hour. 3. It is 
available immediately without any preliminary 
preparation or reagent other than hydrogen. 4. It 
is suitable for use with any laboratory medium 
without preliminary preparation of the medium. 
5. It will grow the strictest anaerobes with great 
rapidity upon the surface of a solid medium. For 
instance, colonies of B. tetani in subculture upon 
serum-agar are visible in 24 hours. 

We desire to express our thanks to Professor 
Bulloch for his kindly interest and advice on many 
points, and to Captain W. E. Bullock, R.A.M.C., 
for assistance and advice in the details of the 
method. 

Literature.— 1. H. Buchner: Kine none Methode zur Kultur 
anacrober Mikroorganismen, Centra!!)!. f. Bakter. u. Paras., Orig., 
1888, Bd. iv.. p. 149. ?. W. Bulloch : A Simple Apparatus for Obtain¬ 
ing Plate Cultures or Surface Growths of Obligate Anaerobes, Ibid., 
{Continued at foot qf next column.) 
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Though injury to the spinal cord is not a 
necessary consequence of gunshot wounds of the 
spine, it is obvious that the chief interest of such 
wounds lies in the commonly associated injury to 
the spinal cord and nerve roots. From a clinical 
point of view, therefore, cases of gunshot wound of 
the spine may be divided into two main classes:— 
(1) Those in which the functions of the spinal 
cord are not interfered with; and (2) those in 
which there is more or less interference with the 
functions of the spinal cord, with or without 
obvious injury to the vertebral column. In the 
second group the damage to the spinal cord is 
usually immediate—i.e., occurs at the time of 
receipt of the primary wound. But it is of the very 
greatest importance to remember that iu cases 
where the spinal cord has escaped immediate 
damage, later or remote effects involving this 
structure may follow on the injury to the vertebral 
column. These later effects are produced by 
inflammatory products giving rise to thickening of 
the meninges; adhesions between the dura and 
bony wall, the dura, pia-arachnoid, and cord, with 
subsequent pressure due to the formation of a 
simple serous cyst of the meninges; by narrowing 
of the spinal canal through excess or misplaced 
callus; by blood clot, intra* or extra-dural; or as 
the result of continued suppuration. 

If the injury to the cord be immediate it may be 
caused by:—1. The missile itself passing through 
the spinal canal, in which case the cord is wholly 
or partially divided. 2. Fractured portions of bone 
driven in against the cord, causing compression, 
contusion, laceration, or complete division. This 
would appear to be the most frequent cause of the 
cord injury. 3. Concussion. Under this head are 
included those cases in which, though neither of 
the preceding causes is operative, yet as a result 
of the vertebral column being struck certain 
structural changes are set up in the cord which 
are due to the jarring or commotion effects of the 
blow. Spiller has described this condition as 
“traumatic myelitis.” The cord may show no 
external signs of injury either to inspection or 
palpation. Lieutenant-Colonel Gordon Holmes 
has recently described in his Goulstonian lectures 
the microscopical appearances found in such cases. 
He points out that the special character of these 
lesions is their diffuse and irregular distribution 
and their tendency to diminish gradually from the 
point of maximal disturbance. He concludes: 
“ Whatever may be the exact mechanism of spinal 
concussion it must be admitted that a sudden 

1 Being the opening remarks at a discussion at the Medical Society 
of London on March 20th. 
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violent impact on the vertebral column can pro¬ 
duce diffuse, irregular, and severe structural 
changes within the spinal cord. The factors 
which determine the severity of these lesions must 
be the momentum of the projectile, the part and 
surface area of the vertebra which it strikes, and 
the region of the spine which is wounded.” 

Now, is it possible to recognise clinically these 
three different results of gunshot wounds of the 
spine ? For were it so, the question of operative 
interference would be made very simple, inasmuch 
as the first and third groups obviously would be 
excluded as beyond surgical relief. Naturally, we 
turn to X rays as likely to be the most helpful 
agent in determining the nature of the injury. 
But, unfortunately, it is in gunshot wounds of the 
spine that, in my experience, X rays are most 
unreliable. This is not to be construed in any way 
into a criticism of the skill of radiographers. It is 
simply a statement of the limitations of the X rays 
themselves. 

In the first place they may not reveal any bony 
injury even when present. This is particularly 
true of the single flat plate. In all such cases it is 
necessary to have stereoscopio plates taken. I have 
had two or three such experiences. Again, the 
X ray plate never reveals the full extent of the 
bony injury within the spinal canal—i.e., where 
the damage to the cord is being produced. This is 
not to be wondered at when we consider how small 
a piece of bone may be the traumatic agent and 
how much it is overlain and overshadowed by the 
vertebra surrounding it. Therefore, in my opinion, 
the X ray plate should only be regarded as con¬ 
firmatory evidence, or used to assist in the localisa¬ 
tion of foreign bodies or for the purposes of bony 
localisation. 

In considering operative intervention, the ques¬ 
tions that will arise are in order of importance:— 
1. Will any benefit to the patient result from the 
operation ? 2. Will his life be endangered by the 
operation ? 3. Will he be made worse by the 

operation ? 

The condition should certainly not be made worse 
by the operation, provided it is undertaken by a 
competent surgeon accustomed to operate fre¬ 
quently upon the spinal cord. Unless the operator 
has had considerable experience in spinal surgery, 
it is very easy to overlook the site and cause of the 
compression. In these cases there are two levels 
to be considered, the neurological and the bony. 
The level of the lesion as indicated by the clinical 
symptoms usually does not correspond with the 
level of maximal damage. This is explained by the 
secondary changes which take place above and 
below the site of the injury in the cord. It is 
essential, in order that an operation should be 
perfectly successful, that all pressure on the cord 
from whatever cause be removed. Hence the 
necessity for a wide exploration both vertically 
and laterally. It is not only not necessary, but 
it is bad surgery to waste time in searching for a 
missile which has ceased to do damage and has 
passage beyond the immediate area of operation. 
Yet one sees too frequently a sort of surgical 
hypnosis produced by an X ray plate which shows 
a bullet or piece of shell still in the human 
body, though perfectly innocuous at the time. 
This hypnotic state is apparently only recovered 
from when the operator is able to produce 
to the admiring onlookers the piece of lead, 
while his own satisfaction reminds one of a certain 
nursery rhyme connected with one Jack Horner. 


The operation is ended quite oblivious of the fact 
that the pressure on the cord has in no way been 
relieved by this “ plumbic ” manoeuvre. 

In septic cases care should be taken not to open 
the dura if still intact. If already opened care 
should be taken not to break down any adhesions 
of a protective nature lest a septic meningitis be 
set up. Drainage along the usual surgical lines 
must be employed in septic cases. In those oases 
free from sepsis the dura should be opened) for 
inspection of the oord. 

The patient s life will not be endangered by the 
operation if a proper estimate has been made of 
his general condition beforehand. The chief and 
most frequent oontra-indication is a general septic 
condition arising from the state of the kidneys 
and bladder, with persistent high temperature and 
perhaps rigors and a weak and irregular pulse. 
There is an added danger where the intercostals 
are paralysed, but with a skilled anesthetist this 
may be obviated. 

Will any benefit result from the operation ? Let 
us consider what the operation may be expected to 
do. Briefly, it will relieve pressure, or, at any rate* 
remove any doubt a6 to whether continued pressure 
exists. If the spinal cord be not totally destroyed* 
continued pressure may succeed in completing its 
destruction. Therefore operation is indicated: 
(1) To relieve pressure from depressed or displaced) 
fragments of bone; (2) to relieve pressure from 
blood-clot or from extensive hemorrhage, either 
extra- or intra-dural; (3) to relieve pressure* and 
prevent further destruction from oedema by 
enlarging the constricted bony canal; (4) to< 

remove the future danger of pressure from exudate 
and inflammatory thickening. 

No operation will restore a cord in which com¬ 
plete transverse section has taken place. Nor will 
an operation benefit cases of concussion. Therefore 
we are brought back to the question upon the 
answer to which hangs the whole subject of opera¬ 
tion : Are there any symptoms by which we can in 
a reasonable time determine beyond a doubt that 
we are dealing with a case either of complete 
transverse section or of pure concussion ? In short, 
is there any symptom-complex which establishes 
beyond a doubt that the injury to the cord is 
irremediable ? If there is not, then should not 
such a conclusion urge us to give our patient Hie 
benefit of an operation which experience shows 
neither materially endangers his life nor adds to- 
his discomfort, but actually lessens his pain? It 
will at least allow us to determine the exact nature 
and extent of the lesion and to place the cord under 
the most favourable conditions for recovery of 
function, if recovery be possible. I have said a 
reasonable time. It iB unfair to the patient and 
unfair to surgery to wait on and on till hope gives 
place to despair and then to call in a surgeon as a 
last resource to perform the impossible. 

Harley-street, W. 


Literary Intelligence.—T he American Journal 

of Qcntrornterology has combined with the Proctologist and 
hereafter will be published as the Proctologist and Gastro¬ 
enterologist , from St. Louis. Dr. Rollin H. Barnes, St. Louis, 
will be managing editor and publisher. 

The Finsbury Dispensary.— Owing to the 

war the customary biennial festival of this institution has 
been abandoned, and the Lord Mayor of London, as vice- 
president, makes an earnest appeal for funds to carry on 
the work. Contributions may be sent to him at the Mansion 
House, or to the secretary, Finsbury Dispensary, Brewer- 
street, Goswell-road. E.C. 
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ANESTHESIA FOR ENUCLEATION OF 
TONSILS. 

By J. BLOMFIELD, M.D. Camb., 

SENIOR AN M 4THETIST, ST. GEORGE’S HOSPITAL, ETC. 


It might well be imagined that there is nothing 
worth saying that has not already been said upon 
the question of anesthetics for operations upon 
the tonsils. The operation now in vogue, however, 
for their complete removal makes a call upon the 
anesthetist very different in degree from that 
hitherto demanded by the less radical procedure. 
Nor does it appear from recent correspondence 
in the British Medical Journal that this difference 
is on all hands fully recognised. Before the 
enucleation operation was introduced, an anes¬ 
thetic for the ordinary operation of tonsillectomy 
was a short and not formidable undertaking and 
one that was widely in the hands of the com¬ 
paratively inexperienced. The present position 
is very different, and all anesthetists will, I 
think, agree that to manage the anesthetic 
with perfect success during the enucleation of 
both tonsils by dissection, with or without the 
use of guillotine or snare in addition, makes 
a tax upon experience and skill scarcely rivalled 
by any other operation of the same compara¬ 
tively short duration. The reason for this 
is chiefly that most operators And their work 
hampered when freeing the tonsil if there is any 
contraction at all of the faucial muscles. To 
achieve this means procuring a degree of narcosis 
which might well be considered excessive in any 
other relation ; it is actually a degree which places 
the child at the very limit of safety if, as is gene¬ 
rally the case, chloroform is employed. There is a 
wide difference between the narcosis during which 
a tonsil can be rapidly cut across, as in the 
old days, without any reflex movement being 
evoked, and that which must be maintained whilst 
the organ is dragged or manipulated or dissected 
out of its very bed. It is true that some operators 
do not mind, or even prefer, an anaesthesia which 
permits the child to cough if blood remains on the 
back of the pharynx, an anaesthesia in which there 
is contraction of fauces to some extent during the 
manipulations which effect the dislocation of the 
tonsil from its bed. These surgeons, however, are 
in my experience in the minority, and most prefer 
that deep narcosis in which the fauces are abso¬ 
lutely slack in spite of severe pushing or dragging. 
It is this form of anaesthesia, therefore, that the 
anaesthetist is commonly expected to procure. 

There are, of course, several means by which this 
can be done, all of them providing a perfectly 
satisfactory condition so far as the operator is 
concerned. They are not, however, all equally safe, 
nor do they all provide a sufficient anaesthesia for 
the same length of time. For example, in the days 
of the partial removal of tonsils by rapid operation 
“gas and oxygen ” was often an admirable anaes¬ 
thetic in adults. In suitable subjects it can be 
employed to-day for the complete removal, but 
only if this is to be effected without any dissection. 
Even if the dragging forward of the tonsil is 
necessary to ensure its complete encirclement by 
the guillotine or snare, then “gas and oxygen” 
rarely provides for a comfortable operation if both 
tonsils have to be removed. The case of ethyl 
chloride is similar, although it must be said for 
this anaesthetic that it is of the utmost service 
in children. Thus, in out-patient practice at 


St. George’s Hospital we have for years employed 
it in young children who have both adenoids and 
tonsils removed, and we find it sufficient for com¬ 
plete removal when this is done by the guillotine, 
even when a small amount of dissection is 
required too. Naturally much depends on the expert¬ 
ness of the operator; and, moreover, there is not 
time with ethyl chloride for that attention to bleed¬ 
ing and thorough inspection of the areas operated 
upon which many operators prefer. That complete 
enucleation of both tonsils with the guillotine can 
be performed under these conditions, however, I 
have seen demonstrated in scores of cases where 
Mr. ,H. Barwell has shown the glands with their 
capsules after removal, and has allowed students to 
palpate the smooth evacuated beds of the glands in 
the fauces. It is not the ideal arrangement to 
handicap the operator in the least degree by the 
shortness of the anesthesia, or to let the child cry 
or vomit or realise its surroundings before it is back 
in bed. Consequently ethyl chloride in these cases 
should, I think, only be regarded as a best possible 
under the circumstances of out-patient operation, 
and seldom as the anesthetic of choice for in¬ 
patients or in private practice. 

We come, then, to the question of a deep degree 
of narcosis obtained by the use of ether or of 
chloroform, or of both. From the point of view of 
bleeding and of mucous secretion, ether from any 
closed apparatus should, I think, be avoided in 
these cases. It used to be a favourite plan to 
induce anesthesia by “ gas and ether,” keeping up 
the ether for five minutes or so till the patient was 
well charged with the drug, and then to give 
chloroform on an open mask for a minute or two, 
allowing the congestion previously induced to pass 
away. No doubt a quite sufficient narcosis is 
obtained in this way, and can be maintained 
efficiently by continuing chloroform through the 
tube of a Junker’s inhaler whilst the operation is 
in progress. Yet I believe the condition is never 
so satisfactory as that obtained if the anesthesia 
is induced without any, or only an extremely Bhort, 
employment of closed apparatus. 

Generally speaking, the best method, both for 
children and adults, consists, I believe, in giving a 
preliminary dose of atropine, gradually inducing a 
very deep degree of narcosis by a mixture of chloro¬ 
form and ether, supplemented in some cases by a 
few minutes of open ether, and in some adults by a 
very few minutes of ether from a Clover's inhaler. 
There should be no congestion whatever by the 
time the operation begins, and the atropine pre¬ 
vents any undue mucous secretion. The anes¬ 
thesia thus obtained generally suffices for the entire 
operation. When it does not, chloroform'is used from 
a Junker’s inhaler or the open mask is reapplied. 
The same extreme degree of narcosis necessary 
during dissection need not be kept up whilst the 
bleeding is being stopped, in the case of operators 
who prefer to see deliberately to the stopping 
of all haemorrhage after each tonsil is removed. 
The fear of a varying depth of narcosis is, 
I believe, largely a fetish. So long as there 
is no return to consciousness it is far better 
that the absolute absence of reflexes kept up 
during removal of the tonsil should lapse, whilst 
the haemorrhage is receiving attention, to a con¬ 
dition in which the coughing reflex and the faucial 
reflex are present. To allow this is, moreover, to 
minimise the possibility of secondary or recurrent 
haemorrhage, which is a mischance not to be ignored, 
at any rate after enucleation in adultd"bf fibrous and 
adherent tonsils. 
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The importance of the position of the patient 
during operation varies completely according to the 
way in which the bleeding is treated. If, as with 
some operators, there is constant sponging, the 
position of the head is a matter of indifference, for 
no blood is allowed to descend. If, on the other 
hand, there is no attempt to stop the bleeding or to 
interfere with it in any way until the operation is 
completed, then obviously steps must be taken to 
Avoid the possibility of inhalation of blood during 
removal of the second tonsil. It is better to 
achieve this by the safety of the position adopted 
than to have to rely upon a light degree of narcosis 
permitting coughing—better, at any rate, from the 
surgeon's point of view. Position, in fact, must be 
settled entirely in accordance with the operator’s 
convenience, the anaesthetist realising, however, 
that in some positions, unless there is constant 
sponging, he cannot with safety provide a deep 
narcosis. Sitting, or lying with the head on one 
side, or with the head straight, are equally satis¬ 
factory in the case of operators accustomed to the 
respective positions, but the anaesthetist has 
certainly to vary his practice to suit the circum¬ 
stances and to keep a keen eye upon the exact 
extent of narcosis maintained. 

Harley-ttrset, W. 


PAIN IN RENAL AND VESICAL LESIONS: 

IT8 CHARACTERISTICS, ITS ANOMALIES, AND- 
ITS MISGUIDING MANIFESTATIONS, WITH 
12 ILLUSTRATIVE CASES. 

By DAVID NEWMAN, M.D.Glasg., 

COKSULTISO SURGEON, GLASGOW BOYAL IS FIRM ARY. 

(Concluded from p. 720.) 


\j) In malignant tumours of the kidney haBmat- 
iiria is the most prominent symptom, and is present 
frequently for a long period before pain is com¬ 
plained of. HaBmaturia is the symptom which 
most frequently induces the surgeon to make an 
examination of the loin, but, for the reason that it 
is unassociated with pain, it is often allowed to go 
on without a sufficient regard to consequences. The 
belief that malignant disease is necessarily asso¬ 
ciated with pain has, unfortunately, got a firm hold 
of the professional mind as well as that of the 
public. The absence of pain is therefore regarded 
as a good omen; but the absence of pain, from a 
•diagnostic point of view, is a great misfortune. 
The most easily appreciated danger-signal is want¬ 
ing. In the early stage pain is often absent, and 
sometimes especially in sarcomata, the whole 
course of the disease is practically painless. Sus¬ 
picion is not aroused, and rapid progress takes 
place before the nature of the malady is even 
suspected. 

Case 9. Unilateral painless renal hematuria during nine 
months y continuous at first , afterwards intermittent; blood 
from left ureter only , no thadow ; round-celled tarooma of left 
kidney; nephrectomy .—The interest of this case is the 
entire absence of pain and the absence of swelling in either 
renal region. The diagnosis was made by a cystoscopic 
•examination only. Nine months prior to examination the 
patient had a moderate symptomless haematuria, and he was 
able to resume work in a month or so. In four weeks there¬ 
after he had a second baematuria when the bleeding became 
intermittent, being sometimes absent for a day at a time. 
Blood clots were passed. Otherwise there were no symptoms. 
The kidneys coaid just be felt and pressure did not produce 
pain. No shadow. Urine normal unless during the attacks 
of bsematuria ; bladder normal, but blood was seen escaping 
from left ureter only ; healthy mine from right kidney. On 
exploring the kidney the upper pole was found to be occupied 


by a spindle-celled sarcoma about the size of a duck's egg. 
The tumour was firmly adherent to the diaphragm, so that 
the removal of the kidney was difficult. 

In malignant disease the pain, when present, is 
most severe m the situation of the affected kidney, 
but, specially in the later stages of the disease, it 
may extend to distant parts. In character it is 
dull and aching, but may be paroxysmally increased, 
though not by movements of the body as in renal 
calculus. The suffering of the patient is generally 
more severe in scirrhous cancer than in acute 
carcinoma or sarcoma. It is frequently the cause 
of difficulty in micturating, even although the 
bladder is free from the disease. The pain presents 
great differences in its character ; it may be at first 
slight, vague, and not constantly present, at other 
times it is entirely absent, or it may be severe and 
prolonged. In not a few instances the sense of dis¬ 
comfort in the lumbar region is the first indication 
of disease. Gradually, as the tumour increases in 
bulk, the suffering of the patient becomes more 
intense and more constantly present. At first dull 
in character, later it becomes lancinating, and may 
either arise spontaneously or be provoked by 
pressure, but it is seldom aggravated by movements 
of the body. When the tumour has attained con¬ 
siderable dimensions, or has invaded the tissues 
around so as to involve or compress the nerve 
trunks, the pain, instead of being limited to the 
lumbar region or hypogastrium of the affected side, 
may extend to the chest, across the middle line, or 
to the hip and lower extremities, which may lead 
to the disease being mistaken during this stage for 
sciatica or rheumatism. 

The points to attend to in diagnosis are: 1. A 
swelling bulging forwards posterior to and covered 
anteriorly by the colon, resonant in front, dull 
behind, which retains a renal form and extends 
under the ribs. 2. HaBmaturia from one ureter, at 
first slight and at moderately long intervals, after¬ 
wards more frequent and severe, ultimately con¬ 
tinuous and alarming. 3. Pain sometimes absent, 
and when present is constant and is principally due 
to pressure on nerves; the lumbar plexns causing 
pain like sciatica or intercostal pain like pleurisy. 
4. Pulse and temperature normal. 5. No shadow, 
and no tnbercle bacilli present. 

(7c) Infarction of the kidneys may be simple when 
a non-infected embolus is carried to the kidney and 
causes a thrombosis. Then pain may be induced by 
a secondary hypereBmia, but it is seldom severe or 
lasting. But if the embolus is infected a circum¬ 
scribed suppurative nephritis is established, when 
the pain is sudden iu its onset and stabbing in 
character and limited to the umbilical area in the 
early stage, but soon extends to the whole lumbar 
region. The abdominal walls become rigid and 
tender, and the kidney is difficult to palpate until 
pus forms, when a fluctuant swelling can be dis¬ 
covered. The case then presents the characteristics 
of a perinephric abscess already described. 

(l) Nephralgia is probably a misleading term, and 
is as unsuitable as “ essential neuralgia" as applied 
to the kidney. These sudden attacks of severe 
pain in the kidney are due either to an abrupt 
obstruction to the escape of urine from the ureter 
or to a temporary passive hyperaemia from torsion 
of the renal veins as already described under 
movable kidney or backward blood pressure in 
cardiac disease. 

(m) Aneurysm of the renal artery seldom causes 
much pain, and when confined to the renal pelvis 
the only symptom may be hiematuria. The pain 



774 Thb Lancet,] 


DR. D. NEWMAN: PAIN IN RENAL AND VESICAL LESIONS. 


[April 8,1916 


when present may be accompanied with pulsation 
and the condition is liable to be mistaken for 
rupture of the kidney with haematuria. Aneurysm 
of the renal artery not of traumatic origin is very 
rare. 

(n) Rupture of the Jcidney iB a common accident,, 
and the symptoms depend upon the extent of the 
injury. When the spine is acutely bent upon itself, 
the kidneys, being firmly bound to the column, are 
made to describe a contortion similar to that of the 
spine, as a consequence of which not only may the 
convex aspect of the organ be lacerated and torn 
transversely, but the sudden jerk may force the 
kidney away from the middle line and tear the 
pelviB or the ureter. The blood may therefore 
escape in two ways—into the tissues surrounding 
the kidney, where, if the patient survives, it may 
give rise to perinephric inflammation and abscess, 
or by passing down the ureter it may give evidence 
of the injury the kidneys have sustained. But while 
laceration of the kidney may occur without a bruise 
in- the loin, in the majority of instances a blow 
upon the lumbar region is the direct cause. 

There is not much difficulty in diagnosing this 
form of haematuria. The history of a lumbar 
sprain or of a blow or crush on the loin, indicated 
perhaps by eochymosis, leads one to suspect rupture 
or contusion of the kidney. Severe damage to the 
kidney may, however, exist independently of any 
injury to the other abdominal organs, and may of 
itself prove rapidly fatal; but in the majority of 
cases there is evidence of violence elsewhere, and 
there are symptoms of rupture of other internal 
organs, especially of the spleen and liver. Generally 
there will be marked and rapid collapse, pam in the 
course of the ureters as well as in the lumbar 
region, retraction of the testicle, difficulty in mictu- 
rition, or even anuria. 

When the rupture is on the surface of the kidney 
only the pain may be sharp and severe, but on 
account of injury to other parts it is difficult to 
estimate how far the renal lesion is to blame for 
the suffering. Renal colic may be induced by clots 
forming in the pelvis or ureter. 

Frequently the production of pain is by no means 
easily explained, and may be due to reflex influences 
producing disorders in other organs. A good 
example of this is the pain observed in cases of | 
movable kidney. On one occasion the pain may be 
of strictly renal origin and due to a transitory 
hydronephrosis; at another time there may be no 
dilatation of the pelvis of the kidney, but the 
patient may Buffer from intestinal colic and great 
flatulent distension. The acute pain which is so 
commonly met with in diseases oi the kidney so 
closely resembles the paroxysmal pain produced 
by spasmodic contraction of the intestine that the 
term colic has been applied to it, although quite 
unconnected with any disease of the alimentary 
tract. Frequently cases are encountered in which 
the kidney is the seat of stone, but the pain is not 
referred to the renal region, and being accompanied 
by nausea, loss of appetite, and vomiting, is very 
liable to be mistaken for intestinal or other forms 
of colic. 

It would be well now to consider the points of 
distinction between paroxysmal pain in the abdomen 
due to conditions most likely to give rise to suffer¬ 
ing simulating renal pain : (a) Spasm of the bladder; 
(6) uterine colic ; (c) abdominal tumours; ( d ) in 
gall-stone ; ( e) in appendicitis; (f) intestinal de¬ 
rangement ; and (< g) in lesion of the lumbar and 
dorsal nerves. 


(a) In spasm of the bladder it must be remem¬ 
bered that pain may be experienced in the urinary 
tract over an area distant from the actual site of 
the disease. We find that occasionally in impacted 
calculus of the kidney the pain is referred to the 
bladder; conversely, in diseases of the bladder the 
suffering may be most intense in the lumbar region^ 
Spasm of the bladder is generally caused by the 
presence of some irritant, either in the viscus itself 
or in some other part of the urinary tract. Ulcera¬ 
tion or inflammation of the kidney may produce 
such an intense spasm in the bladder that it leads 
the patient to concentrate his attention on the 
latter organ. Generally, however, spasm of the 
bladder is the result of the presence of a stone 
blocking the exit and preventing the escape of 
urine from the viscus; to ulceration, especially of 
a tuberculous nature; or it may be induced by 
morbid lesions in adjacent organs, such as the 
uterus or rectum. The pain is interrupted, there 
is a marked sense of constriction in the lower part 
of the pelvis, and the irritation may extend to the 
thighs, to the spine, or upwards towards the 
kidneys. The bladder may become considerably 
distended, and as it fills the agony increases, the 
patient becomes pale; the skin cold and clammy 
and covered by perspiration; and to distinguish it 
from the pain produced by renal disease the patient 
experiences much difficulty in passing urine. 

lb) Uterine colic is mostly complained of at the 
menstrual period, but is not necessarily limited* 
to it. Associated with sickness, nausea, and vomit¬ 
ing, it is very liable to be mistaken for renal colic z 
and if, in addition to these symptoms, there is 
numbness in the lower extremities, at the flexion 
of the thighs, and retention of urine, the diagnosis 
is difficult. In the great majority of cases, how¬ 
ever, the pain of uterine colic is more severe in the 
pelvis, it is generally associated with tenderness 
over one or both ovaries, and there are evidences of’ 
deranged menstruation. 

(c) Aneurysm of the abdominal aorta and 
abdominal tumours may or may not be accom¬ 
panied by pain, but when they give riBe to much 
suffering, especially if it is paroxysmal, the condi¬ 
tion is liable to be mistaken for renal colic. On the- 
other hand, renal pain may simulate aneurysm. In 
a large proportion of cases of movable kidney, and 
of renal calculus in emaciated persons, the aortic- 
impulses are exaggerated, and at once attract 
attention; and, as the pain and pulsation are often 
associated together in the mind of the patient, the- 
pain is referred to the area of pulsation, and so an 
incorrect description is given to the surgeon. 

In movable kidney and in fixed displacement of 
the kidney the organ may lie in front of the aorta 
and be carried forward by each impulse. In 
aneurysm the pain is most severe in the back, but 
may extend down the sciatic nerve to the legs. As- 
a rule it is constantly present and dull, with 
intermittent paroxysmal attacks of severe pain,, 
which generally come on during the night or in 
the early morning. Beyond these characteristics 
there is nothing in the nature of the pain to dis¬ 
tinguish it from renal colic; the condition must bo 
recognised by the physical signs. 

In tumours of the abdomen the character of tho 
pain and its duration depend upon the situation 
and the nature of the neoplasm and the organ 
primarily involved. The attending symptoms vary 
greatly, but these and the physical signs are 
generally sufficient to guide .the surgeon. The 
subject is, however, too large to discuss now. 
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{d) The pain of gall-stones , when impacted, very 
closely resembles that observed in renal calculus. 
It is, however, more marked in the epigastric 
region, is associated with jaundice, the voiding of 
■gall-stones, and evidence of a deficiency of bile in 
the stools. 

(c) In appendicitis the pain at the onset is not 
very severe, is accompanied by symptoms of acute 
•disorder of the digestive organs, and is associated 
with swelling in the right iliac fossa, to which 
area the pain is at first limited; whereas in renal 
colic the pain is most severe in the lumbar region 
and downwards to the middle of Poupart’s ligament. 

if) In the severe pain and colic of perforation of 
the hoicel, of hernia, or of intussusception , the 
•extreme and sudden prostration, the disposition 
•of the patient to remain resting in a flaccid posi¬ 
tion with the knees flexed, the history of obstinate 
constipation, retraction of the abdominal walls at 
the onset, followed by steadily increasing abdominal 
distension, make the diagnosis easy. The physical 
signs and the nature of the pulse are generally 
characteristic. 

ig) Neuralgia of the dorsal and lurribar nerves 
gives rise to pain in many respects resembling 
renal colic, and, indeed, a renal affection may be the 
immediate cause of the nerve irritation. When 
due to a perineuritis, spots painful to the touch 
may be found along the course of the nerves or 
their branches. These are generally a little to one 
side of the first or second lumbar vertebrae or about 
the middle of the crest of the ilium. The attacks of 
neuralgia are of frequent occurrence, and are un- 
associated with renal disturbance. 

Differential Diagnosis of Affections of the Bladder 
Causing Pain . 

(a) Cystitis; (6) tuberculosis; (c) tumours; 

id) calculus; ( e) distension—(1) enlarged prostate, 
<2) stricture, (3) tumour, and (4) calculus; (/) rup¬ 
ture ; (g) pericystitis; and (h) cystalgia (coli 
bacillus lesion in women). 

(a) Cystitis is generally associated with pain and 
'frequency of micturition, but the amount of suffer¬ 
ing depends upon whether the inflammation is 
mild, severe, or chronic, as well as the particular 
area of the bladder attacked. 

In mild cases pain is not a marked symptom 
•except during and immediately after micturition, 
when the pain is burning in character. In acute 
eases the onset is sudden, often with a rigor, the 
temperature is raised and may be distinctly febrile; 
the pulse is rapid, and the tongue is coated, the 
digestion disturbed, the stomach and intestine dis¬ 
tended with gas, and the bowels constipated. 

The patient is unable to sleep because of the 
pain and frequent call to micturate. As soon as 
the desire comes it must be gratified—the urgency 
is sudden and imperative. During the act the dis¬ 
comfort is great, but it is at its termination and for 
a variable time thereafter that the burning pain 
is most severe. The patient not only strains to 
get rid of the last drops of urine, but there is 
tenesmus. 

This is the most important symptom. The 
bladder contracts powerfully, but the sphincter 
contracts as well, so that for a time nothing 
happens; the viscus cannot be emptied. Then tbe 
spasm at the neck of the bladder yields for a 
moment or two, and a few drops of urine are per¬ 
mitted to escape. Repeated evacuations of this 
kind occur and are associated with severe pain in 
the rectum., the perineum, and the point of the 
penis. After the viscus has emptied itself its 


muscular wall continues to contract and squeezes 
from its congested mucous membrane a few drops Of 
pure blood. 

Between the acts of micturition the patient 
suffers from a dull aching pain over the pubes, 
which is increased on pressure and by the gradual 
filling of the bladder, and as the organ becomes 
distended a sense of weight and tenderness develops 
in the perineal region. 

Local pain shows itself in three situations: in 
the urethra, over the front of the bladder, and in 
the rectum and perineum. Pain in the suprapubic 
region is usually constant, dull, and aching, while 
in the urethra it is associated with micturition 
only—before and during the act, when the bladder 
is uniformly involved, and principally after the act, 
when the lesion is limited to the neck and the 
trigone. When the base of the bladder is seriously 
implicated, or if the inflammation is very acute, the 
pain may extend jto the rectum and perineum. 

Reflex pain may be referred to the kidneys, the 
umbilicus, the penis, the Bcrotum, and in rarer 
cases to the leg and foot. These reflexes have been 
already described. The symptoms associated with 
cystitis are: 1. The presence of pus in the urine 
with infective organisms; in acid urine, bacillus 
coli, tubercle bacillus, streptococcus pyogenes, and 
pneumococcus; in alkaline urine, staphylococcus 
pyogenes aureus and albus and mixed infections. 
2. Haematuria, the blood corpuscles and colouring 
matter being well suspended in the urine and not 
readily forming a deposit. 3. Abundant mucous 
deposit. 4. Frequent micturition. 

Case 10. Very painful and frequent micturition from 
staphylocooov8 infection of bladder; pyuria and Kasmaturia; 
only 2 or,, of urine retained; acute catarrh of bate; instillation 
of Hirer nitrate; suprapubic drain; lactic bacillus cultures 
and irrigation; cure in six weeks. —The patient, aged 
40 years, married, was admitted to the Glasgow Royal 
Infirmary on August 21st, 1912. complaining of very severe 
pain during and after the act of micturition, so severe as to 
bring on sickness and severe headache. She had an 
inclination to pass urine every half hour, but very little 
came away at each time, not more than 2 oz. The urine 
was muddy and bad-smelling, and was always tinged with 
blood. The urine when passed was alkaline, and contained 
•pus in abundance and “ strings ” of blood. The only organism 
found was staphylococcus pyogenes albus. 

August 27th, 1912: When under an anaesthetic the 
bladder was able to retain 4 oz. only, but after treatment to 
Sept. 6th 7 oz. were retained. An instillation of silver 
nitrate was used.* 

Oct. 19th : Cystoscopic examination. The floor of the 
bladder is inflamed, and there are a number of small 
| prominences on the surface of the mucous membrane in the 
trigone. These are coated with phosphates, which are 
irregularly distributed, forming patches and edges. The 
pure white phosphatic deposit stands out in marked contrast 
to the deeply injected mucous membrane. 

Oct. 29th : Suprapubic cystotomy was performed, and a 
mass of pulpy granulation tissue was removed from the 
neck of the bladder. Dec. 6th : Bladder washed out with 
boric acid solution aBd filtrate of saurine (lactic acid cultnres) 
for five weeks, without much improvement in the local paip, 
but with great improvement in the condition of the urine. 
Yesterday patient had no pain and passed urine naturally. 
Frequency has greatly diminished. Dec. 10th: The wound 
is now closed. Symptoms have undergone sudden improve¬ 
ment. Frequency has been reduced to four or five times 
a day. Dec. 17th : Pain absent for a week. Dismissed. 
March 20th, 1914: Reported well. 

(b) Tuberculosis of the bladder in the early stage 
is associated with frequent micturition, but seldom 
with severe pain. As cystic tuberculosis, is almost 
always secondary to a renal lesion the early sym¬ 
ptoms referred to the bladder are probably an 
example of reno-vesical reflex. It is when .the. base 
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of the bladder, especially the trigone and the neck, 
is attacked that pain becomes a pronounced sym¬ 
ptom. When the infection becomes mixed, and the 
organisms cause decomposition of urea, the urine 
becomes alkaline ; then the suffering of the patient 
is often excruciating during and immediately after 
micturition and is often accompanied by tenesmus. 
It is particularly severe at the end of the act and 
the area of greatest intensity is in the urethra and 
glans penis. As in other forms of cystitis the pain 
is referred to the renal region, over the sacrum, to 
the groin, and down the thighs. 

The symptoms associated with tuberculosis of the 
bladder are : 1. Pyuria in acid urine with tubercle 
bacilli. 2. Evidence of tuberculosis in the kidney. 
3. History of polyuria and small repeated haama- 
turias. 4. Frequent micturition, at first without 
pain, afterwards with severe pain in the urethra 
and the point of the penis during and after mic¬ 
turition. 5. Remission of early symptoms for longer 
or shorter intervals. 6. Tuberculous lesion seen by 
cystoscope. 

(c) Tumours of the bladder are not characterised 
by pain; in fact, the absence of pain is one reason 
why their presence is liable to be overlooked. The 
cardinal Symptom is hsematuria, often symptomless 
in the early stages. In hrematuria the absence of 
pain is too likely to be looked upon as a good omen, 
but the absence of pain, from a diagnostic point 
of view, is a great misfortune. The most clamant 
feature of disease is wanting. The patient may be 
alarmed while the bleeding lasts, but when it stops 
and there is no pain he is willing to regard himself 
as cured by some drug he has taken ; the bleeding 
recurs, and it is stopped by the same remedy, and 
again he is satisfied, whereas if pain had continued 
to be present, as in stone in the bladder, the patient 
would seek advice and procure relief from his 
suffering. 

Case 11. — hematuria during six months , at first small in 
amount , only occasional , and unaccompanied by other sym¬ 
ptoms ; later continuous , and accompanied by frequent micturi¬ 
tion, finally by incontinence , and severe pain; malignant 
adenopapilloma occupying almost entire bladder , infiltrating 
deep structures and surrounding parts ; suprapubic cystotomy 
for drainage; radical operation inadvisable .—The patient, 
aged 62 years, was admitted to the Glasgow Royal Infirmary 
on Jan. 6th, 1913, complaining of hsematuria of six months’ 
duration. When it commenced it amounted to little more 
than a tinging of the urine with blood, and was only 
occasionally noticed. At first the bleeding was unaccom¬ 
panied by pain, but gradually, as it increased, the patient 
experienced difficulty in micturition associated with a 
burning pain at the point of the penis. At first the pain and 
the bleeding were intermittent, but about a month prior to 
admission both became constant and increased in degree. 
Bright red blood clots were passed, and the pain was dis¬ 
tinctly increased when the bladder was emptied. Together 
with these symptoms he had frequency in micturition, 
amounting to 12 or 14 demands in the 24 hours, and duriDg 
the last month he lost control completely. 

He never complained of pain in the back, but in the 
lumbar region, on the left side, there was considerably 
increased resistance, probably due to enlargement of the 
kidneys, and there was pain on deep pressure along the 
line of the left ureter. 

Since ten days prior to admission the patient was confined 
to bed without any remission in the symptoms ; indeed, with 
rest in bed the incontinence became worse. The bowels had 
been regular, but when they were moved considerable sharp 
pain had been experienced, and this for several days before 
he was admitted. Thoracic and abdominal organs were 
normal. The patient was very stoat, the skin of a greyish 
colour and pale, but the mucous membranes and conjunctive 
were well coloured. Urine acid, specific gravity 1010, deeply 
blood-stained, contained much albumin and a deposit of 
red corpuscles, and a considerable amount of pus. 


Jan. 7th : On account of bleeding I found considerable 
difficulty in getting a good view of the interior of the 
bladder, but after several washings a large tumour mass was 
seen nearly filling up the whole of the interior of the viscns. 
Jan. 9th : The patient suffered very severe pain and was- 
losing a large quantity of blood, while the quantity of urine 
passed was very small. A suprapubic incision was made, 
and a large quantity of recent clot and old laminated 
thrombosis was removed. A fragment of the tumour was 
taken for microscopic examination. A drain was inserted 
and the bladder washed out. Jan. 20th: The bladder 
was carefully washed with boric acid solution three times 
daily. The bleeding was markedly reduced and the secre¬ 
tion of urine steadily increased, but the patient’s general 
health was evidently failing rapidly. Under chloroform a 
careful and complete examination was made, when the 
tumour was found to be very large in size, almost filling the 
bladder, infiltrating the deep structures and surrounding* 
parts. The kidneys were enlarged. Tumour an adeno¬ 
papilloma. Feb. 3rd: Patient gradually lost strength and 
died this morning. 

Pain may result from three causes—septic infec¬ 
tion of the bladder, obstruction to the escape of 
nrine, and infiltration of the bladder wall and the 
neighbouring structures by growth. The first 
mentioned is liable to occur after the use of instru¬ 
ments for the relief of retention, and when sepsis 
is established in such cases it is of an acute type 
and all the symptoms of severe cystitis are set up. 
The urethra may be blocked by blood clot or 
portions of the tumour, and pain may arise from 
over-distension, but the involvement of sensory 
nerve filaments in the new formation is the cause 
of greater suffering which is continuous and severe. 
It may be felt in the urethra, in the penis, over the 
bladder, in the groin, and down the leg. In the 
absence of cystitis, pain in the bladder, and radiating 
along the sciatic nerve and the anterior crural, not 
confined to the act of micturition, is a sign of 
malignant disease as distinguished from a benign 
tumour. 

The symptoms associated with tumour of the 
bladder are : 1. Haematuria commencing gradually* 
a few drops at the end of micturition, without pain, 
afterwards with attacks of severe bleeding and 
passage of clots. 2. Frequent micturition with¬ 
out pyuria. 3. Portions of growth may be passed. 
4. No crystalline deposit. 5. No X ray shadow. 
6. Growth seen with cystoscope. 

(d) Calculus in the bladder is indicated by pain* 
haBmaturia, and frequent micturition. The degree 
of suffering depends upon the nature and shape of 
the stone as well as the condition of the. vesical 
mucous membrane. So long as the bladder is free 
from sepsis smooth uric acid calculi, even of large 
size, may occupy it for years without causing much 
inconvenience. But if infective organisms gain 
access, decomposition of urea leads to an alkaline 
reaction of the urine, phosphates are deposited on 
the surface of the stone, and in place of being 
smooth it becomes rough and irregular. Thia 
change in the character of the surface as well 
as the urinary sepsis contributes to the suffering 
of the patient. Therefore, if the stone is smooth 
and the mucous membrane normal, very little- 
annoyance may be caused. This also happens when 
the calculus is fixed in a diverticulum if it is lodged 
behind an enlarged prostate. 

Again, pain may be absent when along with a 
phosphatic stone there is bacillus coli infection 
of the bladder. The acid reaction of the urdne 
causes the surface of the stone to be eaten ijoto 
so that it presents a honeycombed appearance, 
surface entangles the mucus which comes to envelop 
the calculus and so protects the mucous membrane 
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from irritation, while it also prevents the stone 
from being discovered by a sound. I published a 
case of this kind some years ago and said:— 

Case 12. On cystoscopic observation I found a white woolly 
mass occupying the floor of the bladder, the shape of a pigeon’s 
•egg, and about the same size. From its appearance and 
form one suspected the presence of a stone, but on passing a 
eound into the bladder no hard object could be found, 
instructions were given to have the bladder washed out 
Tegularly twice a day for a week. At the end of that time 
another examination was made, and a clear phosphatic stone 
was found lying in the floor of the bladder covered with flaky 
mucus. In this case the stone had become completely 
enveloped in a mucous coating of considerable thickness, so 
that a sound could not possibly convey to the hand or to the 
ear the impressions we usually expect in a vesical calculus. 

On the other hand, if the stone is composed of 
oxalate of lime, a rough, heavy, and jagged stone, 
severe and constant pain is experienced. The pain 
is increased by movement and relieved by rest, is 
aggravated during micturition, especially at the 
ond of the act, when the mucous membrane is 
brought in firm contact with the stone, and may 
persist for some time thereafter. 

The location of pain and the reflex pains are the 
same as in cystitis. The symptoms associated with 
calculus in the bladder are: 1. Haematuria at the 
end of micturition accompanied by pain. 2. Frequent 
and painful micturition. 3. Pyuria and crystalline 
deposit in urine. 4. X ray shows a shadow in the 
bladder area. 5. Stone seen with cystoscope. 

(e) Distension of the bladder. When due to atony 
its wall is sclerosed and its muscular elements are 
degenerated, sensation is impaired, and little pain 
is complained of. Likewise, when the obstruction 
to the escape of urine is slowly developed, as in 
stricture or enlarged prostate, a dull aching pain 
in the region is all that the patient suffers. It is 
when the obstruction is sudden, as in impaction of a 
calculus or blocking with blood clot, that severe pain 
is experienced, and this increases in degree until 
relief is obtained. The most common causes are 
stricture, enlarged prostate, calculus, and tumours 
of the bladder. 

(/) Rupture of the bladder causes severe pain in 
the lower part of the abdomen with a great desire 
to micturate, and may be the result of external 
violence, over-distension, or the misuse of instru¬ 
ments. Spasms of severe pain come on at intervals, 
the abdomen is rigid and tender on palpation, and 
when a catheter is passed only a little blood comes 
away. There is marked shock. The history of 
injury clears the diagnosis. 

( g) Pericystitis may follow injuries to the bladder. 
When an abscess forms in the space of Retzius there 
may be intense pain and strangury and great supra¬ 
pubic tenderness, high temperature, and rigors. 
Pain is not influenced by micturition, is increased 
by pressure in front, and the urine is clear unless 
the abscess ruptures into the bladder. The pain is 
distinctly local. 

(A) Cystalgia I cannot recognise as a separate 
disease, although it has been frequently described 
as such. Cases are undoubtedly met with where 
women suffer severe burning pain extending some¬ 
times to the perineum, increased when sitting, 
and travelling is rendered very difficult, causing 
agony, in these cases a lesion is always found with 
the cystoscope or the urethroscope. 

In addition to the condition just described, a form 
of irritable bladder is common where the patient 
is distressed by frequent micturition during the 
day, and during the night there may be occasional 
incontinence. The only complaint may be pain and 


frequency, and although it may be most troublesome 
and inconvenient to the patient, from the nature of 
the illness she is liable to hide or minimise her 
suffering rather than seek medical advice. 

The cystoscope shows in many cases congestion 
around the neck and some hypereemia of the 
mucous membrane of the first portion of the 
urethra; the urine contains a large quantity of 
mucus and bacillus coli, but no pus. With suitable 
local treatment the symptoms disappear. 


ON THE CONNEXION BETWEEN 
“SOLDIER’S HEART” AND 
HYPERTHYROIDISM. 

By FLORENCE A. STONEY, M.D., B.S. Lond., 

READ OV THE X RAT DEPARTMENT, FULHAM MILITARY HOSPITAL. 


I wish to point out the very close connexion 
there is between hyperactivity of the thyroid 
gland and the tachycardia and breathlessness seen 
in cases of “irritable heart” and “soldier’s heart.” 
This association is a most important one, since the 
thyroid gland is eminently amenable to treatment. 

These cases of “irritable heart” conform to 
slight cases of Graves’s disease. The pathological 
condition of the thyroid gland in Graves’s disease 
shows the gland cells irregularly massed, no regular 
acini, but a mass of actively secreting cells, point¬ 
ing to some bacterial or other stimulus. This 
degeneration may occur in a gland which is not 
enlarged. 

There are probably several chemical substances 
secreted by the thyroid; these different substances 
may produce the different varieties of the disease, 
but they are all derived from the thyroid. This 
is proved by submitting such cases to X rays in 
order to atrophy the gland. The gland can be 
reduced to any required and regulated extent, with 
the result that as the gland grows smaller all 
abnormal symptoms disappear and the man is fully 
restored to health. Malignant cells which are 
actively growing are some of the most easily 
atrophied by X rays; glandular cells are also readily 
affected. The thyroid gland in exophthalmic goitre 
is much more easily affected by X rays than the 
thyroid of a quiescent bronchocele, which may be 
explained by the glandular cells in exophthalmic 
goitre being in a very active condition. 

We know the thyroid is excited by mental stress 
and danger, fright being a not infrequent cause of 
the onset of Graves’s disease. Such conditions 
are produced in a very severe degree by the war 
strain—by the responsibility, the danger, the noise, 
sudden explosions near by, with the accompanying 
horror and nervous shock, and the constant strain 
on the attention, added to severe physical strain. 
History tells us that for years after the Franco- 
German War the people who remained under the 
German heel in Alsace-Lorraine were to a marked 
extent subject to exophthalmic goitre. There are 
many cases of shell shock which show no signs of 
Graves’s disease, and where one can only suppose 
the thyroid has not been adversely affected; but 
other cases show symptoms of hyperthyroidism 
definitely dated by the patient as commencing only 
after one such definite shock, or after burial by an 
explosion. 

The tendency to thyroid degeneration is one 
which runs in families, hyper- and hypo-thyroidism 
appearing in different members of the family, or in 
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the same individual at different times; that is, the 
gland in some families shows marked inability to 
withstand adverse conditions—it is unstable, and if 
exciting causes such as overwork, overworry, or 
pyorrhoea occur, then it degenerates. There are 
other causes besides nerve strain which help to 
cause the actual degeneration of the gland. The 
fact that one cause is to be sought in toxins from 
the alimentary canal is proved by Sir Arbuthnot 
Lane, who cures these cases through stopping 
intestinal stasis by his operation of short circuit¬ 
ing. It is noteworthy that dental caries, tartar, 
and pyorrhoea alveolaris are, or have been, present 
very commonly in these cases, but not universally. 
The thyroid condition persists after all the teeth 
are extracted; but in X ray work I have found 
those patients who have had their mouths 
thoroughly cleansed respond very much more 
quickly to treatment than those in whom constant 
oral sepsis persists. I therefore think there is 
a large probability that pyorrhoea is a common 
source for the causal germs, though not the only 
one. 

Early cases, such as we are seeing in the base 
hospitals as a result of the present war, are often 
unrecognised as to their true nature; above all, 
the connexion of the various groups of symptoms 
with changes in the thyroid gland and the import¬ 
ance of this connexion are unrecognised. The result 
is that these cases drift on for months and months. 
The patients are often looked upon as being the 
subjects of shell shock or as neurasthenics, or 
sometimes as cases of early phthisis, and are sent 
out much in the same condition as when they came 
in, to pass almost at once into some other hospital. 

That X rays, when properly and vigorously 
applied, are a specific for exophthalmic goitre I 
am quite convinced. I have treated these cases 
with X rays during the last seven years, and the 
results are most cheering. I have taken over the 
leavings of both surgeons and physicians, and 
enabled patients to resume an ordinary healthy 
life. One thing which cannot be cured is the 
heart which has been overstrained and dilated for 
several years; it never becomes quite as sound as it 
was before, the heart muscle remaining weak, so 
that the organ is more easily overstrained again than 
a healthy heart; But I have known patients lying 
up for weeks in hospital and at home who did not 
improve, or very slightly, and who did get well 
with X rays even in the adverse conditions of long 
daily toil. Some of my old cases come back to me 
for a couple of X ray exposures when they feel run 
down and in need of a tonic. I have seen several 
cases labelled “debility” or “neurasthenia” that 
were really slight cases of hyperthyroidism which 
did not respond to ordinary medicinal treatment, 
but which got rapidly well when the thyroid gland 
was made a wee bit smaller. 

Exophthalmos is often a late symptom in this 
disease of the thyroid gland, and goitre may never 
be present. 

Many cases with simple enlargement of the 
thyroid (bronchocele) show no symptoms of hyper¬ 
thyroidism for a long period, as there is no 
excess of thyroid secretion into the blood; but a 
time comes when some of them begin with tachy¬ 
cardia, tremors, &c., indicative of a further change 
in the gland, and the pathological finding in such 
cases is that besides the ordinary colloid and gland 
cells found in every bronchocele there are areas 
which show alteration of tissue exactly similar to 
that found in the gland in exophthalmic goitre, 


evincing that the symptoms of hypersecretion are 
not due to the bronchocele but to the secondary 
degeneration of the gland. Thus, one may speak: 
of Graves’s disease or hyperthyroidism which is- 
either (a) primary or (b) grafted on to a pre¬ 
existent bronchocele. I have now treated over 
a hundred cases which include both these groups. 1 
Most of the cases in the present war are primary* 
no goitre having been present apparently before 
enlistment. There are several groups into which 
these early cases of hyperthyroidism fall according 
to which symptoms are the more prominent. 

a roup 1. —Tachycardia. This is perhaps the most usual 
group met with. These patients come in for breathlessness 
or fainting, often quite definitely associated with the effects- 
of some particular shell which has burst in their near 
neighbourhood or shortly after they were buried by some 
explosion, and they say quite definiteh that they were all 
right until that sudden great strain. Some have "been ren¬ 
dered unconscious by the shell; others have not had such a 
severe shock. Some have found the strain of training too 
great, and have been much exhausted by the long marches 
or other heavy physical work. They suffer from giddiness 
and weakness" The heart-beats are most characteristic: 
the frequency may be normal or only slightly quicker that* 
normal when lying down, but on sitting or standing the 
rate goes up to 90-100 or over, only to quiet down 
again by several beats on resuming the recumbent pos¬ 
ture. The heart is often dilated. A skiagram shows 
dilatation of the right auricle and rounding of the 
ventricles. The action is tumultuous. The first sound 
is short and wanting in tone; this is its main charac¬ 
teristic. The heart may be irregular in force and 
rhythm, showing jx>verty of cardiac action. Any murmurs 
resent, though often attributed to valvular disease, are 
arnic or come from incompetence due to over-distension 
and disappear when the heart becomes quiet, unless there 
has been previous endocarditis from some other cause, such 
as rheumatic fever. The pulse is markedly collapsed 
between the heats. There is no oedema of the legs till late 
in the disease when the heart is failing. Such heart failure, 
with u?dema, is seen in civil practice where the heart muscle 
has been overstrained for years and is consequently degene¬ 
rated, but is not seen in these slight early cases, the product 
of this present war. These patients feel very weak; they 
suffer from dvspnrea, prtecordial pain, palpitation, giddiness, 
and fainting." Even after treatment, when the heart has 
resumed its normal beat, the skiagram shows a rounded 
condition of the whole organ. 

(i roitp 2.—Manifest marked perspiration, and tremor which 
becomes more marked on the least effort or excitement. 
The tremor is a fine movement of the . hand or may be 
general, or it may show itself in larger jerky twitehingsof 
the muscles. 

Group 3 .—This group exhibits mainly nerve symptoms. 
These patients tell you their nerves “have gone to bits,’* 
and they are put down as cases of shell shock; but besides 
the effect that shell shock seems to have on the higher 
cerebral centres, there is this definite action, which it may 
have, of upsetting the thyroid gland. These patients are 
“jumpy” and twitch, they have bad dreams, they sleep 
badly, the pulse becomes unduly rapid on the least excite¬ 
ment, they dread everything. The medical attendant says 
they are neurasthenics, but what is meant by this word, and 
what is the underlying physical condition? Does it not 
mean hyperthyroidism, whether due to loss of nervous 
control, nervous exhaustion, or from intestinal toxin, or 
other cause ? 

Group /.—This group shows enlargement of the thyroid 
as the first sign. This is soft and bilateral in early cases, 
and may or may not have been noticed by the patient before 
admission. The swelling is only unilateral where there has 
been previous benign bronchocele. This enlargement may 
be so slight as only to be evident when the patient puts his 
head well hack so a9 to stretch the sternomastoids, and then 
the fullness becomes evident. 

Group 3.— Eye symptoms. Exophthalmos may be the first 
thing noticed. The absence of wrinkles on the forehead and 
v. Graefe’s sign of jerking lids are more common. • 

As the cases progress more and more symptoms 
from the above groups gradually develop. By the 
time the patient reaches the base hospital two or 
more groups are usually present, and even then the 

1 Se<' The Lancet, August 10th. 1912, p. 37 ), 48 cases reported by 
me; also Brit. Med. Jour., August 31st, 1912. 
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true nature of his condition may not be recognised. 
Common combinations are: tremors, nerves shaky 
and skin moist; or breathlessness, tachycardia, 
weakness, and sweating; or nervous twitchings, no 
wrinkles in the forehead, with raised pulse-rate—in 
Tact, the above five groups may be combined in any 
proportion. These cases also show some general 
conditions: they lose weight, feel “ good for 
nothing,” are despondent and irritable, and worried 
by small causes. Nearly all are constipated, though 
the bowels may be relieved daily, and most of their 
mouths exhibit various degrees of pyorrhoea and of 
dental caries. 

Treatment. 

Of methods of treatment there are three: rest 
&nd medicine; surgical treatment; and X ray treat¬ 
ment. If complete success is to be obtained, the 
general condition of the patient must be attended 
to, as well as the loeal affection. 

X ray treatment .—This does not deal with the 
primary cause of the disease, but cures the patient. 
It is the way par excellence to lessen the thyroid 
gland to any desired extent. The points about this 
treatment are the following: I. There is no shock 
or danger to life as in operation. 2. The reduction 
in the activity of the gland can be carried on to any 
desired extent, so as to bring the secretion back to 
the normal amount. Beyond this myxoedema would 
be caused, therefore one has to be careful not to go 
too far. X rays are much more accurate than opera¬ 
tions on the neck, as the dose is adjusted exactly to 
fit each case. 3. There is no pain or unpleasantness. 
The patient merely lies on a couch and has the 
X rays applied to each side of the neck over the 
gland; he does not feel anything and sometimes 
goes to sleep during the treatment. 

One disadvantage of X ray treatment is that it 
requires several sittings spread over a couple of 
months or more according to the severity of the 
case. The length of treatment depends on many 
conditions; the more Xrays are pushed the quicker 
the patient gets well. 

In hospital these soldiers are ideally placed to 
get well They are away from their original source 
of worry and nervous shock, they are well fed and 
cared for, and they can take rest to allow the heart to 
recover tone ; they are, moreover, away from home 
worries, and have no daily duties which must be 
done no matter at what cost to themselves. 

Besides having the secretion of the thyroid 
diminished, these patients require their health to 
be built up in every way possible. One serious 
source of delay is that it takes on an average from 
six weeks to two months to get their mouths 
cleansed, which is a great, almost an essential, 
help to treatment. In many cases some pyorrhoea 
is left behind, which hinders the cure. Another 
point to be attended to is either thorough abdo¬ 
minal maBsage or daily aperients to overcome the 
universal intestinal stasis, of which the patient 
does not complain, but which is always present. 
Rest is useful to restore the weakened heart, but I 
do not keep my patients constantly in bed except 
where such weakness is very acute; many of them 
have had months of bed without result before 
coming to me and are thoroughly weary of it. 

The treatment I pursue is to apply the X rays as 
vigorously as is compatible with safety to the skin. 
At first I did not filter and got much mild derma¬ 
titis, now I give much bigger doses filtered. One 
Sabouraud dose through one or two millimetres of 
aluminium as a filter to each side of the thyroid 
weekly requires about 20 minutes. The results are 


in some oases slow, in others astonishing. A 
languid, tired, irritable, jumpy patient gains week 
by week in mental quietude, gets better tempered, 
more placid, and feels better and stronger; sleep, 
digestion, and pulse all improve, and he gains weight. 
The heart is one of the earliest organs to respond; 
it first becomes regular, then slows down and 
resumes its normal size while regaining tone in 
the first sound. The throbbing in the carotids 
disappears and there is a strong, full, regular pulse, 
steady and quiet even in the upright position, 
though for some weeks longer any excitement or 
emotion raises the rate. After some time exoph¬ 
thalmos is no longer evident, rarely does it per¬ 
sist. The goitre first becomes softer and then 
diminishes in size till the neck becomes normal. 
Even patients who do not show much improvement 
while undergoing the rays show marked improve¬ 
ment a few months later. The only risk is of 
temporary pigmentation of the Bkin which may 
even go on to slight dermatitis, and later in a few 
cases to telangiectasis. 

The treatment requires much patience and atten¬ 
tion to detail on the part of both practitioner and 
patient, but the good results obtained are quite 
worth the time and trouble spent, and if moi;e 
widely used would bring many back to health who 
now drag on an existence for many months in 
miserable weakness and ill-health. The difficulties 
are the time required, and that patients feel so 
much better that they are apt to be discharged 
before being fully cured. 

The main facts I wish to lay stress on are the 
following. 1. Fine tremor in a young man is not 
normal; a healthy soldier returned from the front 
does not so tremble. 2. Excessive perspiration with 
tremor is not normal. 3. Great nervousness, dread, 
and jerky twitchings are not normal. 4. A pulse 
habitually over 90 is not normal. 5. The condition 
called “ soldier's heart ” and “ irritable heart ” 
must be caused by something. These are not 
psychical conditions, to be looked at and labelled, 
but beyond the reach of help. No; they are one 
and all suggestive of oversecretion of the thyroid 
gland, and when so caused can be cured by partial 
atrophy of the gland. If seen early they can quickly 
be cured; if left for months they take longer; but 
they can be cured as certainly as an absceBB is 
cured by opening and draining it. 

The following are notes of four oases at Fulham 
Military Hospital:— 

Case 1.—Private, aged 22. Perfectly well until he 
enlisted on June 6th, 1915. He felt greatly exhausted while 
training, finding the long marches especially trying. On 
July 23rd he was sent to Fulham Military Hospital suffering 
from “ breathlessness and tachycardia.” He was kept 
entirely in bed, but at the end of Bix weeks there was no 
improvement. He was intensely nervous, weak, and pale. 
A skiagram showed a rounded, tumultuous heart. 

When I saw the patient I diagnosed hyperthyroidism of 
the nervous and cardiac types. On Sept. 4th I started 
X ray treatment to the thyroid. I did not keep him wholly 
in bed. He showed slight fullness of the neck, there was no 
pyorrhoea, he was very breathless, his pulse recumbent was 
136, and he was so scared and nervous that I could hardly 
get him to lie quietly on the couch for the first treatment, 
though later he came willingly. During the next week he 
had his second treatment; he was still breathless; pulse 104 
recumbent. On Oct. 18th, after seven treatments, he was 
sent on furlough for a month; therefore X rays were 
stopped. His neck was three-eighths of an inch smaller; 
there was no dyspnoea or tachycardia; he felt strong and waB 
able to be up all day, and in manner was very much quieter. 
All this was accomplished in six weeks. 

When seen one month later the patient was back at his 
depAt. He told me he was so well that he could not get his 
discharge from the army. He was slightly nervous in 
manner, the pulse standing was 72, all other symptoms were 
completely gone, his weight had gone up, and he felt strong 
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and well. He went ont rather too soon, and runs some risk 
of relapse in consequence. 

Case 2— Private, aged 25. In France from November, 
1914, to April, 1915; through Ypres and Neuve Chapelle; 
sent home in April, 1915, for rheumatism, bronchitis, and 
frost-bite. On Sept. 2nd he entered Fulham Military Hos- 

g ital, and was said to be neurasthenic. Weight 8st. 101b. 

[e perspired, had headache, the eyes were misty, but vision 
was normal; he was losing weight, but his collars had been 
tight of late. 

An X ray examination showed the rib cartilages ossified, 
and the heart small, rounded, and tumultuous. On Oct. 18th 
the note of Dr. R. McNair Wilson was: “ High blood- 
pressure, marked vaso motor symptoms, no gross cardiac 
lesion, nervous, toxremia.” On Oct. 25th the patient’s 
medical attendant, Dr. R. Dainty, and I agreed that the 
symptoms were really due to hyperthyroidism, so I started 
X ray treatment. The patient then had fine tremor, perspira¬ 
tion, pyorrhoea; the pulse was irregular in force and rhythm, 
92 recumbent; there was slight gcitre. Nov. 11th : Third 
treatment. Pulse regular, 76 recumbent, pyorrhoea still, 
goitre less, no tremor, no perspiration, felt better. On 
Dec. 16th the patient had had seven treatments, delayed by 
dermatitis. Jan. 8th, 1916: No further treatment. The 
dermatitis had disappeared. The patient had improved 
very markedly since the treatment began, ana had 
recovered a healthy condition. He was no longer 
depressed and good * for nothing, and was feeling strong 
—“better than before Neuve Chapelle.” He weighed 
9st. 91b., and the pulse was regular, 80 standing. The 
headaches, tremor, and perspiration had all disappeared, 
and the patient was able to run without getting undulv 
oqt of breath; the goitre had disappeared, and the neck 
measured one inch less than when X rays were begun, 
two and a half months previously. The case had responded 
ver^ well to treatment, and the patient has now returned 
to his regiment. 

Case 3.— Private, aged 31. In France from November, 

1914. to May, 1915. He was buried by the explosion of a 
shell. Complained of sore feet and excessive perspiration 
in April, 1915. Admitted to Fulham Military Hospital in 
June, 1915. He was sent to me to be treated for very 
excessive perspiration, chiefly in hands and feet. Local 
treatment did not succeed, and I noticed that the pulse 
varied from 68 to 100, while he had distinct fine tremor, 
I therefore changed the treatment to giving X rays over 
the thyroid gland. After five treatments the tremor was 
gone and the perspiration had much diminished. The 
pulse was 80 standing. The patient was discharged, but he 
would have been better with a few more treatments. 


Case 4.—Private, aged 21. In France from October to 
December, 1914; sent home wounded. In France again 
from March to October, 1915. Admitted to Fulham Military 
Hospital on Oct. 9th, 1915, the case being diagnosed as 
“palpitation and disordered action of the heart.” The 
patient had suffered from palpitation for four months, which 
had gradually been getting worse, from shortness of breath, 
and from dizziness and headache. Oct. 26th : Prsecordial 
pain. The heart-beats were hurried, the pulse-rate was 96, 
and there was fullness of the neck suggesting enlargement 
of the thyroid. It was decided to adopt the X ray treatment. 
First treatment: Condition as above. No heart murmurs. 
Pulse 104, regular; goitre large, soft, and uniform ; the neck 
measured 14 inches. Tremor and perspiration were present- 
palpitation frequent. Nov. 9th: Third treatment. The 
patient felt better and the heart was quieter; pulse 100. 
Dec. 16th: Eighth treatment. Only one attack of palpitation 
during the last week; goitre smaller, 13g inches; tremor nil; 
pulse 88 standing. The patient’s medical attendant considered 
him to be a great deal netter. Dec. 29th: Tenth treatment. 
Occasional palpitation; perspiration and tremor gone; pulse 
92 standing; goitre 13g inches, almost disappeared; no 
dyspnoea, dizziness, or headache; occasional pain in the 
chest still. The patient was up and about all day. The septic 
teeth and digestive trouble had delayed this case. After a 
month in a convalescent home the patient has returned to 
his regiment and is reported to be quite well. 


I am now treating with X rays over 20 cases of 
tachycardia or shell shock each week, and several 
patients have already been discharged back to their 
regiments. 

I am indebted for the above cases to the kindness 
of the other medical officers of the Fulham Military 
Hospital who have allowed me to treat their 
patients, and especially am I grateful to our com¬ 
manding officer, Major C. T. Parsons, R.A.M.C., 
for his constant help and interest in everything 
which concerns the department. 

Nottingham-pUoe, W. 


Httintal Satieties. 


ROYAL SOCIETY OF MEDICINE. 


SECTION FOR THE STUDY OF DISEASE IN CHILDREN. 

Exhibition, of Cases, Tracings, and Specimens. 

A meeting of this section was held on March 24th, Dr. R. 
Hutchison, the President, beiDg in the chair. 

Dr. Hugh Thursfield showed a case of Rickets in a. 
girl aged 2^ years, with old fractures of both clavicles, both 
femora, and both humeri, and recent fractures of right 
humerus and left fibula and tibia. She had marked rickety 
deformity of the thorax. 

Dr. H. C. Cameron showed a case of Osteogenesi* 
Imperfecta in a girl aged 5 months. Three other children in 
the family. No history of fractures in any relatives. Bom at- 
full time. The baby was small, though not ill-nourished. 
On admission there was tetany of the hands, and the spasm 
could be made very marked by rendering the hand cyanosed 
by the pressure of an elastic band around the upper arm. In 
a few days this disappeared. Until admission the baby was 
breast-fed. The shape of the skull was typical. The bones 
of the skull generally were very thin, and in many places 
yielded on pressure. The ossification was most defective in 
the lateral parte of the skull, which were formed largely in 
membrane, forming persistent lateral fontanelles of con¬ 
siderable size. The skull presented a superficial resemblance 
to that of hydrocephalus of mild degree. The limbs were 
somewhat curved and a little short. A thickening due to- 
callua could be felt in the shaft of the right femur. The 
sclerotics were somewhat blue. 

Dr. J. L. Bunch showed, amongst others, a case of 
Papulo-necrotic Tuberculide. 

Dr. J. D. Rolleston showed a oase of Transient Hemi¬ 
plegia in Diphtheria and Diphtheritic Onychia. The patient,, 
a boy aged 5 years, was admitted to hospital on Oct. 6th,. 

1915, with severe faucial diphtheria on the third day of 
disease. 20,000 units of antitoxin were given on admission,. 
16,000 on the 7th, and 12,000 on the 8th. The throat became: 
clean on the 11th. An urticarial rash appeared at the injec¬ 
tion site on the 12th, and persisted till the 15th. The same 
day the heart, hitherto normal, showed some slight left-sided 
dilatation and an occasional extrasystole, and the child 
vomited. On the 16th triple rhythm developed and the liver 
became enlarged. On Nov. 2nd the voice became nasal. On 
the morning of the 3rd, the thirty-first day of disease, a- 
circinate rash appeared on the limbs. Temperature 97-8° F. 
During the day the patient complained of abdominal pain, 
and at 10 p.m. became very pale and almost pulseless. At 

I. 30 A.M. the face, eyes, and arms twitched, and between 
4 a.m. and 6.40 a.m. he had general convulsions. At 

II. 20 A.M. he was found to have complete loss of power in 
the right upper and lower extremities. There was slight 
facial palsy. The right abdominal reflex was less marked 
than the left. Both plantar reflexes were flexor. There 
was no ankle clonus. The knee-jerks were absent 
He seemed to understand what was said to him, but 
could not speak. The left index, middle, and ring finger* 
each showed a bulla on the terminal phalanx. At 7 p.m. 
he had recovered some power in the right upper 
limb, but the lower limb was still paralysed. The right 
plantar reflex was now extensor. He could now speak a few 
words. On the following morning he had quite recovered hi* 
speech and could move his right arm and leg freely. The- 
right plantar reflex was still extensor, but became flexor the 
next day. The voice remained nasal until Nov. 29th, but no- 
other nervous symptoms developed, and when he was allowed 
up on Dec. 3rd, the sixty-first day of disease, he could walk 
without support. In spite of a variety of local application* 
the lesions in the fingers showed no tendency to heal, but 
sloughing took place, especially in the middle finger. No 
membrane was seen at any time. There was no constitu¬ 
tional disturbance nor any rise of temperature. On Jan. 19th, 

1916, a culture taken from the lesion on the middle finger 
showed numerous groups of diphtheria bacilli, and 8000 unit* 
of antitoxin were injected. Within a week the lesions, which 
had been in existence for two and a half months, had com¬ 
pletely healed. 
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Dr. E. B. Gunson showed a case o£ Gangrene of the Leg 
following Diphtheria. The patient, a boy aged 6 years, was 
admitted to hospital on Jan, 5th, 1915, with severe fancial 
diphtheria on the fourth day of the disease. He was given 
20,000 units of antitoxin on admission, and again on the 
follovdng day. On the seventeenth day the pulse became 
markedly irregular, the onset of arrhythmia being followed 
by marked increase in cardiac and liver dullness. On the 
eighteenth day there was a sudden onset of acute pain, 
referred to the right popliteal space. On the following day 
a ring of discolouration appeared below the knee and the leg 
became cold. Gangrene of the right small toe and outer 
aspect of the foot developed on the twenty-second day, and 
gradually involved the whole of the leg below the level of 
the knee-joint. Sloughing of the skin appeared at the line 
of demarcation on the forty-ninth day. Palatal, pharyngeal, 
and diaphragmatic palsies developed during the fifth and 
sixth weeks. Amputation of the right leg was performed by 
Mr. H. S. Clogg, the patient ultimately making a complete 
recovery. 

Dr. 0. O. Hawthorne showed tracings of a case of Rapid 
Respiratory Rhythm apart from other Evidence of Disease. 
The patient, a girl aged 8 years, was under observation in 
hospital for some six weeks, and no evidence of organic 
disease was discovered. The respiratory rate was constantly 
quickened (60 to 80 per minute), and occasionally exceeded 
the pulse-rate ; when the child was asleep, however, it fell 
to 20 to 25. There were no other symptoms, and save for 
the rapid breathing the child seemed to be in a normal state 
of health. When she left the hospital the respiratory rate 
was about 40 per minute. 

Dr. E. A. Cockayne showed a case of Paroxysmal 
Hsemoglobinuria. The patient, a boy, lived abroad until 
March, 1915, where he suffered slightly from malaria. There 
was a history of a miscarriage before he was born, and of a 
still-born premature child two years ago. The first attack of 
hsemoglobinuria occurred the day after landing in England. 
He was free in the summer, but in the autumn with the onset 
of cold weather attacks had occurred fairly often. Previous 
to the attack the ears and feet felt very cold, but there were 
no definite phenomena of Raynaud's disease. The child was 
thin and very anaemic. No definite stigmata of congenital 
syphilis. The urine during an attack was coffee-coloured 
and contained haemoglobin and methsemoglobin, but no red 
corpuscles and no casts. The Wassermann reaction was 
strongly positive. 

Pathological specimens were shown by Dr. Rolleston 
and Dr. H. C. Cameron. 


ROYAL ACADEMY OF MEDICINE IN 
IRELAND. 


Section of Medicine. 

The Soya Bean (Glycine Hitpida ) and its Uses in Physiology 
and Medicine. 

A meeting of this section was held on March 3rd, 
when Dr. W. G. Smith read a paper on the Soya Bean 
( Glycine Hispida ) and its Uses in Physiology and Medicine. 
Attention was drawn to its important dietetic and economic 
applications, which admit of considerable extensions if 
its cultivation be extended in our colonies, especially in 
South Africa. The seeds are free from starch and sugar 
and have been utilised in the treatment of diabetes. 
The chief topic of the paper referred to the striking dis¬ 
covery by Takeuchi, a Japanese savant, that the bean con¬ 
tains a specific ferment, urease, which rapidly converts urea 
into ammonium carbonate. The general principles of 
enzyme action were briefly mentioned, and the modes 
whereby they operate. The relations of ordinary urea to 
ammonium cyanate and of sulphyr urea (thio-urea) were 
discussed, and the mutual reversibility of the process in each 
case was experimentally shown. The almost immediate 
influence of urease in converting urea into ammonium 
carbonate was demonstrated, and it was pointed out that 
urea had recently been discovered in a number of plants, 
up to as much as 3*5 per cent, in a fungus. A practical 
point in connexion with urease is its application to the 
quantitative estimation of urea. The most rapid methods of 
estimation for routine work are . ( a ) The hypobromite 
method. ( b ) Folin’s process with MgCl a and HOI. (d) The 
most accurate method is by urease. The ammonia is 
absorbed by decinormal sulphuric acid. 


Dr. T. P. C. Kirkpatrick asked whether the estimation 
of urea could be carried out in clinical work, or must the 
urea be in a pure state. 

Dr. A. R. Parsons complimented Dr. Smith on the 
clearness with which he had dealt with a somewhat abstruse 
subject. He could confirm the almost invariable presence of 
starch in so-called “ diabetic foods "—he had once found as 
much as 60 per cent.—and thought soyabean might prove 
very useful in this respect. He was very glad to hear of 
this method of estimating urea, as he had found the hypo¬ 
bromite method unreliable. He would like to know how 
urease was prepared commercially, and where it could be 
obtained. 

Dr. J. Craig said that soya bean had been in use as a 
cattle food for some time. In some cases cattle had died 
in a rather mysterious way, and he would like to know 
whether urease could act on any other nitrogenous substance. 

Professor A. E. Mettam asked whether the term ‘ ‘ glycine ” 
indicated any connexion with the substance glycin which 
combined in the kidneys with benzoic acid to form hippuric 
acid. 

Sir J. W. Moore recalled the fact that a proportion of 
carbohydrate in the diet was very desirable in diabetes. 

Dr. Smith, in reply, said that the estimation of urea by 
urease was quite applicable to clinical work, and was, in 
fact, a very simple and easy method. In the case of cattle 
urine an estimation was afforded of the allantoin nitrogen 
also. He considered the name •* glycine ” quite independent 
of any other similar term. _ 

Section of Pathology. 

Exhibition of Cultures and Specimens. 

A meeting of this section was held on Feb. 18th, Dr. R. J. 
Rowlettb being in the chair. 

Dr. W. D. O’Kelly exhibited cultures which were prepared 
in connexion with the work he was carrying out under Pro¬ 
fessor E. J. McWeeney for the Medical Research Oommittee. 
They illustrated the culture points of differentiation between 
the bovine and human types of tubercle bacilli. He fortu¬ 
nately succeeded in making direct cultures on the egg 
medium, thus getting over the difficulty of isolating the 
organisms without animal inoculation. The only difficulty 
now was to secure the material ud contaminated; if this were 
obviated a high percentage of successful direct cultures 
should result. 

Mr. R. M. Bronte exhibited cultures of tubercle bacilli 
of human, bovine, and avian type. 

Dr. W. Boxwell showed organs removed from a female 
patient aged 28, on whom Mr. Henry Stokes had previously 
performed an operation for the cure of ectopia vesicas. After 
removal of the uterus, the ureters had been successfully 
transplanted into the rectum, and for some time the patient 
had done very well. Subsequently, however, one of the 
ureters had broken loose from its new point of attachment, 
probably, as Mr. Stokes had suggested, through ulceration, 
due to defective blood-supply in the button of mucous 
membrane left around the end of the transplanted ureter. 
A pelvic abscess then formed which opened into the 
vagina, through which urine was thenceforward voided. 
The patient ultimately died three months after the opera¬ 
tion from ascending pyelonephritis in both kidneys. The 
interest of the exhibit mainly lay in the relative rarity of 
this malformation in a female, and in the condition of the 
surviving ureteral papilla in the rectum. This was quite 
pervious, and apparently firmly attached, but was in a con¬ 
dition of superficial necrosis, all the transitional epithelium 
having perished with the exception of one tiny shred on its 
mucous surface, as Bhown in microscopic sections. This 
patient had passed for a boy until the date of the first 
operation, and neither she nor her people were ever dis¬ 
abused of this impression. She had a slight boyish figure, 
rather hairy arms and legs, and a deep-toned voice, but the 
total absence of circumoral hair and well-developed breasts 
of a woman. 

Professor A. E. Mettam showed a specimen of Spontaneous 
Tuberculosis in a Rabbit. 

Dr. J. H. Pollock showed specimens of Melanotic Tumour, 
Metastases in Lungs and Liver, and Portal Thrombosis and 
Cirrhosis in latter. 

Dr. T. T. O'Farrell showed a Stomach removed post 
mortem which exhibited two ulcers in the fundus and a 
carcinoma at the pylorus. 
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Liverpool Medical Institution.— A meeting 

of this society was held on March 9fch, Major Charles J. 
Macalisber, the President, being in the chair.—Mr. C. A. A. 
Dighbon related a case of Sarcoma of the Nose and Naso¬ 
pharynx. The tumour was removed under chloroform in 
September, 1914. The operation performed was a sub labial 
lateral rhinotomy, and in addition a wedge-shaped section 
of the upper jaw and palate was removed. The patient 
was shown. She was healthy and there had been no 
recurrence.—Dr. F. H. Barendb read an amusing and 
interesting paper on the Use, Misuse, and Abuse of Soap. 
He described the various pharmacopueial preparations of soap 
and discussed their relative value. In his opinion far too 
much soap was used, he said.—The President and Major 
Rushton Parker both joined in the discussion.—Captain 
T. R. W. Armour read an interesting paper on Military 
Orthopaedics, in which he divided these cases into two 
groups: (1) Disabilities occurring in men under training, 
such as cases of flat feet, hallux rigidus and valgus, pes 
cavus, internal derangement of the knee, hysterical de¬ 
formities of hip and spine, sprains, and old fractures; (2) 
cases due to wounds or other injuries received on active 
service. Captain Armour described a series of deformities 
produced by fractures of the femur, fractures involving the 
shoulder, elbow, wrist, and hand, injuries to muscles and 
nerves, and showed several radiographs illustrating the cases. 
The principles underlying the treatment of each case were 
discussed and progress described. Reference was made to 
the value of active exercises carried out under proper super¬ 
vision as part of the treatment, and the necessity for getting 
the men to take intelligent interest in their own cases. 
Several points were brought forward with regard to the 
adaptability of stumps for the application of artificial 
limb3.—The paper was discussed by the President. Major 
Rushton Parker, Ulr. G. P. Newbolt, Mr. F. A. G. Jeans, and 
Captain J. Lloyd Roberts. 

London Dermatological Society.—A meeting 

of this society was held at St. John’s Hospital for Diseases 
of the Skin on March 21st, Dr. J. L. Bunch, the President, 
being in the chair.—The President showed, among other 
-cases, a Belgian with a mixed large and small Follicular 
Syphilitic Eruption on the Trunk of three to four months’ 
duration ; the patient also had an atrophic scarring on the 
left eye, caused by a shell. A most successful trans¬ 
plantation had been performed in this region.—Dr. Morgan 
Dockrcll showed a case of Idiopathic Multiple Hemorrhagic 
Sarcoma which had greatly improved under thyroid extract 
and streptococcal vaccines. He also exhibited a case 
of Perforating Ulcer in a man who had received nine 
injections of salvarsan without any appreciable result. The 
condition was steadily improving under mercurial treat¬ 
ment.—Captain W. Griffith. R.A.M.C., showed a case of 
Pustular Folliculitis affecting the legs and thighs which had 
been treated by the Simpson light.—Dr. W. Knowsley Sibley 
.showed, amongst other cases, a girl, aged 16. who had a 
rather unusual ulceration on the front of both legs, due to 
sitting before the fire.—Major E. G. Ffrench, R.A M.C., 
showed a case of Strumoderma in a youth, the lesions 
occurring on the face and neck, which had been somewhat 
improved by applications of the Simpson light.—Captain 
■C. H. Mills showed a case of Syphilis on an old-standing 
psoriasis. The patient also had a peculiar horny growth on 
the umbilicus. 


Medical Magistrates.—M r. Barclay Josiah 
Baron, M.B., C.M. Ediu. (the Lord Mayor), and Mr. Colston 
Wintle, L.R.C.P., M.Ii.C.S. (chairman of the Health Com¬ 
mittee), have been placed on the commission of the peace for 
the city of Bristol. 

The “ Star and Garter ’’ Home.—T he follow¬ 
ing will act as the consulting staff at the “ Star and Garter” 
Home for Totally Disabled Soldiers and Sailors :—Consulting 
physician, Sir David Ferrier, F.R.S.; visiting physician. Dr. 
S. A. Kinnier Wilson; consulting surgeon. Mr. Wilfred 
Trotter; consulting urologist, Mr. J. Thomson Walker; 
consulting ophthalmic surgeon, Dr. A. C. Hudson ; honorary 
dentist, Mr. Donald Campbell ; honorary surgeon, Mr. Harry 
Wade. 
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The Treatment of Acute Infectious Diseases . 

By Frank Sherman Meara, M.D., Ph.D., Professor of 

Therapeutics in the Cornell University Medical College in 

New York City, &c. New York : The Macmillan Company. 

1916. Pp. 540. Price 16 s. net. 

In regarding the group of infectious diseases from 
the point of view of the therapeutist we might 
endeavour to divide them into two classes—those 
for which some specific remedy has been discovered, 
and those for which none such has so far come to 
light, and in which, therefore, we are reduced to the 
practice of merely expectant or symptomatic treat¬ 
ment. We might again subdivide the former class 
into those, on the one hand, for which some recog¬ 
nised chemical compound or drug is efficacious, 
aud those, ou the other, for which some pro¬ 
duct of vital reaction is brought into play by 
the use of a serum or vaccine. Hitherto 
only malaria and syphilis appear susceptible to 
specific drug treatment, unless the use of emetine 
in dysentery or of the salicylates in rheumatic fever 
may be regarded as specific; while the list of 
diseases for which treatment by serum or vaccine 
is uniformly successful would narrow itself down 
to diphtheria, and perhaps tetanus, gonorrhoeal 
septicaemia, and cerebro spinal meningitis, to which, 
must be added, if prophylaxis is classed as treat¬ 
ment, small-pox, enteric fever, and hydrophobia, 
and possibly plague and cholera, for all of which 
preventive vaccination has varying claims to our 
regard. 

The book before us does not attempt any such 
classification but proceeds on ordinary lines, the 
diseases being merely arranged in the order which 
appeals to the author. The list includes rheumatic 
fever and leprosy, but not acute generalised tuber¬ 
culosis or gonorrhoea or syphilis. The first two 
chapters deal with the symptoms of infection such 
as pyrexia and with the methods of combating 
them, and with the diet suitable to febrile con¬ 
ditions, which the author urges should be more 
liberal than is usually considered advisable, in 
order to make up for the wasting that accompanies 
toxaemia. He holds that after the first few days 
the digestive system resumes its activity and can 
deal with a considerable quantity of suitable food. 
Plenty of water is also called for. The diseases 
are then considered separately in full detail, the 
method involving a good deal of repetition, but 
being perhaps convenient for rapid reference. 
Among the advice given we note that the author 
is not in favour of the use of alcohol in febrile 
conditions—advice which is very usually founded 
rather on theory and prejudice than on observation 
of the effects produced by the drug. He speaks 
highly of the rectal administration of salicylates in 
rheumatism, and also of their employment by 
intravenous injection. He upholds the bath treat¬ 
ment of enteric fever,^which has never made much 
progress in this country, but seems to be largely 
employed in the United States of America. 

The fullness of the advice given as to the 
treatment of the various diseases should render 
this book acceptable to practitioners who are called 
upon to deal with them, and the counsel given is 
throughout sound and practical. Doses are given 
both in apothecaries 1 weights and measures and 
in the metrical system. A few mistakes are notice- 
! able, as, for example, in placing vaccine treatment 
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of rheumatism under ‘'complications” of that dis¬ 
ease, and in the sentence (p. 500) “ glowing accounts 
of vaccines (sic) have followed the use of Hiss’ 
leucocytic extract,” in which the word vaccines 
appears to take the place of some term such as 
“ successes.” There are few typographical errors, 
and the book is well got up and adequately indexed. 


JOURNALS. 

The Journal of Physiology. Edited by J. N. Langley, 
Sc.D., F.R 8. Vol. L , No. 3. Cambridge : University Press. 
February, 1916. Pp. 157-216. Price 4*.—The Mechanism 
of Fluid Absorption from Tissue Spaces, by F. H. Scott. It 
is well known that the volume of the blood rapidly increases 
after haemorrhage, which is due to the passage of fluid from 
the tissue spaces back into the blood capillaries. The change 
is rapid and oannot be accounted for by lymph flow. 
Indeed, it occurs after the thoracic duct is ligatured and 
afte? the intestines have been removed. Two theories have 
been put forward to explain this absorption of fluid : the 
backward-filtration theory of Landerer (1884) and the 
osmotic theory of Starling (1896). In the first theory it is 
assumed that when the pressure in the capillaries falls 
below that in the tissue spaces the fluid is forced 
back into the capillaries. According to Starling, there 
is normally a balance in the production and absorp¬ 
tion of tissue fluid between the filtration pressure 
in the capillaries and the osmotic pressure of the 
colloids of the blood and tissue fluid. Plasma and tissue 
fluid are practically identical in their composition in every¬ 
thing except protein. The blood proteins exert an osmotic 
pressure of about 4 mm. of Hg for every 1 per cent, of 
protein. Since the plasma contains more protein than 
the tissue fluid its osmotic pressure is greater, and this 
greater osmotic pressure should cause an absorption of 
fluid when the capillary pressure is reduced. It seemed 
possible to the author that a comparison of the protein 
content of the blood before hemorrhage and a short time 
after it might throw light on the nature of the fluid 
passing into the blood. The author determined the 
protein content of the fluid entering the blood-vessels 
after haemorrhage in three cases in dogs. Experiments 
were also made in the blood of the living animal 
diluted with Ringer's fluid. The salt solution rapidly 
leaves the blood for the tissue spaces, so any backward 
filtration is excluded. The author finds that as large 
or larger increases in the nitrogenous bodies of the plasma 
occur after injecting Ringer’s fluid (when all backward 
pressure is excluded) as occur after haemorrhage. After 
haemorrhage the fluid passing back into the blood must 
contain less protein than the plasma, whether it passes back 
by osmosis or by filtration ; it will then necessarily cause 
protein to pass from the cells into the plasma. An increase of 
protein in the plasma after hmmorrhage is no evidence of back¬ 
ward filtration, and is consistent with Starling’s view that the 
fluid passes into the capillaries by osmotic action. The 
author’s results are grouped as follows : (1) After haemorrhage 
an increase occurs in the total protein of the blood plasma, 
corresponding to a total protein content of 06to 2 09 per cent, 
in the fluid which has passed through the capillary wall from 
the tissue spaces to the blood ; (Z) injection of Ringer’s fluid 
into the blood leads to a similar increase of protein, even 
though the injected fluid is leaving the blood for the tissue 
spaces at a rapid rate ; (3) the increase of protein occurring 
after haemorrhage may then be attributed to the passage into 
the blood of fluid from the tissues containing little, and possibly 
no, protein. The increase is not inconsistent with Starling’s 
theory that the increase in the volume of the blood occurring 
after haem orrhage isdue to theosmotic pressure of its proteins. — 
Glycolysis in Diabetic Blood, with a Method for the Estimation 
of*Blood Sugar, by Hugh Maclean. According to the author, 
the problem of the action of diabetic tissues on glucose is 
still unsolved, and the question of excessive excretions of 
sugar in the urine in experimental and ordinary diabetes 
Reems as obscure as ever. Conclusive experimental evidence 
that in diabetes the tissues have actually lost, either wholly 
or in part, the power to oxidise glucose is difficult to 
obtain. Perhaps the said power is by no means lost. Indeed, 
there does not appear to be any conclusive evidence at 
present that the diabetic organism as a whole is less able to 
destroyBugar than the normal one. Evidence is gradually 


accumulating which points to a lack of power to store sugar 
in a 8table form as a more likely fundamental cause 
of glycosuria than an ability to oxidise sugar. The 
heart of a depa icreatised dog originally was said to be 
unable to utilise glucose, and the same obtains in a diabetic 
heart perfused with Ringer’s solution containing sugar. 
Later experiments show that the heart of the depancreatised 
dog destroys sugar, as evidenced by the diminished reducing 
power of the liquid after passing through the diabetic heart. 
The results of the study of the respiratory quotient point 
in the opposite direction and would appear to indicate that 
little or no sugar is destroyed. Normal human blood is 
known to destroy sugar when incubated at 37° C. There is, 
however, great difficulty in the accurate estimation of the 
sugar in small amounts of blood. The author gives a full 
account of his new method of estimating sugar in blood, for 
which we must refer the reader to the original. The author 
finds that there is no decrease of glycolytic power in diabetic 
blood ; if the mechanism of sugar oxidation in the blood is 
similar to that in the tissues, it must be inferred that the 
diabetic tissues also possess the power to destroy sugar.— 
Studies in Calcium Metabolism : I. The Deposition of Lime 
Salts in the Integument of Decapod Crustacea, by J. H. Paul 
and T. S. Sharpe. A crab before ‘ ‘ moulting ” refases food, lives 
a very inactive life, and seeks shelter. A crab—in the stage 
called “ Pillans ” on the North-East of England—denuded 
as far as possible of its hard shell, does not increase in size 
as it does when the animal leaves its shell naturally. The 
integument becomes more leathery, but calcium carbonate 
cannot be demonstrated in it. Certain internal conditions 
must obtain if the very rapid deposition of calcium carbonate 
is to proceed. Different animals, however, vary considerably 
in the rate of deposition of calcium. The general results may 
be summarised as follows : 1. After moulting there is a 
rapid deposition of calcium carbonate in the shell of 
decapod crustaceans. 2. In the edible crab calcium 
phosphate is present in the hepato-pancreas to the extent 
of about 20 per cent, of the bulk of the gland immediately 
before moufting. 3. After the shell has hardened this 
calcium salt is practically absent from the gland 4. The 
lobster does not store calcium in its gland as the edible 
crab does, but Lithodes maia , the stone crab, shows a slight 
storage. 5. Oil is present in the gland before moulting. It 
comprises from 20 to 50 per cent, of the total weight. When 
the shell has hardened it has almost disappeared, like the 
calcium salts. The iodine value is in inverse ratio to the 
quantity of oil and to the quantity of calcium. 6. The volume 
of blood is markedly increased immediately after moulting, 
even increased ten-fold. The total amount in circulation is 
greatly increased, although the percentage of calcium is prac¬ 
tically constant. 7. Calcium is probably present in the blood 
as a salt of a fatty acid, and, since formic and butyric 
acids have been found to be present in combination with 
some base in the blood, they are to be regarded as the 
carriers of the metals. They are the members of the fatty 
acid group which most easily dissolve calcium salts.— 
Observations on the Nerve Endings, Receptive Substance 
and Contractile Substance of Muscle, by D. Noel Paton and 
Leonard Findlay. The conception that there is a “ receptive 
substance,” a peripheral neuromyal mechanism, a sub¬ 
stance lying in proximity to the nerve ending, we owe to 
Langley. The action of curare on the muscles of the cat 
with nerve intact and then on recently denervated muscle 
was investigated. The authors think their results show that 
the “receptive substance” generally remains unaltered for 
some time after the nerve has ceased to act, and in 
this condition would give the results described by Langley 
with curare and nicotine. It is also possible that the 
1 * receptive substance ” may in some cases have its excitability 
modified during the process of degeneration of the nerve, 
and the galvanic response characteristic of the reaction of 
degeneration may be the result of the degeneration of 
this substance.—The Cerebro-spinal Fluid. IV. Circulation, 
by W. E. Dixon and W. D. Halliburton. After epitomising 
their own work and that of other observers, the authors 
studied the effects of absorption from the cerebro-spinal 
fluid of various more or less easily detectable substances in 
the dog, and also absorption into the same fluid. Some 
experiments were made with dyes and pituitary extract. 
Amongst other results we note the following : 1. Substances 
introduced into the cerebro-spinal fluid appear rapidly in 
the blood and do not find exit by lymph channels. Readily 
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The Health of Munition Workers. 

It will be remembered that last year a Com¬ 
mittee was appointed with the concurrence of the 
Home Secretary and under the chairmanship of 
Sir George Newman, the principal medical officer 
to the Board of Education, with the following 
reference:—“ To consider and advise on questions 
of industrial fatigue, hours of labour, and other 
matters affecting the personal health and physical 
efficiency of workers in munitions factories and 
workshops/' This Committee has already made 
a number of valuable reports to the Ministry 
of Munitions, and the last four Memoranda 1 are 
of the first practical importance at the present 
moment. Munitions are being produced at high 
pressure, and the Memoranda suggest how, without 
lessening our output of guns, of shells, and of other 
appliances of war, we may obtain a supply equal to 
our needs with greater economy of life and health 
of our fellow-citizens of both sexes. The inquiries 
of the Committee are not directed to these subjects 
only in connexion with the war, nor has its advice 
an application limited to the munition workers for 
whose benefit it is promulgated as a matter of 
urgency. Commercial industry will have to be 
organised with energy, and factories will continue to 
be worked at full pressure when war is over, if we 
are to maintain our national position in the world’s 
markets; and the Committee points out that, to 
the detriment of both health and wealth, the 
management of our factories has hitherto been less 
based upon experimental science than has been 
the case in the business concerns of Germany, the 
enemy whose industrial organisation and energy 
are now standing her in such good stead. 

In the Memorandum VII. upon industrial fatigue, 
the Committee expresses the hope that the study 
of this subject, now forced into notice by imme¬ 
diate need, may have results that will benefit the 
industries of the country during coming years of 
peace. One impression produced by this Memo¬ 
randum is that in these days of stress we are 
paying dearly now for errors committed in the 
past, and for recklessness in regard to health per¬ 
mitted in the nineteenth century under conditions 
of plentiful labour and industrial expansion. The 
scientific and physiological aspects of fatigue 
described in this Memorandum might well have 
been realised in times of peace, and we ought 
not to have had to wait until the war arrived 
for the outlining of practical remedies and 
the regulation of hours of labour, so that the 
health of the worker might be conserved and the 
fruits of his toil increased. Certain industrial 

1 Memorandum VII., Industrial Fatigue and its Causes. Cd.8213. 
VIII.. 8pecial Industrial Diseases. CM. 8214. IX., Ventilating and 
Lighting of Munition Factories and Workshops. Od. 8216. X , Sick¬ 
ness and In jury. Cd. 8,216. Obtainable from the usual official publishers, 
or through any bookseller. 


undertakings, arising out of the war, have special 
problems of their own—for example, the risks 
entailed by exposure to lead, tetrachlorethane, 
nitrous gases, and nitro explosives. In Memoran¬ 
dum VIII. dealing with special industrial diseases, 
the Committee usefully draws attention to the 
existing regulations established by the Home Office 
in 1901 in regard to the risks of contact with lead, 
but it does not appear that the handling of 
bullets gives rise to serious lead poisoning. 
The symptoms of poisoning due to tri-nitro-toluol 
(T.N.T.) are described and measures for minimising 
the risk are ontlined. Similarly the eczema arising 
from contact with tetryl, or tetrfv-nitro-methyl- 
aniline, is referred to, and here again protective 
measures are suggested. The Committee refers 
to the various leaflets and memoranda, dealing 
in greater detail with industrial diseases aud their 
prevention, and issued by the Factory Department of 
the Home Office, and in many directions they have 
relied upon the assistance of Dr. T. M. Legge, the 
senior medical inspector at the Home Office, whose 
wide experience has been of the greatest value. 
In Memorandnm IX., which discusses ventilation 
and lighting, the Committee sets out considera¬ 
tions and suggestions which, it hopes, may 
prove of assistance to those responsible for the 
ventilating, heating, and lighting of old factories, 
and for the planning of new factories and work¬ 
shops. In Memorandum X. it inculcates the im¬ 
portance of two cardinal principles:—that the 
prevention of disease is better than waiting till it 
has to be cured; and that treatment to be effective 
must deal with disease at its beginning, steps being 
taken to secure recognition of its presence at an 
early stage. 

The urgency of the demand for increased supplies 
to our armies in the field has been the cause 
of the evils which have arisen, and it is recognised 
that injury to the health of munition workers, 
where it has occurred, has been largely due to 
their own patriotic zeal. The Committee has rightly 
laid stress upon the increase or diminution of 
output as the most direct test with regard to 
fatigue, and in explaining this has been careful 
to supply examples from actual experience, which 
are likely to appeal more directly to many laymen 
than explanations of the causation of fatigue from 
the point of view of the physiologist. Excessive 
fatigue due to overdriving the human machine 
is thus placed in its true light, not as a hardship 
which must be endured by the worker for the sake 
of the cause in which he is sacrificing his comfort 
or his health, but as an enemy, to him and to the 
country, which must be guarded against, because it 
diminishes production and because any loss of 
health due to it is a useless and wasteful extrava¬ 
gance. Moreover, the Committee recommends that 
proper management should take account of 
the output of particular individuals, aud explains 
that where this has been done variations of 
individual output have been discovered which 
have been independent of personal willingness 
and industry. Two good results thus ensue: it 
has been possible to detect in individual workers 
superiority of method, obtaining from their example 
valuable hints for the instruction of others, and 
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also to impose upon each the work best suited 
to his powers, rearranging and assigning the work 
in such a way as to secure its most effective per¬ 
formance. In matters appertaining to health, the 
desirability of watching for early signs of break¬ 
down is insisted upon; in this way only can it be 
dealt with promptly, so that the worker may 
return with the least possible loss of time. 
With regard to accidental injury, explicit instruc¬ 
tion is given as to both the institution in a 
factory of a local dressing station for minor 
injuries and a central dressing station or surgery 
for the treatment of more serious cases; the 
actual treatment which should be accorded in 
the absence ' of surgical assistance is also 
mentioned. A leaflet issued by the Home Office 
is appended here, containing explanations of a 
practical character as to what should be done 
and (of equal importance) as to what should not 
be done by the injured worker and those in his 
immediate neighbourhood in order to avoid sepsis 
and the conversion of a slight hurt into a serious 
one. In the matter of ventilation and lighting, with 
the cognate topic of heating, the Committee has 
recognised the fact that the problems to be dealt 
with must depend largely upon the particular 
circumstances of each case, and has set out con¬ 
siderations and suggestions in the hope that they 
may prove of assistance. The essentials of good 
lighting are summarised and means are proposed 
to secure its adequacy, with uniformity of illumina¬ 
tion, with protection for the eyeB of the worker, 
and with the avoidance of unnecessary shadows 
upon the work. Fortunately, as the period of 
daylight is now increasing, and summer draws near, 
questions of lighting and heating workshops and 
factories will become for a time easier of solution, 
but a considerable amount of night-work will still 
have to be done, and both by day and night bad 
lighting has as its results headache and other 
effects of eyestrain, as well as a diminished out¬ 
put. Ventilation, we are inclined to think, is a 
more difficult problem for the factory manager to 
deal with than even lighting, although it, too, 
becomes easier in warm weather than in winter. 
The Committee insists upon the necessity for a 
stimulating as well as a clean atmosphere for 
workers, but the stimulation of moving air is 
perhaps not unnaturally liable to be resisted by the 
workers when the breeze is introduced from outside 
at a temperature many degrees lower than the 
interior where they are congregated. 

May we express the hope that the weighty 
precepts which the Committee desires to inculcate 
will win intelligent appreciation beyond the limits 
of Mr. Lloyd George’s jurisdiction as Minister of 
Munitions? If we leave out the passages refer¬ 
ring to accidental injuries, there is little in the 
Memoranda upon which we have commented which 
might not be applied with equal force where 
work is being done in offices under various other 
departments in connexion with the war. A large 
host of clerks, typists, and other sedentary workers 
of both sexes is being employed, and has been ever 
since the war broke out, in operations which require 
unremitting attention, and for spells which have 
no parallel for similar occupations in time of peace. 


For these men and women unduly long hours, lack 
of weekly and other holidays, excessive night-work, 
bad lighting, and bad ventilation are no less to be 
deprecated than for the more laboriously occupied 
munition worker. And the result must always be 
the same with all classes of workers—injury to 
health, temporary or permanent according to cir¬ 
cumstances, so far as the individual is concerned, 
and as far as the public is concerned diminished 
efficiency, retarded production, and waste of money 
in paying for that which affords no adequate return. 

The Supply of Medical Men for the 
Navy and Army. 

The War Office, in a statement which is also an 
appeal, declares that, in order to maintain the 
supply of medical officers needed in the military 
services, it is necessary that all qualified medical 
men up to 45 years of age should fall in with the 
Enrolment Scheme of the Central Medical War 
Committee. The statement of the War Office on 
the subject is published in full in The Lancet 
this week, and has, we are glad to say, also received 
very wide notice in the lay press, its public issue 
being dictated by the fact that urgency is as much 
necessary in the interest of the civil community as 
it is in that of our armies. It is thus made perfectly 
clear that in the opinion of the military authorities 
there is only one way, unless new regulations are 
made, to obtain a sufficiently large body from which 
to choose those who should enter upon military 
service and those who should remain in civilian 
employment; and this way is a very general 
enrolment. Nor must it be forgotten that the navy 
also needs medical officers, and that this need may 
become acuter. The navy has refrained from 
making any claims upon the civilian profession 
recently, but its right to whatever it requires is 
paramount. 

The War Office points out that enrolment, 
the machinery of which is already being con¬ 
ducted by three representative bodies for England 
and Wales, for Scotland, and for Ireland respec¬ 
tively, does not imply that the enrolled medical 
man will be at once called up for service 
in the Royal Army Medical Corps; this we have 
stated on several occasions, and we are glad to 
read the official endorsement. As a matter of fact, 
the enrolled man may never be called up, and in 
any case will not be requisitioned until the proper 
time for his services to be accepted has arrived; and 
that time will be ascertained by a careful considera¬ 
tion of all the circumstances concerning his practice 
and the practices of his immediate colleagues, as 
well as the medical provision for the community 
which, in the time of peace, he serves. It is in this 
way that the Enrolment Scheme should lead to those 
medical men being selected for the services who 
can best be spared by a particular date and from a 
particular place, a properly proportioned regard 
being paid to the needs of the three parties con¬ 
cerned, the fighting organisation, the civil popula¬ 
tion, and the medical officer. We hope, indeed we 
expect, that the clear words of the War Office will 
remove some of the doubts which have been 
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experienced by the members of the medical pro¬ 
fession, both as to the need for additional medical 
men in the Royal Army Medical Corps and the 
practicability of the method chosen by the Central 
Medical War Committee for meeting that need. 
The Enrolment Scheme, if entered into by a large 
majority of the constituency concerned, should 
ensure an equitable distribution of the burden as 
it affects the medical profession; and in order to 
avoid the alternatives of haphazard recruitment 
or arbitrary demand, the War Office has officially 
decided to rely upon the Central Medical War 
Committee, and the corresponding Committees in 
Scotland and Ireland, to meet the shortage in 
the Koyal Army Medical Corps as it occurs. The 
extent of that shortage is not suggested, in so 
many words, by either the navy or the army; but 
it is clear that it must depend upon the course of 
the war and the rapidity with which additions are 
made to our fighting formations. 

The Central Medical War Committee has been 
subjected to an extraordinary amount of criticism. 
Distrust of its policy, its actions, and indeed of its 
morals, has been widely suggested, and the number 
of times is very great that questions have been 
asked in Parliament having as their aim the 
extraction from the Government of some admission 
that may be damaging to the status of the Com¬ 
mittee. As far as can be ascertained, the Committee 
has worked steadily for the good alike of the 
medical profession and the community. We are 
glad, therefore, to see the Committee and its 
Scottish and Irish similars described in the War 
Office statement in the following terms:— 

These Committees include representatives of the Royal 
Colleges of Physicians and the Royal Colleges of Surgeons, 
of the Universities and Medical Schools, and of the British 
Medical Association, and have associated with themselves 
in their work representatives of the Government Depart¬ 
ments mainly concerned. The Committees have an organisa¬ 
tion of representative local committees in all parts of the 
three countries, from which they obtain local information and 
advice, and they work in daily contaot with the various 
Government Departments concerned. Furthermore, for the 
purpose of considering and advising, through the Central 
Committee, on cases in England and Wales having such 
special features as exist, for instance, in regard to the staffs 
of the metropolitan hospitals, a Committee of Reference has, 
with the approval of the War Office, been now established by 
the Royal College of Physicians of London and the Royal 
College of Surgeons of England, acting jointly. 

May we hope now that all medical men will work 
to assist the Central Medical War Committee in 
promoting the Enrolment Scheme and in finding the 
fittest civilian medical men to serve in the navy and 
army ? The Enrolment Scheme becomes an essen¬ 
tially fair one, seeing that the Central Medical War 
Committee has decided to call up no practitioners 
under it unless and until 75 per cent, of those 
medical men, who on Jan. 5th, 1916, were of military 
age, have enrolled or received a commission. 


The late Mr. W. B. Richardson.— William B. 

Richardson, late senior surgeon to the Victoria Hospital, 
Blackpool, died suddenly on March 30th, in his sixty-ninth 
year. He became a Member of the Royal College of 
8urgeons of England in 1875, and had been in practice for 
40 years in Blackpool. He was one of the founders of the 
Victoria Hospital and generously supported that institution, 
of which he was honorary surgeon for 20 years. 


Jnn0tations. 


“Ne quid nimis." 


THE BUDGET AND THE MEDICAL PROFESSION. 

The Fourth War Budget is of the colossal 
magnitude which was to be expected in view of 
all the circumstances, and in its main features it is 
so clear that we may take it for granted that our 
readers are already acquainted with their main 
purport. It is doubtful if it was generally expected 
that the income-tax would be raised in quite the 
manner employed or to such high figures ; but the 
announcement that there is to be no increase in 
this respect on naval and military pay will be a 
welcome relief to the large numbers of our pro¬ 
fession who are doing their duty with the forces. 
The rest of us will bear the graduated increases, 
which range from 5 d. in the £ on incomes above £500 
and under £1000 to llcf. on incomes under £2000, with 
that cheerfulness with which medical men usually 
shoulder their share of the responsibilities of citizen¬ 
ship. The increases on incomes between £2000 and 
£2500, which are more onerous, do not affect a large 
proportion of our un weal thy class. Those who are 
so fortunate as to possess unearned incomes will 
have to pay an addition of 6 d. in the £ on incomes 
between £500 and £1000, and of Is. in the £ on 
incomes above this sum and below £2000. The new 
proposals for taxation introduce some features of 
particular importance to the medical profession. The 
raising of the licence duty on motor-cars will affect 
the practitioner in proportion to the horse-power of 
his car. It will fall more heavily on the owners 
of American cars, and especially on those who have 
the “ Ford ” car, the duty on which is raised from 
£6 6s. to £18 18s. This represents a serious differ¬ 
ence in annual outlay to a man whose practice is 
not a large one, and indeed the doctor is being hard 
hit at the present time in connexion with his 
motor-car, which he cannot put down as it has 
become indispensable to him in the working not only 
of his own practice but quite possibly of the practice 
of an absent colleague. The precarious supply of his 
petrol is a source of perpetual worry, he has to pay 
an exorbitant price for it when he does get it, 
and now he has to pay double or treble the licence 
duty. We feel that before the Budget proposals pass 
into law an effort might fairly be made to give the 
medical man some relief. 


THE SUPPLY OF PETROL TO MEDICAL MEN. 

The form issued to medical men at the end of 
last week by the National Health Insurance Com¬ 
mission, asking them to supply details concerning 
their use of motor vehicles and their consumption 
of petrol, is a welcome sign that our authorities are 
alive to the urgent necessity for securing to practi¬ 
tioners an adequate supply of motor spirit. If some 
such course is not taken it may become impossible 
for some medical men to carry out their pro¬ 
fessional duties with that expedition which their 
calling and their attenuated numbers demand. For 
it must be remembered that several thousands of 
our colleagues are away from their practices and 
that the shortage of medical men with the services 
is still unsatisfied. Complaints have reached us 
already of the serious position in which some 
medical men find themselves in consequence 
of their inability to get petrol, especially in 
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remote country places. That there would be a 
sufficiency of spirit for the Government purposes 
and yet leave an ample supply to meet the real 
necessities of the public appears to be generally 
agreed if “ pleasure ” motoring is put down; the 
use of petrol, for instance, in conveying the votaries 
of horse-racing to and from their places of meeting 
is simply a scandalous waste—that such a thing 
should be permitted reduces our allies to com¬ 
plete bewilderment and seems to more thoughtful 
citizens to render the Zeppelin raids, with their 
attendant horrors, a tonic to be taken gratefully. 
Given an adequate supply of petrol, the great diffi¬ 
culties to be overcome are, of course, those of 
proper transport and distribution. There is little 
doubt that a restriction will soon be put upon the 
present indiscriminate use of the spirit, but the 
medical man, who is generally allowed to be among 
those who would have first claim upon the supply, 
will unfairly suffer under such a system. A 
regularised supply will not avail the practi¬ 
tioner in the remote and smaller country villages 
unless some means are evolved by which he can 
get without fail that amount of petrol which 
will enable him to carry on his work. There 
would appear to be only one way in which the 
regular supply of petrol to the medical profession 
can be secured, and that is by the Government 
taking over the whole of the petrol supply of this 
country, and using the existing organisations of the 
two or three great supply companies for its distribu¬ 
tion. Otherwise it seems clear to us that many 
medical practitioners in the country may have 
infinite anxiety and may be forced to curtail their 
range of work in a disastrous manner. The supply 
companies know the requirements of the districts, 
including every little village and hamlet; and 
there would be no need for the work of the medical 
man to be crippled if their services were properly 
acquired. The question has become acute in some 
places, and no doubt much more acute than it need 
have been at the present time owing to the action 
of many car owners who, having bought largely in 
view of a threatened famine, hold up not merely 
the spirit itself, but, what is of even more import¬ 
ance, the tins in which the spirit is stored. Another 
point to which the authorities should give their 
attention is the exorbitant price which is now 
being charged for the commodity. Is this governed 
by ordinary commercial considerations, or by the 
demands of the oil trusts? To the medical man 
the successive increases in prices during the past 
few months are a very serious charge on his 
income. 


THE DISINFECTION OF SEPTIC JOINTS. 

Dr. F. J. Cotton has contributed to the Boston 
Medical and Surgical Journal an important paper 
on a subject of considerable interest at the present 
time—the disinfection of septic joints. He strongly 
condemns the drainage of joints as responsible for 
the disastrous results obtained in the past in cases 
of suppuration. Either the attempt to save the 
joint should be regarded as hopeless, in which case 
the joint should be laid wide open (not drained), or 
all efforts should be made to preserve the function 
of the joint. About 10 years ago, when engaged in 
washing out gonococcic joints, Dr. Cotton found, 
both in the small minority which gave a culture 
and the majority which did not, that the results 
were better if the joint was sewed up tightly than 
if it were left to drain through loose suturing, 
while wick or tube drainage proved, as has since 


been recognised, disastrous to function. He then 
treated septic joints (principally staphylococcic 
with a few streptococcic) by sewing up the capsule 
tight after irrigation for 15 minutes with a full 
stream of 1 in 15,000 corrosive sublimate and 
flushing out the excess with saline solution. He 
effected water-tight closure of the capsule by 
mattress and single sutures in such a way as to 
leave the synovial membrane cut-edge to cut-edge as 
accurately as possible. Usually the membrane is 
so swollen as to make this possible. The external 
wound is left wide open or nearly so, for complete 
disinfection of the external soft tissues is not prac¬ 
ticable. After operation effusion into the joint may 
or may not occur. If it does, it disappears in one 
to three days and is not accompanied by pyrexia or 
much discomfort. With few exceptions, Dr. Cotton 
has not found traction for the'separation of joint 
surfaces necessary. There was neither pain nor 
spasm sufficient to indicate it. In about two 
dozen cases treated by this method there were 
only two failures. In a case of streptococcic 
infection of the knee in a man, due to a 
punctured wound, recurrence took place. The 
joint was then laid wide open. Later, after 
vaccine treatment, the granulations were cleaned 
out from nearly intact cartilage and the divided 
ligaments were sutured. In the end the patient 
regained a good leg with 45 to 50 degrees of motion. 
In the other case a boy .had an epiphyseal staphylo¬ 
coccic infection of the knee. The joint was cleaned 
out and sutured. Later the joint broke down and 
ankylosis resulted. The following shows the usual 
result. A sturdy girl aged 10 years was seen in con¬ 
sultation. About two weeks previously she hurt her 
knee in jumping down a cellar. The knee was 
greatly distended, tender and hot, but not red. The 
temperature was 102*5° F. A juxta-epiphyseal in¬ 
fection of the knee was diagnosed. The joint was 
opened on the inner side and found full of thick 
creamy pus. The irrigation described above was 
performed and the joint closed. Through an 
incision on the outer side a large popliteal abscess 
was opened and drained. After eight days there was 
no fluid in the joint, the tenderness was less, and 
the wound had nearly healed. Though a seques¬ 
trum formed in connexion with the epiphyseal line 
of the femur and a sinus at this spot persisted for 
a year, the knee-joint so completely recovered that 
it could be distinguished from the other only by the 
scars. _ 


AMBARD'S COEFFICIENT. 

The index of urea excretion known as Ambard’s 
coefficient or constant and enunciated by him in 1911 
is perhaps less appreciated in this country than 
on the continent and in America. The formula de- 
r vised by Am bard may be expressed as— 

_ = K, where Ur represents grammes of urea 
* i* f q per litre of blood, D the grammes of 
W urea excreted in 24 hours, W the 

weight of the patient in kilogrammes, G the grammes 
of urea per litre of urine, and K the coefficient or 
index of urea excretion. Dr.Y.Grossi has lately made 
some observations on the clinical application of this 
coefficient which are published in II Policlinico 
(Surgical Section, Feb. 15th, 1916), the cases con¬ 
sisting of 13 renal tubercle, 9 hcematogenous infec¬ 
tions, 8 calculous pyelitis, 3 renal growths, and 8 
surgical affections of the lower urinary tracts. The 
conclusions arrived at by Dr. Grossi are that 
Ambard’s coefficient is a valuable method for ascer¬ 
taining the efficiency of the renal function, and is 
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capable of confirming in its extreme limits a fatal 
prognosis or of advocating caution as to operative 
intervention. It is superior to colorimetric methods 
in cases where ureteric catheterisation is impossible. 
The interpretation of the coefficient must be made 
in each case based on its various factors, and must 
not be taken as an absolute number. The significance 
and pathology of uraemia and of Ambard’s co¬ 
efficient are far from being clear; in the present- 
day state of our knowledge they must be regarded 
as ordinary signs which merit great importance and 
extended application similar to the presence of 
albumin in the urine. _ 

THE CORTICAL REPRESENTATION OF MACULAR 
AND PANORAMIC VISION. 

The last number of Brain (December, 1915) con¬ 
tains a valuable contribution to the study of the 
complexities of the cortical representation of 
vision, in which Dr. Byrom Bramwell, of Edinburgh, 
Professor J. Shaw Bolton, of Leeds, and Dr. William 
Robinson, of the West Riding Asylum, Wakefield, 
have collaborated. The case iB that of a man who 
was seen originally by Dr. Bramwell as long ago as 
February, 1886, when the patient was 45 years old. 
His complaint was loss of vision, which was said to 
have come on suddenly with an attack of what 
appeared to be uraemic convulsions in June, 1884. 
On examination the loss was found to consist in 
complete abolition of peripheral vision, with very 
marked reduction of macular vision. Dr. Bramwell 
saw the patient at regular intervals up to his death 
from pneumonia on Oct. 21st, 1910. During 24 years 
the condition remained practically speaking un¬ 
changed ; macular vision improved slightly, while 
peripheral vision remained completely obliterated. 
Throughout the whole course of the case there was no 
motor paralysis, loss of sensibility, or any form of 
aphasia. Some five yearB before the patient’s death 
his ocular condition was independently examined by 
Dr. A. H. H. Sinclair, of Edinburgh, who reported 
extreme contraction of the visual fields, the fixation 
point being probably encroached upon on the left 
side in both eyes: R. V. = 6/36 uncertainly; 
L. V. = 6/36 and 6/24 partly. The pupils were 
equal and reacted to light. Both optic discs had a 
somewhat leaden-grey atrophic appearance, with 
extensive shallow cupping. The brain lesions were 
eventually found to consist in extensive destruction 
of the white matter and part of the cortex of the 
left occipital lobe and also of the right occipital 
lobe, apparently the result of old embolic soften¬ 
ings. The pathological investigation was exhaus¬ 
tively worked out by Professor Shaw Bolton and 
Dr. Robinson. On the right side the lesion, which 
was mainly on the outer aspect of the lobe, reached 
the occipital pole and nearly to the outer extremity 
of the calcarine fissure; nowhere else in either 
hemisphere did the lesion come into even the 
approximate neighbourhood of the cortical visuo- 
sensory area. The cortical extent of the latter 
was delimited* on both sides by laborious 
histological methods, and ascertained to be more 
or less strictly normal in distribution—i.e., 
embracing the calcarine fissure and its immediate 
vicinity. Pathologically speaking, no defect was 
discoverable in the cortex of the calcarine fissure 
and that quite adjacent to it, whereas the 
cortex of the whole peripheral portion of the 
visuo- sensory area was the seat of a simple 
atrophy involving mainly the three outer layers of 
the grey matter. The surrounding visuo-psychic 
cortex exhibited little or no abnormality. The 


conclusions drawn from this case are that- the 
calcarine core of the pear* shaped visuo-sensory 
area serves as an anatomical basis for macular or 
central as distinct from non-macular, peripheral, or 
panoramic vision, while the latter is represented 
in the surrounding and remaining visuo-sensory 
cortex. It is probable that human macular vision 
is an evolution dependent on the development of 
the faculty of using corresponding parts of the 
retinas simultaneously, and that it is superposed on 
the neuronic apparatus for panoramic vision, the 
two types shading into one another. The writers 
of this paper are to be congratulated on the patience 
with which they have followed up and investigated 
so striking a case. _ 

NITROGEN : ITS VIRTUES AND ITS VICES. 

Persons who talk of the importance of chemistry 
in this wax are usually talking of one thing only v 
though they may not know it—and that thing is 
nitrogen. The chief chemistry of the war is praoti* 
cally centred on nitrogen. Recognising this fact, it 
is strange to think that we live by breathing an 
atmosphere containing 80 per cent, of this element 
which in certain combinations is dealing out death 
on an appalling scale in all the fields of action. 
There are practically no useful explosives employed 
in which the action of nitrogen is not concerned. 
Without its aid the great ships at sea could not 
be sunk, or innocent victims on land killed, or 
property destroyed by the aeroplane and dirigible; 
while it serves to mow down whole columns of men 
in the field, for rifles, howitzers, machine-guns, and 
grenades are all dependent upon, and made terribly 
deadly by, the offices of nitrogen. We every day 
pass on to our lungs something like 450 gallons 
of nitrogen per 24 hours, which would be enough to 
make 30 pounds of tri-nitro-toluol, or 40 pounds of 
gun-cotton. In our early training in the elements 
of chemistry we were wont to regard nitrogen as 
a singularly uninteresting gas on account of its 
negative behaviour. It did not burn like hydrogen, 
it did not support combustion like oxygen, and, in 
short, its presence was generally assumed because 
of its inactivity and because it did not directly 
respond to any test. And yet this element is the 
greatest of all as a munition power; it is hardly 
an exaggeration to say that applied nitrogen is going 
to be a factor in deciding the issue of the war. It is 
remarkable, also, that this element forms the central 
figure in the protein group or tissue-repairing 
material of our foods. To say that without protein 
we die, practically means that without nitrogen 
we die. The gas without positive tests is as 
necessary in one form for out support as in other 
forms it is ready to destroy us. Nitrogen’s power 
depends in the first place on the fact that it carries 
in oxygen to compounds which are thus rendered 
explosive, turning all the elements into a huge 
volume of gas, itself being set free. The very 
inertness of nitrogen, or its objection to affinity, 
means that on the least provocation it will 
easily release its partner oxygen, handing this 
over to the combustion of other elements 
present, with the formation of volumes of 
gases, the nitrogen returning to what is apparently 
its congenial condition, the free state. As a 
fertiliser in the soil nitrogen acts as a stimulant 
and supplies the necessary nitrogen to the plant. 
In other words, it is a plant food. Thus the remark¬ 
able thing about nitrogen above all other elements 
is its power to destroy life or to sustain it according 
to the associates with which it is in company. With 
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certain accomplices it forms death-dealing ex¬ 
plosives, with others it become a nutritive material. 
It is the essentially romantic element, devil or god, 
according to its associations. 


THE TREATMENT OF LEPROSY BY CHAUL¬ 
MOOGRA OIL. 

We have on a previous occasion discussed 
in these columns 1 the treatment of leprosy by 
chaulmoogra oil, a remedy which is one of the 
few to retain a reputation after an extended trial 
in what is regarded by many writers as a hopeless 
disease. In a recently published special bulletin of 
the United States Public Health Service 2 entitled 
“ Studies upon Leprosy,” Dr. George W. McCoy, 
director of the U.S. Leprosy Investigation Station, 
Hawaii, and Dr. Harry T. Hollmann contribute an 
article giving a summary of the state of our present 
knowledge of the treatment of leprosy by chaul¬ 
moogra oil. These observers, in view of the interest 
which has been displayed of late on the subject, 
were led to review the current literature and to 
place on record their results with this remedy in 
the Hawaiian Islands. Most of the writers on 
the employment of this oil in the treatment of 
leprosy, including, among others, Manson, Scheube, 
Castellani and Chalmers, Morrow, Hutchinson, 
Sandes, Ashburton Thompson, and Dyer, express 
opinions more or less favourable concerning it. 
The theory of its action seems to be that it in¬ 
creases the number of leucocytes, and that it also 
increases the bactericidal properties of the blood. 
Some of its derivatives have been employed, 
notably the gynocardate of magnesium, which 
was used many years ago by Dr. Phineas Abraham. 
In The Lancet of Feb. 5th Sir Leonard Rogers 
published a Preliminary Note on the Use of Gyno- 
cardates Orally and Hypodermically in Leprosy, in 
which he stated that he had obtained improvement 
both in anaBSthetic and in tubercular cases more 
rapidly under the influence of hypodermic injec¬ 
tions of sodium and potassium gynocardates than 
under any other treatment he had tried, including 
nastin, as also chaulmoogra oil and gynocardic acid 
by the mouth. He therefore urged others to give 
this method a careful trial. Referring to the pain 
produced by the hypodermic injections, he attri¬ 
buted this to palmitic acid present as an impurity, 
but we have been assured by Mr. W. H. Martindale 
that palmitic acid is one of the natural constituents 
of chaulmoogra oil, so that it cannot be regarded as 
an impurity, though different samples may vary in 
the amount of this acid that they contain. Mr. 
Martindale, while recognising Sir Leonard Rogers’s 
high authority, doubts whether the presence of 
palmitate is the cause of pain complained of. Mr. 
Martindale has divided the mixture of acids 
obtained from genuine chaulmoogra oil into two 
fractions which he has converted into the corre¬ 
sponding soda salts termed respectively sodium 
chaulmoograte “A” and sodium chaulmoograte“ C.” 
The “ A ” salt contains true chaulmoogric acid 
plus palmitic acid and other acids of high melting 
points, while the “ C ” salt contains the acids of low 
melting points. The “A” represents from 50 to 
75 per cent, of the total “ chaulmoogric acid ” of 
commerce, the “ C ” constitutes the rest. This “ A ” 
salt is relatively insoluble in water in comparison 
with the “ C ” salt, which is extremely soluble. 
(Compare the solubilities of curd soap containing 

1 Vide Thk Lancet, Sept. 27th, 1913, p. 946. 
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stearate with pure sodium oleate.) The solubility is, 
of course, an important factor from the hypodermic 
injection point of view. Mr. Martindale adds that 
to break up the “ A ” salt and free it from palmitate 
is possible though difficult, so as to test if the 
therapeutic activity of chaulmoogra oil is really 
due to true chaulmoogric acid, palmitic acid being 
excluded, and he has sent out samples of each 
of these substances to Sir Leonard Rogers. Dr. 
McCoy and Dr. Hollmann express the opinion, how¬ 
ever, that none of the derivatives offer any advan¬ 
tages over the oil itself, which can be administered 
in several ways, either by the mouth or by hypo¬ 
dermic injection alone, or in conjunction with other 
substances, such as guaiacol, camphor, or resorcin. 
Sometimes the oil is prepared for use by washing 
with alcohol, or it may be sterilised by heat, before 
being injected hypodermically. When given by the 
mouth it may cause nausea or give rise to other 
signs of gastric irritation. The hypodermic injec¬ 
tions have at times caused complications such as 
abscess, nervous manifestations, heart failure, or 
sudden embarrassment of the respiration, so that 
the remedy requires to be administered, at first at 
least, with care and caution. Dr. Victor Heiser, 
Director of Public Health in the Philippine Islands, 
has used the hypodermic injections, and in a report 
published in October, 1914, on 9 cases treated 
by this method, in whom the treatment was 
continued long enough to give a fair trial, he 
stated that 5 of the patients apparently made a 
recovery from the clinical point of view ; 3 showed 
marked, and 1 slight, evidence of improvement. Dr. 
McCoy and Dr. Hollmann used chaulmoogra oil 
at the Molokai leper settlement, Hawaii, in many 
cases, administering it sometimes in one way and 
sometimes in another, the majority taking it by the 
mouth in gelatine capsules. Few of the patients, 
however, took this remedy alone, for there is always 
a temptation to give “ anything and everything that 
might possibly be of benefit to the patient.” Out 
of 42 cases thus treated 16 received hypodermic 
injections for periods varying from 10 to 17 months, 
with the result that 10 were improved, 4 remained 
in statu quo , and 2 got worse. The remaining 26 
patients had not continued the oil long enough to 
enable a proper judgment to be passed upon its 
effects. It may be added that in all these cases 
carbon dioxide snow was applied locally to the 
leprous sores. The personal experiences of Dr. 
McCoy and Dr. Hollmann lead them to conclude 
that chaulmoogra oil is helpful to many, perhaps 
to the majority, of cases of leprosy. The hypo¬ 
dermic method of administration, while not free 
from disagreeable complications at times, seems 
to have given good results, and therefore a further 
and more extended trial is warranted. They are 
sure, however, that the use of chaulmoogra oil as 
at present practised “is not the solution of the 
problem of the therapeutics of leprosy.” 


SPIROCH/ETAL STOMATITIS. 

The observations of Vincent in 1898 first drew 
general attention to the form of faucial inflamma¬ 
tion with formation of false membrane which is 
associated with the presence of spirilla or spiro- 
cheetes and of fusiform bacteria, and the name 
Vincent’s angina is now well recognised as applied 
to this condition, 1 which had previously been con¬ 
founded with other membranous affections of the 
throat. The seat of this spirocheetal infection, 

i The Lancet, 1906 , 1 ., 1261 . 
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however, is not confined to the tonBils and their 
neighbourhood, but the mouth may be the part 
attacked, the affection then taking the form of 
an ulcero- membranous stomatitis and gingivitis. 
In conditions of lessened resistance, due to 
overcrowding or other depressing circumstances, 
the disease may appear in epidemic form, and the 
importance of this infection among troops is shown 
in a paper by Captain Frederick B. Bowman, 
C.A.M.C., which is published in the Proceedings 
of the Medical Section of the Royal Society of 
Medicine for March. In the cases which form 
the subject of this report, embracing both officers 
and men, constitutional disturbance was well 
marked, and great depression was a characteristic 
feature. Ulceration occurred on the tonsils, gums, 
tongue, and mucous surfaces of the cheeks, and the 
sublingual and parotid glands were affected. The 
breath was peculiarly foul, and the patients 
complained of an offensive taste. The gums 
became spongy and retracted and bled easily, 
and the teeth in some instances became loose 
and tender on being tapped. The temperature 
varied between normal and 102° F. The infection 
can be conveyed by dental instruments and also 
probably by eating and drinking utensils. The 
causal organisms are readily recognisable in smears 
stained by methylene blue or Giemsa’s stain, and 
can be cultivated anaerobically in peptone broth 
along with a little ascitic fluid and a fragment 
of sterile tissue (Macleod’s method). An effective 
treatment for this condition consists in swabbing 
the ulcers with a mixture consisting of half an 
ounce of wine of ipecacuanha, one drachm of 
glycerine, and three drachms of Fowler’s solution, 
and in cases in which the gums are affected this 
solution should be carefully applied to all pockets 
around the teeth. The affection must be dis¬ 
tinguished from diphtheria, syphilis, and mercurial 
stomatitis, as well as from simple pyorrhoea alveo- 
laris. In the form which affects the gums the 
infection is very obstinate, and owing to the 
depression produced is of considerable importance 
from a military point of view as producing pro¬ 
longed incapacity for duty. 


EXPERIMENTAL Q8SEOUS SPOROTRICHOSIS. 

We have received from Dr. D’Agata, of the Royal 
Institute of Clinical Surgery at Florence, a resumA 
of a paper published by him on this subject. In 
1912 he communicated to the Italian Surgical 
Society a case of primary osseous sporotrichosis 
of the upper jaw in which the sporotrichium 
Beurmanni was isolated. From this strain he 
instituted a series of experiments on rats and 
white mice, inoculating into the peritoneal cavity 
and subcutaneous tissue over the bones of the hind 
limbs a broth culture. Some of the animals died 
spontaneously, others were killed at different 
periods from a few days to three months after the 
injection. In the majority of the cases, from 20 to 
40 days after the peritoneal injection, he found 
the parietal and visceral peritoneum covered with 
small greyish-white smooth nodules varying in 
size from a pin’s head to a large shot. Histologically 
they showed three zones, corresponding to the 
ecthymatiform, the tuberculoid and the syphiloid 
of French authors. In 10 out of 15 mice thus 
injected there were osseous foci of sporotrichosis 
in various stages of evolution in the cartilages, 
and especially in the epiphyseal regions; there 
were also cases which showed osteitis of the 


hypertrophic variety. One of the experiments 
was particularly noteworthy: that of a mouse 
injected intraperitoneally and killed after 28 days. 
In this animal there were only a few lesions 
in the parietal peritoneum, while in the left 
tibia there were foci of diffuse osteomyelitis with 
intra osseous abscess, and in the neighbourhood of 
the right tibio-tarsal joint a large serous cyst with 
a sporotrichositic nodule implanted in the wall on 
one side. Subcutaneous injections near the tibio¬ 
femoral joint almost invariably caused after 20-30 
days sporotrichotic inflammatory foci in the peri¬ 
articular ligaments, giving rise to local suppuration 
which frequently discharged externally. In some 
animals subcutaneous injection produced gum¬ 
matous lesions at the site of inoculation. Smears 
from the centre of these showed oval bodies such 
as have been described as representing the para¬ 
sitic form assumed by the sporotrichium Beurmanni 
in human lesions and in those produced experi¬ 
mentally in animals. _ 

DIFFERENT NAMES FOR IDENTICAL 
SUBSTANCES. 

We have on several occasions referred to the 
difficulties that may and do arise from the practice 
of bestowing different names upon identical sub¬ 
stances, the position occurring more often in prac¬ 
tical therapeutics in connexion with the synthetic 
products. When a single synthetic product earns 
more than one name a real trouble to the 
medical profession is introduced, and we may 
fairly call upon the great pharmaceutical chemists 
and scientific drug-houses to assist us by refusing 
to perpetuate this trouble, an example of which 
has been brought to our attention this week. The 
substance p-toluene-sodium-sulphochloramide was 
suggested as a wound antiseptic by Dr. H. D. 
Dakin, working in conjunction with Professor 
J. B. Cohen. This substance has already met 
with considerable success. The theoretical basis 
of the work, full details of the preparation of the 
substance, and the early practical results of its 
use have been already published. 1 It is said 
that the name “ chloramine ” suggested by the 
scientific workers responsible for its introduc¬ 
tion, has already been appropriated, and the new 
name “ tolamine ” has been substituted by Messrs. 
Burroughs and Wellcome, who have registered tola- 
mine as a trade-name for chloramine-T. We feel 
that it is necessary to point out that anyone ordering 
the substance as “ tolamine ” will be using the pro¬ 
prietary name of a particular firm and not the 
name preferred by the authors of the substance. 
The designation of the substance as chloramine-T, 
as suggested by its originators, should, in our 
opinion, be generally adopted, as the use of different 
names for identical substances is a serious source 
of trouble to medical men. 


Mr. Charles Yelverton Pearson, M.D., F.R.C.S., has 
been appointed one of H.M. honorary surgeons in 
Ireland in the room of the late Sir Charles Bent 
Ball, M.D. _ 

Mr. S. H. Renshaw has promised £2000 to 
Bury Infirmary to endow two beds—one in 
memory of his wife, and one in memory of 
his son who was killed in action at the 
Dardanelles. 

1 Brit. Med. Jour., Jan. 29th, 1916. 
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FOOD ECONOMICS IN RELATION TO 
THE WAR. 

By Harry Campbell, M.D. Lond., F.R.C.P. Lond., 

PHYSICIAN TO TIIF! AVESL' END HOSPITAL, LOND >.t. 

III. 1 

The Limitation of the Quantity of Food to a 
Sufficiency. 

Food not only occupies tlic unique position 
among the different forms of wealth of being the 
only one which is essential to life: it has the 
further characteristic (in common with a few other 
commodities, such as alcohol, tobacco, coal, and 
petrol) that its use involves its immediate destruc¬ 
tion. The clothes we wear may last us months, 
aven years, our dwellings may outlast centuries, 
hut the food we eat is rapidly consumed within the 
body. It will thus be seen that any consumption of 
food beyond what is actually needful constitutes a 
net waste of the most important form of wealth, 
and this at the time when the strictest economy is 
called for. Those who delight in ethical subtleties 
might take as an interesting subject for discussion 
the question whether the thief or the glutton is 
the greater sinner. It would be open to anyone to 
argue that robbery is a less deadly sin than gluttony, 
seeing that the one consists in a mere transference 
cf wealth, while the other involves a useless and 
•even harmful destruction of it. Many people eat 
more than they require; not a few as much as 
would suffice for two, nay, even three persons. 
A saving of wealth running into millions 
could be effected if only those who exceed 
were to reduce their rations to the actual 
needs of the body. Excessive eating not only 
constitutes a waste of national wealth, it also 
injures the health. It is a trite but true 
saying that more people die from over-eating than 
tfrom over-drinking. The transgressor in diet, 

moreover, is less efficient as a citizen, and at the 
present time we all need to be at our very best, 
mentally and physically. Yet I see little attempt 
tn clubs and restaurants to economise in food. I 
recently estimated that the regulation supply of 
food at a prominent London club was about twice 
the quantity actually necessary, and a large pro¬ 
portion of the habitues gave evidence of the havoc 
which prolonged over eating had wrought in their 
tissues. I lately heard a visitor to a country 
hotel remark to the landlord upon the abundance 
of the fare he provided. “ Yes,” was the proud 
rejoinder, “this is a house of plenty.” At the 
fashionable West End restaurants food and drink 
are as lavishly consumed at the present time of 
crisis as in the piping times of peace. I think it 
possible that food is supplied too generously in 
some of our public institutions. At a large London 
workhouse which I visited some years ago it seemed 
to me that the supply of bread was more than was 
necessary, certainly in the case of some of the 
inmates. 

I am convinced that the quantity of food required 
to maintain in health a person not engaged in 
strenuous muscular exercise is much less than is 
generally supposed. Young adults need more food 
than older people—our food requirements diminish 
with advancing years—yet it is surprising how 
small an amount of food even young people leading 
active lives can thrive on. Thus the diet of a 

1 Nos. I. and II. were published In The Lancet of March 25th 
(p. 685) and April 1st (p. 742; respectively. 


young woman weighing 10^ at., the embodiment of 
healthy womanhood, whose daily routine is one 
long round of activity—bustling about the house, 
riding, driving, walking, &c., is somewhat as follows: 
Breakfast: A little bacon or fish, or an egg, with 
a couple of slices of bread-and-bntter. Midday 
dinner: Equivalent to what a town-dweller would 
regard as a moderate lunch. Tea: A little bread- 
and-butter. Before going to bed: An apple or 
gome other fruit. On this diet she keeps her 
weight, looks a picture of radiant health, never 
feels tired or unpleasantly hungry, and can always 
forego a meal without discomfort. The following 
is the diet of a Loudon postman, aged 26, who 
walks about 15 miles in the day, and on some beats 
has to mount some 5000 steps daily (he carries a 
weight not exceeding 30 lb.): 5 A.M., a piece of toast 
and a cup of tea; 9 a.m., one rasher of bacon, four 
moderate slices of bread-and-butter, two cups of 
tea; 2 p.m., chop or cut off the joint, four potatoes, 
and green vegetables; 6 P.M., a bloater (or some 
other fish), four slices of bread-and-butter, one cup 
of tea. I could furnish many similar instances. 
Cases of this kind—and they are quite common- 
show how little food is needed in perfect health, 
even in the heyday of youth, and when a consider¬ 
able amount of muscular work is being performed. 
They probably indicate the possession of a well-nigh 
ideal digestion. Others apparently healthy no doubt 
require a somewhat more generous diet. 

The two chief factors which make for exoessive 
eating are the appetising nature of the food and 
the softness of the vegetable (especially the farin¬ 
aceous) portion of it. The object of the cook is to 
make her dishes as tasty as possible, and so to 
arrange their order that the appetite shall not 
throughout the meal. As to the second fan tor, 
it is obvious that soft farinaceous foods, such as 
porridge and milk puddings, which rapidly find 
their way into the stomach, are more likely to be 
taken in excess than firmer food, such as crusty 
bread, which calls for thorough mastication. The 
more completely farinaceous food is masticated the 
smaller is the quantity that will be needed to 
satisfy the appetite. 

Another cause of excessive eating depends upon 
the principle that “ appetite increases by what it 
feeds on.” The more one accustomes oneself to eat 
largely the more clamant does the appetite become. 
Excessive eating, indeed, tends to beget an actual 
craving for food not unlike the morbid craving for 
stimulants. When the meal-time comes round, or 
even before, there is felt a sinking or other un¬ 
comfortable sensation at the pit of the stomach, or 
perhaps a feeling of lassitude. These feelings being 
relieved by food, it is erroneously concluded that 
they indicate the need for a restoking of the vital 
engine. That this view is entirely wrong is shown 
by the fact that many a healthy person, expending 
a good deal of muscular energy and consuming but 
a moderate quantity of food, can forego a meal 
without inconvenience. Even more significant is 
the fact that the habitual over-eater generally feels 
brighter and more vigorous after enforced abstin¬ 
ence, such as may be necessitated, e.g., by a bilious 
headache or an attack of gout. The machine is 
found to work better when the stoking ceases. The 
fact is, the unpleasant feelings referred to. are not 
due to the lack of nutriment and do not indicate 
the need for more. The “sinking” results from 
the absence of the wanted mechanical Stimulus 
afforded by a bulky meal; the lassitude is due to 
a poisoned state of the blood brought about by 
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ohronic over-eating, and is removed temporarily by 
the absorption of the more diffusible, stimulating 
elements of the food. In this way the effects of the 
blood poisoning are for the time masked. 

The over-eater, like the alcoholic inebriate, 
rarely realises that he is indulging in an injurious 
excess. In deciding whether too much food is 
being taken or not, the body weight affords useful 
help. If a person’s weight is not above the normal 
the probability is that he is not eating too much, 
but if he is decidedly stout he very probably is 
over-eating. This test is not, indeed, infallible; 
we occasionally meet with thin people who eat 
abundantly and stout people who are moderate 
eaters. What is so frequently forgotten is the fact 
that the amount of food taken should be propor¬ 
tioned to the amount of muscular energy expended. 
If a person takes little exercise he requires pro- 
portionately less food, just as it requires less 
petrol to drive a car five miles than fifty. When a 
person who takes little exercise gets fat his fatness 
should not be put down to the lack of exercise, 
but rather to the fact that his supply of food is in 
excess of the amount of muscular energy expended. 
The London policeman probably consumes as much 
as the London postman, although he does not 
expend more than a quarter of the muscular energy 
expended by the latter. It is clear, therefore, that 
he eats more than is necessary—a conclusion which 
is not infrequently borne out by the amplitude of 
his proportions. It is as rare to meet a thin police¬ 
man past 30 in our towns as it is to see a stout 
postman anywhere. Stout people often resent the 
charge that they eat too much, and insist that they 
are very moderate eaters. Investigation generally 
shows otherwise, but whether they eat much or 
little the fact remains that in the vast majority of 
cases they eat more than they require. 

All those who on reflection have reason to suspect 
that they may be eating superabundantly should, 
alike in their own and nation’s interest, cautiously 
begin at once to cut down their rations. In this 
way they can improve their health, render them¬ 
selves more efficient citizens, and save the wealth 
of their country. It is not suggested that a large 
reduction should be made suddenly. Rather should 
an attempt be made to accustom the body gradually 
to do with less and less food. To this end the food 
should be plain, not too appetising, and well 
masticated. Unfortunately, the British people are 
the most inefficient masticators in the world. I 
will now endeavour to explain how this bad habit 
has arisen, and to indicate some of the evils which 
result from it. 

Mastication .—Efficient mastication among other 
advantages makes for economy in food, inasmuch as 
it promotes normal digestion and in this way 
reduces the amount of food needful to sustain the 
body. It is not generally known that it is 
essentially the vegetable portion of our food which 
demands mastication. The carnivora do not 
masticate their food, as anyone who has observed a 
dog bolt a piece of meat can testify; their teeth 
interlock and do not admit of any lateral grinding 
action. On the other hand, all the vegetable-feed¬ 
ing mammals are laborious masticators. This is 
because vegetable food consists of a cellulose frame¬ 
work more or less dense, which it is necessary to 
break up, so as to liberate the contained nutrient 
particles and allow them to come under the action 
of the digestive juices. That our ape-ancesters 
subjected their food to prolonged mastication is 
evident from a study o' the teeth of their near 


relatives, the larger manlike apes (gorilla, 
chimpanzee, and ourang). I find that even the 
milk teeth of these animals are greatly worn down. 
Before man learnt to prepare his vegetable food 
artificially by maceration, grinding, and cooking, he* 
had to subject most of it to a prolonged natural 
milling with his teeth. Our teeth have been to a 
great extent relieved of this laborious work by the 
miller and the 000 k. The saving of the work of 
mastication thus effected has certain manifest 
advantages, but these are largely discounted if the 
farinaceous food is rendered so soft that it is- 
swallowed without being subjected to any but the 
merest pretence at mastication, for then not only is- 
it not properly mixed with the saliva, but the teeth 
and salivary glands are cheated of their normal 
work. Now, unfortunately, in this country we con¬ 
sume all, or nearly all, our vegetable food in soft, 
pappy, pultaceous and spongy forms, with the 
result that we have come to be a nation of verit¬ 
able food-suckers, with atrocious teeth, misshapen 
jaws, and none too good digestions. Our sole 
vegetable foods which invite mastication are crusty 
bread, dry toast, hard biscuits, salads, nuts, and 
apples. Our staple vegetable food, bread, is eaten 
in a spongy form. The loaveB are shaped so as to* 
give a minimum of surface for crust, and are lightly 
baked so that the crust shall be aB thin as possible. 
In the “ A. B. C.” shops it is the custom when 
cutting the rectangular loaves into slices to put 
aside the end pieces, as the customers refuse to eat 
them. I am told by a Scotch baker that the most 
crusty loaves—those which rest on the floor and 
against the sides of the oven—fetch a lower price 
than the others, so rooted is the objection of the 
Scotch people to crusty bread. 

Let us now consider the foods which fbrm the 
bulk of our national vegetable diet. They arer 
soft spongy bread, bread-and-milk, cooked vege¬ 
tables, puddings (suet, batter, “Yorkshire,” plum, 
cabinet, milk, &c.), porridge, cakes (multitudinous), 
buns, scones, muffins, crumpets, tea-cakes, and 
fancy cakes galore. To set forth in detail the 
many evils which result from this pemicioue 
system of diet would require several articles. The 
one I desire to emphasise just now is that it causes^ 
an excess of farinaceous food to be consumed. 
The more thoroughly a farinaceous food, such as. 
bread, is chewed, the more intimately will it be 
mixed with the saliva, and the more efficiently is it 
likely to be digested; and it goes without saying 
that when food is well digested less of it will be 
required than when it is not. A piece of crusty 
bread, thoroughly masticated, will go a longer way 
to satisfy the appetite and the nutritive require¬ 
ments of the system than an equivalent of pudding 
hastily swallowed. 

The best way to secure adequate mastication is- 
to choose foods which invite, or even compel, masti¬ 
cation. It is chiefly in regard to the cereal foods— 
wheaten flour, oatmeal, and rice—that reform is 
most needed. From the point of view of mastica¬ 
tion oatmeal biscuits are preferable to oatmeal 
porridge, but the latter is so popular and valuable a 
food that it may be permitted with the proviso that 
it be subjected to some sort of chewing, and not 
allowed to flop like some huge poultice into the 
stomach. Wheaten flour—our staple vegetable 
food—should be employed for little else than breads 
suet pudding (plain suet pudding, fruit pudding, 
meat pudding), plain biscuits, and home-made cake. 
Other puddings and the multitudinous varieties of 
cakes known to the pastry-cooks should be banned; 
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they have no special virtue and they can well be 
dispensed with. When a patient is knocked off 
his puddings or “sweets" by his doctor he often 
asks in a concerned or even injured tone what 
he can eat instead ? The answer is that bread-and- 
butter (i.e., flour and fat) is as nutritious as any 
ordinary pudding and more wholesome than most. 
It is a good food because it is nutritive, simple, 
and (if the bread is crusty) compels mastication. 
It is, of course, chiefly in the form of bread that 
wheaten flour should be consumed. The loaves should 
be shaped so as to give a maximum surface for crust 
(spindle-shaped, or cylindrical-shaped) and well 
baked, so as to give a thick but not too hard or 
brittle crust. Unfortunately, many people are 
prevented by bad teeth from eating crusts. 

Defective teeth .—Here I am led to say a few 
words about the deplorable condition of the teeth 
of our countrymen, the more so as the fact has 
recently been brought into prominent notice in 
connexion with our recruits. This state of 
things is a national disgrace. It is solely due 
to our faulty dietetic customs—above all to the 
practice of eating sweets and soft farinaceous food, 
which leaves the mouth in a chronic unhygienic 
condition. I estimate that there are among the 
inhabitants of these islands upwards of 200 millions 
of carious teeth, and probably an even greater 
number of socket abscesses (pyorrhoea alveolaris), 
while as to the jaws, it is rare to meet a normal one. 
One of the first things which strike the observant 
foreigner when he lands upon our shores is the 
large number of people with false teeth, and the 
great length and prominence of the natural teeth— 
a feature which the continental cartoonist has not 
been slow to accentuate. These obtrusively large 
teeth constitute a damning indictment against our 
habit of consuming nearly all our vegetable food in 
a form which does not put the teeth to adequate 
use. Teeth which are not put to vigorous use are 
not ground down as they should be, and they tend 
also to “ grow out of their sockets,” so that they, or 
rather the visible parts of them, become longer. 
This lengthening of the teeth is due in an even 
greater degree to pyorrhoea. Hence pap-fed people 
tend to be “ long in the tooth.” 

We are happily beginning to awake to the 
necessity of looking after our children’s teeth, and 
dental surgeons have been appointed to tend the 
teeth of the elementary-school children. This is a 
move in the right direction, but it is little more than 
shutting the stable-door after the horse has bolted. 
Dentists are mainly engaged in an endeavour to 
repair damaged teeth. Obviously our aim should 
be to prevent the damage, and this, as Dr. Sim 
Wallace has shown, can be done by choosing foods 
which exercise the teeth and salivary glands 
adequately, and by so arranging the order of them 
in a meal that the mouth shall be left in a sanitary 
condition. 

So accustomed are we to the prevalence of dental 
disease in this country that we accept it as a 
matter of course. It is, however, a serious national 
evil, but happily one which can be remedied. The 
present time, when for reason of economy we are 
called upon to examine into and revise our dietetic 
habits, is a good one to put up a bold fight 
against it. 

Wimpole-Btreet, W. 


A Devonshire Centenarian.— Miss Emily 

Bond, daughter of the late Admiral Bond, who celebrated 
the hundredth anniversary of her birthday last Jane, died 
at Exeter last week. 


THE CULTURE OF MEDICINAL HERBS. 


The letter of a correspondent in our last issue (p. 749) 
suggests the importance of growing wintergreen and willow 
within the British empire to assure a supply of salicin. The 
culture of medicinal herbs in general is a question well 
worthy of consideration at the present moment. 

There was a time when no village garden was complete 
without its bed of simples from which the medicine-ohest 
was regularly replenished, and although with the coming 
of the age of machinery the practice largely lapsed in this 
country, it still persists unchanged in the country of our 
nearest neighbour and ally, now much more largely agri¬ 
cultural than these islands. Here during the summer and 
autumn months family groups may constantly be seen sitting 
in their courts and doorways preparing the leaves and flowers 
which are to form the basis of the "titan**,” the famous 
domestic remedies for all minor ills. There are, of course, 
a number of herb-farms in Great Britain where cultivation of 
certain herbs is carried out and where others have been 
definitely abandoned as unprofitable—e.g., in the case of 
. dandelion root, in which the cost of cultivation is greatly more 
than that of digging the weed. The practice may have a 
kind of popular revival in this country in view of the 
shortage of vegetable drugs of all kinds caused by the 
closing of the frontiers of the Central European States with 
their vast tracts of land and multitudes of rural population 
willing to collect leaves and roots. The revival is being 
promoted by the Herb-Growing Association 1 which is 
affiliated to the Women’s Farm and Garden Union, who 
have undertaken to give advice to their members on herb¬ 
growing and the preparation and disposal of herbs, so that 
the market may not be overstocked with some and be short 
of others. It is pointed out that since the dealers buy in 
hundredweights, the small grower who has only a few 
pounds for the market would have difficulty in disposing of 
her crops except for some such cooperative system as is 
provided by the Association. 

The difficulties to be faced are not small and must be 
carefully studied if there is to be any prospect of success. 
Many herbs are very slow growing, and it is long before the 
medicinal property is developed. The lack of belladonna 
extract is largely due to the fact that the culture of the 
Atropa belladonna requires much ground, and that the roots 
are not available to lift and dry on a profitable scale until the 
third year. Then not every soil or situation is suitable to 
develop the production of the useful drug in the herb. It is 
well known that the opium poppy, even if it grows freely 
in this climate, does not yield any *considerable proportion of 
the morphine alkaloids. It is not accidental enterprise which 
has located the fields of peppermint and lavender at Mitcham 
and Hitchin ; there are certain properties in the soil and 
local climate which bring about a maximum yield of the 
essential oil in the growing Mentha piperita and Lavandula 
vera. Experience, too, has shown that the growing of drugs 
cannot successfully be undertaken for any period of years 
except as part of a general farm. Land very soon gets 
“ sick ” of these herbs, and the crop no longer pays for the 
growing. Particularly is this so with belladonna and 
henbane. 

Collection of wild herbs, on the other hand, is simpler and 
offers a useful field. The collector turns his attention from 
one to another herb, according to the season and the larger 
or smaller demand. No large outlay of capital is necessary, 
nor any waiting for a return on the labour and money 
expended. But the collection of wild-flower products too 
has its special difficulties The autumn crocus, more 
correctly colchicum, is widely scattered over the flat river- 
meadows in many parts of this country, and the bulbs are 
betrayed by the large lily-like leaves which appear in the 
early spring. But the bulbs lie deep, and unless closely set, 
as they often are in a Swiss meadow, they will require an 
immensity of labour and a great destruction of the surface 
of a meadow before any considerable quantity has been 
grubbed up, although we have heard of an active man who 
was able to earn 27*. a week by so doing. In the second 
place, the question of drying is a crucial one. In most 
countries where leaves and flowers are gathered they can be 

i The secretaries of the Herbal Subcommittee of the Women’s Farm 
and Garden Union are Miss B. L. Chamberlain. F.R.H.S.,and Miss 
Alice Sandferd, to whom communications should be addressed at 
45, Queen Anne's Chambers, S.W. 
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Lister Institute, Elstree, Herts, puts forward a plea for a 
collective study of tetanus in which he says: “If all those 
who have wounded soldiers under their care* will combine to 
study the disease and each give their help towards deciding 
upon the value of (1) the various premonitory symptoms; 
(2) the intraspinal method of administration; and (3) large 
doses of antitoxin, it is quite possible that we may make 
good progress in the direction of solving the problem of the 
successful treatment of tetanus.” 


VITAL STATISTICS. 


HEALTH OF ENGLISH TOWNS. 

In the 96 English and Welsh towns with populations 
exceeding 50,000 persons at the last Census, 8535 births 
and 5877 deaths were registered during the week ended 
Saturday, April 1st. The annual rate of mortality in 
these towns, which had been 17*2, 17*9, and 16*4 per 1000 in 
the three preceding weeks, rose in the week under notice 
to 16*9 per 1000 of their aggregate population, estimated at 
18,136,180 persons at the middle of the year 1914. Daring 
the 13 weeks of the quarter just ended the mean annual 
death-rate in these towns averaged 15 7, against a corre¬ 
sponding rate of 15*3 per 1000 in London. The death-rate 
last week ranged from 7*5 in Southend-on-Sea, 8*0 in Ilford, 
8*1 in Edmonton, 9*4 in Enfield, and 9*7 in Barnsley, to 
23*4 in Aberdare, 24*0 in Southport, 25*1 in Liverpool and in 
West Hartlepool, 27*6 in Sunderland, and 29*3 in Rochdale. 

The 5877 deaths were 155 in excess of the number in the 
previous week, and included 420 which were referred to the 
principal epidemic diseases, against numbers increasing 
from 345 to 591 in the three preceding weeks. Of these 420 
deaths, 134 resulted from whooping-cough, 122 from measles, 
71 from diphtheria, 66 from infantile diarrhoeal diseases, 20 
from scarlet fever, and 7 from enteric fever, but not one 
from small-pox. The death-rate from these diseases was 
equal to 1*2, against IT per 1000 in eaoh of the two preceding 
weeks. The deaths attributed to whooping-cough, which 
had been 85, 93, and 137 in the three preceding weeks, fell 
to 134, and included 37 in London, 16 in Manchester, 9 in 
Liverpool, 8 in Birmingham, 6 each in Derby and Sheffield, 
and 5 each in West Ham and Leyton. The deaths referred 
to meaBles, which had been 121*, 127, and 115 in the three 
preceding weeks, rose to 122, and caused the highest annual 
death-rates of 1*8 in Leicester, 2*6 in Swansea, 2*7 in Great 
Yarmouth, 3*3 in Stockport, and 5*5 in Rochdale. The fatal 
cases of diphtheria, which had been 54, 61, and 53 in the 
three preceding weeks, rose to 71, of which 17 were regis¬ 
tered in London, 6 in Birmingham, 4 each in West Ham 
and Liverpool, and 3 each in Stoke-on-Trent and Wolver¬ 
hampton. The deaths of infanta (under 2 years) from diar¬ 
rhoea and enteritis, which had been 60, 68, and 65, 
in the three preceding weeks, numbered 66 and included 
14 in London, 10 in Birmingham, 5 eaoh in Liver¬ 
pool and Sunderland, and 4 in Manchester. The deaths 
referred to scarlet fever, which had been 13,19, and 12 in 
the three preceding weeks, rose to 20, of which 7 were 
recorded in London and 2 in Preston. The 7 fatal eases 
of' enteric fever were 2 below the average in the earlier 
weeks of the quarter, and included 2 in Manchester. 

The number of scarlet fever patients under treatment in 
the Metropolitan Asylums Hospitals and the London Fever 
Hospital, which had steadily declined from 2257 to 1783 in the 
ten preceding weeks, further fell to 1768 on Saturday last; 
214 new cases were admitted during the week, against 
216, 193, and 210 in the three preceding weeks. These 
hospitals also contained on Saturday last 1427 cases of 
diphtheria, 242 of whooping-cough, 132 of measles, and 47 of 
enteric fever, but not one of small-pox. The 1465 deaths 
from all causes in London were 31 in excess of the number 
in the previous week, and corresponded to an annual death- 
rate of 16*9 per 1000. The deaths referred to diseases of the 
respiratory system, which had been 344, 405, and 337 in the 
three preceding weeks, further fell to 328, and were 147 
below the number registered in the corresponding week of 
last year. 

Of the 5877 deaths from all causes in the 96 towns, 191 
resulted from violence and 444 were the subject of coroners’ 
inquests, while 1783 occurred in public institutions. The 
causes of 59, or 1*0 per cent., of the total deaths were 
not certified either by a registered medical practitioner or 
by a coroner after inquest. Ail the causes of death were 
duly certified in Leeds, Bristol, West Ham, Bradford, Hull, 
Newcastle-on-Tyne, and in 67 other smaller towns. Of the 
59 uncertified causes, 18 were registered in Liverpool, 6 each 
in Birmingham and Manchester, 4 in Preston, and 3 in West 

Bromwich. - 

HEALTH OF SCOTCH TOWNS. 

In the 16 largest Scotch towns with an aggregate popula¬ 
tion estimated at 2,364,500 persons at the middle of this year, 
1148 births and 903 deaths were registered during the week 
ended Saturday, March 25th. The annual rate of mortality 
in these towns, which had increased from 15*5 to 20 7 


per 1000 in the five preceding weeks, fell to 19*9 per 
1000 in the week under notice. Daring the first 12 weeks 
of the quarter just ended the mean annual death-rate in 
these towns averaged 16*4 or 0*8 per 1000 above that recorded 
in the large English towns. The death-rate daring the 
week ranged from 13*3 in Leith, 14*5 in Aberdeen and 15*8 
in Perth, to 23*8 in Paisley, 26*8 in Greenock, and 280 in 
Kilmarnock. 

; The 903 deaths from all causes were 35 fewer than the 
number in the previous week, and included 82 which were 
referred to the principal epidemic diseases, against numbers 
rising from 56 to 89 in the three preceding weeks. Of these 
82 deaths, 43 resulted from measles, 15 from diphtheria, 12 
from infantile diarrhoeal diseases, 8 from scarlet fever, 3 
from whooping-cough, and 1 from enteric fever, bat notone 
from small pox. The annual death-rate from these diseases 
was equal to 1*8, or 0*7 per 1000 higher than that recorded 
in the large English towns. The deaths attributed to 
measles, which had been 23, 31, and 42 in the three pre¬ 
ceding weeks, were 43, and included 21 in Glasgow* 
and 5 eaoh in Greenock, Coatbridge, and Kilmarnock. 
The deaths referred to diphtheria, whioh had been 
10, 7, and 16 in the three preceding weeks, numbered 
15, of which 5 were registered in Edinburgh, 4 in 
Glasgow, and 2 in Paisley. The fatal cases of diarrhoea 
and enteritis (among infants under 2 years), which had been 
8, 8, and 11 in the three preceding weeks, were 12 in the 
week under notice, and included 4 in Glasgow, 3 in Dundee, 
and 2 in Clydebank. The deaths attributed to scarlet 
fever, which*had been 9, 6, and 12 in the three preceding 
weeks, fell to 8, and comprised 6 in Glasgow and 2 in 
Paisley. The deaths from whooping-cough were slightly 
below the average in the earlier weeks of the quarter, and 
I were recorded in Glasgow, Leith, and Kirkcaldy. The fatal 
case of enteric fever occurred in Glasgow. 

The deaths referred to diseases of the respiratory system, 
which had increased from 88 to 195 in the five preceding 
weeks, further rose to 212 in the week under notice, and were 
26 above the number registered in the corresponding week 
of last year. The deaths from violence numbered 29; 
against 29 and 26 in the two preceding weeks. 


HEALTH OF IRISH TOWNS. 

In the 19 town districts of Ireland with populations 
exceeding 10,000 persons at the last Census, 561 births and 
535 deaths were registered during the week ended Saturday, 
March 25th. The annual rate of mortality in these towns, 
which had been 21*5, 24*5, and 21*3 per 1000 in the three 
preceding weeks, rose in the week under notice to 24*3 per 
1000 of their aggregate population, estimated at 1,148,468 
persona at the middle of last year. During the first 12 
weeks of the quarter just ended the mean annual death-rate - 
in these towns averaged 20*1, against corresponding rates 
of 15*6 and 16*4 per 1000 in the English and Scotch 
towns respectively. The death-rate during the week 
was eqnal to 28*2 in Dublin (against 166 in London and 
21*1 in Glasgow), 21*3 in Belfast, 28*6 in Cork, 19*0 in 
Londonderry, 16*2 in Limerick, and 26*6 in Waterford, 
while in the 13 smaller towns the mean rate was 22-S 
per 1000. 

The 535 deaths from all causes were 65 in excess of the 
number in the previous week, and included 45 which were 
referred to the principal epidemic diseases, against 51 and 
38 in the two preceding weeks. Of these 45 deaths, 18 
resulted from measles, 15 from whooping-cough, 5 each from 
infantile diarrhoeal diseases and enteric fever, and 2 from 
diphtheria, but not one from small-pox or BCariet fever. The 
annual death-rate from these diseases was equal to2*0,again8t 
corresponding rates of 1*1 and 1*8 per 1000 in the English 
and Scotch towns respectively. The deaths attributed to 
measles, which had been 12, 18, and 16 in the three pre¬ 
ceding weeks, rose to 18, and comprised 15 in Belfast, 2 in 
Dublin, and 1 iu Cork. The deaths referred to whooping- 
cough, which had been 11, 10. and 8 in the three preceding 
weeks, rose to 15. and included 8 in Dublin and 4 in 
Belfast. The fatal cases of diarrhoea and enteritis (among 
infants under 2 years), which had been 12, 13, and 10 in the 
three preceding’weeks, fell to 5, of which 3 were regis¬ 
tered in Belfast and 2 in Dublin. The 5 deaths attributed 
to enteric fever, comprising 4 in Dublin and 1 in Portadown, 
were 4 in excess of the average in the earlier weeks of the 
quarter. The deaths from diphtheria were recorded in Belfast 
and Cork. 

The deaths referred to diseases of the respiratory system; 
which had been 95, 124, and 117 in the three preceding 
weeks, rose to 134 in the week under notice, but were $ 
below the number registered in the corresponding week of 
last vear. Of the 535 deaths from all causes, 172, or 32 per 
cent.*, occurred in public institutions, and 6 resulted from 
violence. The causes of 24, or 4 5 per cent., of the total 
deaths were not certified either by a registered medical 
practitioner or by a coroner after inquest, and included 
10 in Dublin, 6 in Belfast, 4 in Cork, and 3 in Wexford ; in 
the large English towns the proportion of uncertified causes 
did not exceed 0 7 per cent. 
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Cffrnsfffirtmue. 

“Audi alteram partem.” 

THE DURATION OF LIFE AFTER 
INGUINAL COLOTOMY. 

To the Editor of The Lancet. 

Sir, —An old and valued friend of mine, a well-known 
local solicitor, with a long record of public service, died on 
Feb. 18th after a comparatively short illness, at the advanced 
age of 84 years. I saw him in consultation with the late 
Dr. Samuel Fenwick and his usual medical adviser on 
Hay 23rd, 1899. He then had intestinal obstruction with 
severe abdominal pain, and a well-defined mass was detected 
in the left iliac region, but nothing was discovered in the 
rectum within reach of the fiDger. He was advised to 
submit to operation without delay. Two days later (May 25th, 
1899) Sir Frederick Treves performed inguinal colotomy. The 
growth, which was circumscribed, irregular in outline, and 
eeemed to involve the whole circumference of the gut, was 
situated at the highest part of the rectum close to the 
sigmoid flexure. The opening into the descending colon 
was therefore made at a higher level than usual in such 
cases. He made a good and rapid recovery, soon returned 
to his duties, and continued to work up to a few days of his 
death. Not many weeks ago he went to London to transact 
business. On more than one occasion he told me he had 
acquired wonderful control over his artificial anus. Under 
ordinary conditions he usually knew when to expect an 
action of the bowels, and he was seldom disturbed again the 
same day. The best testimony I can produce of the success of 
the operation is contained in a letter which has j ust reached 
«ne from his widow, bo whom I wrote asking permission to 
:poblish this note. She writes: "Since then, he has not 
suffered pain—nothing more than discomfort and inconveni¬ 
ence, borne so patiently, and, as you know, his vigour and 
activity returned to him surprisingly. Probably his great 
energy prolonged his life and prevented him sinking into the 
condition of a confirmed invalid.” Such a record is, I believe, 
unique, and must be taken into consideration in any pro¬ 
gnosis of the duration of life after inguinal colotomy. Let 
.me add, in conclusion, that no doubt existed in the mind of 
anyone present at the operation of the significance of the 
growth. I am, Sir, yours faithfully, 

Frederick S. Palmer, M.D., F.R.C.P. 

WJmpole-atreet, W., April 3rd, 1916. 

THE SIGNIFICANCE OF CERVICAL 
CAPILLARY MARKINGS. 

To the Editor of The Lancet. 

Sir,— Dr. R. Crawshaw Holt having directed my attention 
to the possible connexion of certain cutaneous telangiectases 
with pulmonary tuberculosis, I was interested when examin¬ 
ing healthy young adult women and girls of 15 years of age 
to^see if these markings were present. In the large majority 
of cases they were absent, and where I found them, with 
very few exceptions, I found also either signs of arrested 
tuberculous disease or a history more or less definite of 
bronchitis or pneumonia in early life. This merely points 
to the advisability, where such markings are present, of 
franraing investigations further to see if other signs of 
tuberculous trouble, active or latent, may be present. 

I am, Sir, yours faithfully, 

Manchester, March 28th, 1916. CATHERINE CHISHOLM. 


To the Editor of The Lancet. 

'Sir, —In The Lancet of March 4th Dr. R. Crawshaw 
Holt recorded under this heading his belief in the diagnostic 
importance of these venules, when occurring about the 
cervico-dorsal region of the spine, in suspected tuberculosis 
inside the chest when other evidence is equivocal. This 
provoked a statement from Dr. F. Parkes Weber that many 
healthy young subjects showed these appearances here and 
elsewhere, and Dr. Clive Riviere followed with an interesting 
account of some of his own observations made upon school 
children. 

From a prolonged study of venous appearances on the 
skin of children of all ages, of which I have detailed 
records of about 250, I am inclined to discredit the 
view that this particular type of phenomenon has any 


connexion with pressure on the deep systems of veins, or 
with local vaso motor disturbances due to visceral disease. 
Ihe finer capillary markings found in this situation are 
exactly similar in size and aspect with those often to be 
seen on other parts. My observations tend rather to suggest 
that local mechanical conditions help to determine their 
appearance—eg., the pressure and friction of clothing over 
prominent or relatively unyielding parts, or the long-con¬ 
tinued chafing of two skin-surfaces together. Constitutional 
peculiarities of the skin also probably play a part. The sites 
of election are over the sternum, the region of the clavicles, 
tbe spinous processes of the vertebiae, and the inguinal 
regions, though they may, -of course, occur elsewhere. 
They are also very persistent. Thus, in one of my 
cases, at the age of 5 years, a considerable number 
were present about the skin of the thorax, including the 
spinal region in question. Six years later there were 
still many to be found, those over the vertebrae being 
still visible. This child is robust, and has never shown any 
symptom or physical s gn of tracheobronchial adenopathy 
or phthisis. 

There are several other, and I think cogent, reasons 
for disputing the view put forward by Dr. Crawshaw Holt, 
but to enter into these would unduly prolong this letter. 

I am, Sir, yours faithfully, 

Liverpool, April 3rd, 1916. EDMUND HUGHES. 


CERTIFICATION OF THE CAUSE OF 
DEATH. 

To the Editor of The Lancet. 

Sir, —I quite agree with the remarks of Dr. R. R. Rentoul 
in your issue of March 25th. I have advocated the careful 
examination of the body by the medical roan who has 
attended the patient before giving a certificate as to 
the cause of death, at the game time verifying death by 
certain tests which I have drawn up for that purpose 
and published. Our society drew up certain tests of 
death, and promoted a Bill to amend the law relating to 
Registration of Deaths and to Burials, presented by Hr. 
George Greenwood, and supported by Mr. Abherley Jones, 
Mr. Rowlands, and ordered by the House of Commons to be 
printed June 27th, 1912. 

I am, Sir, yours faithfully, 

J. Brindley-James, 

Ex&mineirin-Uhief, London Association for the Prevention 
Barnes, March 30th, 1916. of Premature Burial. 


PSYCHO-ANALYSIS. 

To the Editor of The Lancet. 

Sir,—I n a letter in The Lanoet of March 11th Dr. 
Ernest Jones says :— 

I venture to add, without much fear of contradiction, that 
the statements made by more than one of your recent con¬ 
tributors, to the effect that they have seen many patients 
who have been harmed by psycho-analysis, do Dot refer to 
the patients of those who are psycho-analysts in the only 
legitimate sense of the word—i.e., those who have been 
competently trained in the subject. 

This does not appear to me to be a scientific attitude 
of mind. Every benefit to mankind has a reverse side of 
possible evil, and although these chances of evil may be 
considerably lessened by experts in any method, a certain 
amount of harm is sure to accrue to a certain number 
of patients with regard to psycho-analysis, and it is surely 
a safer and more enlightened attitude to recognise the 
possibilities of evil and to keep on the alert to battle with 
the evils than to lull oneself into a false security by asserting 
that they do not exist. As a role, the greater the beneficial 
possibilities of anything, the greater in proportion are its 
deleterious possibilities. 

I am, Sir, yours faithfully, 

Tonbridge, Kent, March 31at> 1916. C. F. StREETKN. 


Children’s Fresh-Air Mission.— Tbe annual 

meeting of the friends of the Mission will be held in Staple 
Inn Hall, Hoi born, by the permission of the Institute of 
Actuaries, on Wednesday next, April 12th, at 4 p.m. 
Alderman Sir William H. Dunn will preside, and the 
following are expected to attend and speak in support of 
the Fund: Mrs. Scharlieb, M.D., Miss Fairbank, Mr. 
Ernest E. Wild, K.O., and Mr. W. Fett Ridge. 
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The Casualty List. 

The following names of medical officers appear 
among the casualties announced since our last 
issue:— Died. 

Major F. C. Lambert, R. A.M.C., received his tnedical educa¬ 
tion at St. Mary’s Hospital, London, qualifying in 1902, 
and joined the R.A.M.C, in 1904. He has been twice 
mentioned in despatches. 

Captain J. T. Leon, R.A.M.C. (T.F.), was a student at 
St. Mary’s Hospital, London, qualifying in 1895, and 
was in practice at Southsea prior to the war. 

Wounded. 

Captain M. Gross, R.A.M.C. 

Captain A. Robb, R.A.M.C. 


Deaths among the Sons of Medical Men. 
The following sons of medical men must be 
added to our lists of those who have fallen during 
the war:— 

Lieutenant V. C. Bruce, Gordon Highlanders, second sur¬ 
viving son of the late Dr. A. Bruce, of Ainslie-place, 
Edinburgh. 

Sergeant A. R. Carter, Rhodesian Regiment, elder son of the 
late Deputy Surgeon-General R. W. Carter. 


The Honours List. 

The Military Cross has been conferred upon the following 
medical officers in recognition of their gallantry and devotion 
to duty in the field :— 

Captain Bernard Grellier, R.A.M.C. (attached to 10th Bat¬ 
talion, Royal Welsh Fusiliers). 

For conspicuous gallantry and devotion to duty during operations 
■when tending the wounded under heavy shell Are. He helped to 
dig out wounded men who were buried. 

Temporary Captain Leonard Douglas Saunders, R.A.M.C- 
(attached to 10th Battalion Notts and Derby Regiment) 
For conspicuous gallantry and devotion to duty. He tended the 
wounded under heavy fire, and finally evacuated them all with 
great skill and care. His clothing was torn by fragments of shell, 
and he was at work for 48 hours without a rest. This is the third 
time he has displayed great coolness and devotion to duty. 

Temporary Captain Harry Vere White, R.A.M.C. (attached 
to 7th Battalion Lincoln Regiment). 

For conspicuous gallantry and devotion to duty during operations 
when tending the wounded. His dressing station was repeatedly hit 
by shells, and he himself was severely knocked about several times, 
but for 36 hours he stuck to his work. 

Temporary Lieutenant Reginald Peter Nutcombe Brickland 
Bluett, R.A.M.C. (attached to 8th Battalion Durham 
Light Infantry (T. F.) ). 

For conspicuous gallantry. He tended the wounded under heavy 
shell fire, and was continuously at work for 20 hours. Through his 
exertions they were removed to a place of safety, although the aid 
post was unapproachable owing to the enemy's shell tire. 

Temporary Lieutenant John Alexander Harper, 52nd Field 
Ambulance, R.A.M.C. 

For conspicuous gallantry when leading Btretcher-bearers during 
operations. On one occasion, when three of his bearers were 
wounded, he went alone, under heavy shell fire, to the aid post. 

The name of Staff-Surgeon R. B. Scribner, R.N., is men¬ 
tioned in a dispatch by Rear-Admiral Sir Dudley de Chair 
for good services in the patrol cruisers. 


Foreign Decorations. 

The President of the French Republic has conferred the 
Legion of Honour upon the following medical officers in 
recognition of their distinguished service during the 
campaign:— 

Grand Officer. —Surgeon-General Sir A. T. Sloggett, 
K.C.B., C.M.G., K.H.S. (substituted for the “ Croix de 
Command eur,” the award of which was reported in 
The Lancet of Nov. 13th, 1915). 

Croix de Guerre. —Lieutenant-Colonel J. Mill, R.A.M.C 
(T.F.) ; Captain J. A. Cullum, Canadian A.M.C. (attached 


to 28bh Canadian Infantry Battalion); Captain E. D. 
Gairdner, R.A M.C. (T.F.); Captain G. H. R. Gibson, 
Canadian A.M.C. (attached to Headquarters, 1st Canadian 
Division). _ 

The Enrolment of Medical Men. 

The following statement has been published by 
the War Office as to the need for medical officers in 
the military services: it may be read as an appeal 
for immediate enrolment. 

In order to maintain the supply of medical officers required 
to meet the needs of the military services, it is urgently 
necessary in the interests of the civil community no less 
than of our armies that all qualified medical men not 
exceeding 45 years of age, irrespective of their circum¬ 
stances, should without delay enter their names under the 
Enrolment Scheme which has been established by the 
Central Medical War Committee and has the authorisation 
of the War Office. 

The work of enrolment is carried out by three representa¬ 
tive bodies of the medical profession known as the Central 
Medical War Committee for England and Wales, the 
Scottish Medical Service Emergency Committee, and the 
Irisli Medical War Committee. It should be understood 
that enrolment does not mean that the medical man is at 
once called up for service in the Royal Army Medical Corps; 
he may never be called up, and in any case will not be called 
up until the proper time has come for his services to be 
accepted. The real purpose of the scheme is to secure that 
those doctors are selected for military purposes who can best 
be spared at the particular date and from the particular 
place, with due regard to the needs of the civil population, 
to the personal circumstances of the doctor, ana to the 
requirements of the armies. 

To carry out efficiently the comparative process necessary 
for an equitable distribution of the burden as it affects fch*e 
medical profession and the civil population, it is evident that 
all doctors of suitable age should have offered themselves for 
service, quite irrespective of their particular circumstances, 
whatever these may be, so that a proper selection may be 
made by a body equipped with the requisite information 
from all parts of the country, and thus competent to make 
the necessary comparisons. The only alternatives are 
haphazard recruitment and arbitrary demand. 

It is for these reasons that the War Office has officially 
recognised and now relies upon the Central Medical War 
Committee and the corresponding committees in Scotland 
and Ireland. These committees include representatives of the 
Royal Colleges of Physicians and the Royal Colleges of 
Surgeons, of the universities and medical schools, and of the 
British Medical Association, and have associated with them¬ 
selves iu their work representatives of the Government 
departments mainly concerned. The committees have an 
organisation of representative local committees in all parts 
of the three countries, from which they obtain local informa¬ 
tion and advice, and they work in daily contact with the 
various Government departments concerned. 

Furthermore, for the purpose of considering and advising, 
through the Central Committee, on cases in England and 
Wales, having such special features as exist, for instance, in 
regard to the staffs of the metropolitan hospitals, a Com¬ 
mittee of Reference has, with the approval of the War 
Office, been now established by the Royal College of Phy¬ 
sicians of London and the Royal College of Surgeons of 
England, acting jointly. 

Thus it will be seen that, in order to secure the desired 
result, that is to say, to obtain the medical officers needed 
for the army month by month with the least possible inter¬ 
ference with'the needs of the civil population and the least 
possible injury to the individual practitioner, it is necessary 
tiiat every medical man under the age of 45 who does not 
hold a certificate of enrolment (or of provisional acceptance 
by the War Office) should enrol at once. Only in this way 
can the exigencies of the situation be fairly and efficiently 
met. _ 


Vacancies for Medical Officers.— Three 
medical officers are urgently required to complete the 
establishment of the 2/lst Highland Mounted Brigade Field 
Ambulance. Also a regimental medical officer for the 2/2nd 
Lovat Scouts. Full particulars regarding pay and duties 
can be obtained from Major Mowat, Officer Commanding, 
2/lst Highland Mounted Brigade Field Ambulance, 49, North- 
gate, Beccles, Suffolk.—Interesting work for medical officers 
in the 3/3rd Home Counties Field Ambulance, R.A.M.C. 
Only two or three vacancies exist, and medical men desirous 
of joining this unit should make immediate application to 
the officer commanding, at the headquarters, “Frenches,” 
Redhill. 
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OBITUARY OF THE WAR. 


ROBERT FRANCIS HEBBEKT, M.R.C.S. Eng., 
L.R.C.P. Lond., 



CAPTAIN, INDIAN MEDICAL SERVICE. 

Captain Robert Francis Hebbert, whose death was 

announced recently 
as having occurred 
in the Persian Gulf, 
joined St. Thomas’s 
Hospital in 1900 as 
a student, having 
received his school 
education at Malvern. 
He combined work 
with play, as he 
took the first and 
second year college 
prizes, qualified for 
the Cheselden medal 
for surgery, and 
played Association 
football and tennis 
for the hospital. On 
obtaining his dip¬ 
lomas in 1906 he 
joined the Indian 
Medical Service. He 
will be sadly missed 
by all who knew and worked with him at the hospital. He 
liad only recently married. 


PERCY HAYCRAFT BERRY, M.R.C.S., L.R.C.P. Lond., 

LIEUTENANT, ROYAL ARMY MEDICAL CORPS. 

Lieutenant P. Haycraft Berry, who met his death in 
trying to rescue a drowning man at Barrani, Egypt, 
on March 10th, was 27 years of age. He was educated 
at Malvern, and King’s College, Cambridge, where he 
took an honours degree in 1910 and entered Guy’s Hos¬ 
pital the same year, qualifying in 1913. Subsequently 
he held the appointments of clinical assistant and assistant 
house surgeon at his own hospital, but was forced by the 

urgent calls of a 
general practice to 
help his father and 
to forego further 
appointments which 
he could have held 
in the ordinary course 
of events. He joined 
the Royal Army 
Medical Corps in 
May, 1915, as soon 
as he could be spared 
from the press of 
winter work, and 
was attached succes¬ 
sively to the Cam¬ 
bridge Hospital, Al¬ 
dershot, the hospital 
ship A»*aye (during 
the Dardanelles 
operations), and 
finally to the Berks 
Yeomanry. A friend 
writes: “A keen 

sportsman, he gained his oar in the May races of 1908. and was 
one of the winners of the Browning Pairs in 1910; also he was 
an excellent horseman. Always keen on matters military, he 
derived his enthusiasm for cavalry work whilst a member 
of the Cambridge University Officers Training Corps. In 
all games he was not only a good loser but an excellent 
winner. He never allowed an unfailing cheerful nature to 
dull an unusually perceptive brain, but rather let it be the 
means of overcoming obstacles which proved drudgery to 
others. To those who knew him intimately an appreciation of 
bis character is unnecessary ; to those who did not, nothing 
could be more eloquent of the man than the official telegram 
firing particulars of his death. ‘ At Barrani, seeing man 



drowning, plunged off rock into heavy surf with all clothes 
on to rescue. Immediately big wave broke over him and 
he disappeared. Body found five hours later with large 
wounds head, apparently ante-mortem. Buried March 11th 
at Barrani with military honours.’ ” 


JOHN WILSON, M.B., Ch.B. Edin., 

LIEUTENANT, ROYAL ARMY MEDICAL CORrS. 

Lieutenant John Wilson, who was killed in action on 
March 9th, aged 29 years, was born in Armadale, Linlithgow¬ 
shire. He was educated at John Watson’s College and 
Edinburgh University, where he graduated in 1909. A friend 
writes as follows concerning his death: “A message was 
received that several men lay wounded in a central trench. 
Lieutenant Wilson at once volunteered to go to their 
assistance, although it was necessary to cross absolutely 
open ground, swept by the fire of the hostile trenches. He 
reached the wounded 
men, bandaged up 
those who most re¬ 
quired it, and was on 
his way back to shel¬ 
ter when he was fired 
upon by the Germans 
from their front-line 
trenches. A bullet 
struck him just above 
the heart and he 
died in a few minutes. 

His colonel says that 
Lieutenant Wilson by 
his energy and devo- 
tion to duty had 
earned the apprecia¬ 
tion of every officer 
and man in the 
battalion, and only 
ten days before had 
the pleasure of recom¬ 
mending him for the 
Military Cross. To his professional colleagues and 
friends the news of Lieutenant Wilson’s death brought 
grief and horror. He was beloved by all who knew 
him, and to his clientele his loss is irreparable. Genial 
and obliging in disposition, intelligent and industrious in the 
prosecution of his work, transparently honest and straight in 
all his relationships with others, he was a man whom it was 
good to know.” _ 

CHARLES STRICKLAND, L.R.C.P. Lond., 

L.R C S. Edin., 

FLEET-SURGEON, ROYAL NAVY (RETD.). 

Many naval surgeons and St. Bartholomew’s men of the 
early “eighties” will hear with regret of the death of 
Charles Strickland, which occurred after nine months’ illness 
borne cheerfully with great patience. He enteied the medical 
profession in 1880. rather later than most of his contem¬ 
poraries, as he had been obliged to live for some time in 
South Africa on account of pulmonary tuberculosis, the 
disease which recurred la^tyear. Strickland had a happy dis¬ 
position. thoroughly enjoyed his life, and his genial nature 
made him a social success both at the hospital and in the 
services. When the war broke out he was Fleet-Surgeon 
at the Royal Marine Light Infantry Barracks, Forton. 
Soon after this he was placed on the retired list on account 
of age, but he remained at this post until ill-health necessi¬ 
tated sanatorium treatment. He died somewhat suddenly 
on March 25th, at the age of 56. His funeral, a naval 
one, took place on March 31st at the Highland-road 
Cemetery, Southsea. 



The late Mr. H. S. Lyle.—H enry S. Lyle, 

who had been senior honorary surgeon at the Liverpool 
Cancer and Skin Hospital for some 24 years, died at 
his residence, Upper Parliament-street, Liverpool, on 
March 29th. He qualified as a Member of the Royal 
College of Surgeons of England in 1880 and earned a 
well-deserved reputation as a dermatologist in Liverpool. 
He was civilian medical officer to the 9th King’s (Liverpool 
Regiment). 
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The Central Medical War Committee. 

A meeting of the Committee was held on Wednesday, 
April 5th, at which the most important business transacted 
was the approval by the Committee of the formation of a 
Compassionate Fund, to be used for the benefit of medical 
men joining the military services. The Committee decided 
to ask the Council of the British Medical Association to con¬ 
sider the desirability of instituting such a Fund. No evidence 
was placed before the Committee, in a Memorandum which had 
been approved by the Executive Subcommittee, that any special 
fund would be needed, but it appeared from many indica¬ 
tions that it was advisable that some scheme for its forma¬ 
tion should be put into readiness. The Memorandum pointed 
out rightly that the heaviest tax might be upon those who 
are relatively well off and least likely to mention their 
position. The losses of men in consulting practice, for 
example, owing to heavy commitments in the matter of rent, 
might be considerable, while their practices, being of a 
personal nature, would suffer during their absence. 

The Committee considered the* statement recently pub¬ 
lished by the War Office with regard to the enrolment of 
medical men, and several speakers dwelt upon the necessity 
of ascertaining with accuracy the number of medical men 
who are available for enrolment, as only in this way can it 
be gathered what proportion of medical men have enrolled 
and how far the burden is being fairly distributed under 
the scheme. It was generally recognised that the scheme 
could only be persevered with if the percentage of enrolment 
was high, 75 per cent, being the lowest figure mentioned. 
It was pointed out in the Committee that the Navy also 
needed medical officers and might need more. The state¬ 
ment concerning enrolment issued by the War Office must 
to some extent be read as indicating the needs of the Navy, 
a matter upon which the two services will come to some 
agreement. The following resolution was adopted :— 

The Committee will not proceed to call up practitioners 
under the Enrolment Scheme unless and until 75 per cent, 
of those medical men in England and Wales, who on Jan. 5th, 
1916, were of military age and not holding a commission, 
have enrolled, or have since that date received a commission 
in His Majesty’s Forces or a letter of provisional acceptance. 
Military age for this purpose means under 45 years of age. 

The official correspondence with regard to the formation 
of the Advisory Committee of the Royal College of Physicians 
of London and the Royal College of Surgeons of England was 
placed before the Committee. The names of the members 
of the Committee were published in The Lancet last 
week. Mr. Frederick G. Hallett, the secretary of the English 
Conjoint Examination Board, is acting as secretary of the 
Committee, and formally announced that the body had been 
constituted, that its meetings would take place at the 
Royal College of Physicians of London, and that the 
office of the Committee would be at the Examination Hall, 
8 to 11, Queen-square, Bloomsbury. 


The Military Hospitals in Alexandria.—A 

correspondent writes as follows: “ Profiting by the oppor¬ 
tunity offered by a few days’ sojourn in Alexandria I have 
visited some of the military hospitals which have been 
established there during the past 12 months. There are four 
• general ’ hospitals. No. 15 is in a large school in the 
centre of the town ; No. 17 is at Victoria, a seaside residential 
suburb, also in college premises; No. 19 occupies the 
splendid Deaconess Hospital buildings and some adjacent 
schools ; while No. 21 is housed in the Ras-el-Tin barracks, 
Alexandria, hard by the Sultan’s palace. In addition to 
these, No. 5 Indian Hospital and the Bombay Presidency 
Hospital occupy the Casino at Ramleh. In many cases these 
premises, capacious and well-equipped though they were 
before the war, were inadequate for the demands put on 
them, and various adaptations have been carried out. 
Perhaps the most remarkable of these feats are those which 
have been necessitated by the equipment of theatres. It is 
impossible even for the hardened pessimist to avoid a lively 
sense of gratification in realising what our much-criticised 
doctors and soldiers are capable of doing in such an emer¬ 
gency as this. But it is not the theatres only that afford 
evidence of thoroughness and care in the carrying out 
of so difficult a task. The wards, the X ray rooms, and 
the sanitary arrangements all bear unmistakable marks of the 
same spirit of thoroughness. When extensions beyond the 


walls of the original premises have proved necessary marquees j 
have been widely used as overflow wards. Where so much I 
excellent work is being done it would be invidious to make 
special mention of individual officers, but as certain hospitals 1 
have undertaken particular tasks it is perhaps permissible to I j 
remark upon the splint factory at No. 21 General Hospital, ( \ 
the venereal wards at No. 17, and the important researches 
into dysentery at No. 19. At all the hospitals surgery of a 
very high order has been practised, the records of which, 
when collated and digested, will prove of material value in 
the future. The other day a foretaste of this was afforded 
by the discussion which the Alexandria Clinical Society ' 
held at No. 17 General Hospital on the treatment of head 
injuries. This will probably be reported fully. The dis- | 
cussion, which was opened and closed by Colonel Sir j 
Victor Horsley, was listened to by over 100 officers. It is, j 
perhaps, in the department of medicine, however, that these I 
hospitals have done their finest work. The arrangements ’ 
for dealing with large numbers of dysentery and enterica 
cases are everywhere admirable, and the results both in 
regard to recovery and spread of infection have been most 
gratifying. The re-discovery of the value of emetine in 
amoebic dysentery by Sir Leonard Rogers was made in the I, 
nick of time, and has saved scores of lives. No Briton who i j 
has visited these hospitals could fail to be proud of their | 
equipment, organisation, and actual performances.” 


SJetital Stefos. 1 

Examining Board in England by the Royal 
Colleges op Physicians of London and Surgeons of 
England —At the First Professional Examination of the 
Conjoint Examining Board held on March 28th, 29th, 30th, 
and 31st, and April 1st and 3rd, the following candidates 
were approved in the undermentioned subjects :— 

Chemistry and Physics.— Alexander Herbert Bean and Hugo Boger, i 
University College; Walter Richard Baxter Booth, Manchester 
University; Percy Croad Brett, 8t. Mary's Hospital ; John William 
Chadwick, Manchester University; George William Cheater. | 
King’s College; John Joseph Coghlan, London Hospital; 
Redgewell George Dannie, King's College; Ralph Martin Ealand, | 
Bristol University; Mohammed Nour fildin, St. Bartholomew 1 ! 
Hospital; Riad Akhnookh Fancus, Manchester University; 
James Hassell France (special); Werner Gbthe. Middlesex 
Hospital; Thomas Hodgson Jordan Hargreaves, Royal Albert I 
Memorial College, Exeter; Albert Reby Jones. Liverpool 
University; Thomas Trefor Jones, Manchester University; 
Reginald Oladipo Lahanmi and Reginald Cyril Lightwood, 
King's College; John Andrew Mackay-Roes. 8t. Bartholomew*! 
Hospital; Edgar Duncan MacMillan, 8outh-Westem Polytechnic; 
Hussein Nosrat, University College; Leslie Penhall Phillips, King’s 
College; Henry Christoffers Powell, Charing Cross Hospital and 
King’s College; Johannes Jacobus Redeflnghuys. University 
College; Thomas Roger Rees, University College, Cardiff; Mary 
Jane Ripley, University College; Jacques 8pira, Brussels Uni¬ 
versity and King’s College; Edward Howard Strange, University 
College, Cardiff; Harold John Vane Sutton, Middlesex Hospital; 
John Christopher Twomey, Liverpool University; John George 
Walker (special); Albert Charles Zwaris Wijayaratne, University { 
College; Tudor Williams, University College, Cardiff ; and Charles 
Florance Young, London Hospital. 

Chemistry. —Mark Louis Barst, London Hospital; Henry Leigh 
Bowen, King Edward’s School, Birmingham ; Maxwell Hall, Guy’s 
Hospital; Reginald Rowley Halsall and David Hoole, Manchester 
University; John Dougan Kelson, London Hospital ; Daniell 
Maximos, King’s College; Edgar Lewis Jones Reason, St. Mary’s 
Hospital; Constance Elizabeth Marlar Ridout, University College; 
Herbert I^eyland Sackett, St. Bartholomew’s Hospital; Mohamed 
Sldky, Middlesex Hospital; Samuel Snelson, Manchester Univer¬ 
sity ; and John Oscar Morgan Wade, University College, Cardiff. 
Physics.— Douglas Robert Ainsworth and Hitchon Seater Chadwick, 
Manchester University; Harold Spencer Davies, University 
College, Cardiff; Mohammed Abdel Kader El Hennawy, St. Mary’s 
Hospital ; Sydney Hazeldine, University College; Montague 
Henry Lichtenstein, Manchester University; John Frederick 
Charles McColl and Elizabeth Esther McCulloch, Liverpool Uni¬ 
versity; Oswald Edgar John McOustra, University College; 
Madeline Phyllis Parker, London School of Medicine for Women; 
Benn Roland Reynolds; University College. Cardiff; Joeef i 
Sonenberg-Bergson, Breslau University and King’s College; and 
8idney Bertrand Wlnnick, London Hospital. I 

Elementary Biology.— Charles Spencer Anderson, St. Mary's Hos- , 

S ital; Henry Edwards Archer and Douglas Albert Raoul Aufranc, 
liddlesex Hospital ; George Frederick Baxter, Westminster i 
Hospital and King’s College; Ivy Constance Beach, London 
School of Medicine for Women; Alexander Herbert Bean. Uni¬ 
versity College; Margaret Gladys Best, London School of Medicine 
for Women; Israel Blain, Manchester University; Hugo Boger. 
University College; Harold Bridgewater Bramley, Liverpool ( 
University; Ernest Brazao, Middlesex Hospital; Percy Croad 
Brett, St. Mary’s Hospital; Mary Burfield, London School of 
Medicine for Women; Kenneth Entwisle Bury. St. Thomas’s 
Hospital; Edward Joseph Jean Buyck, King’s College; Louis Ely 
Reginald Carroll, St. Bartholomew’^ Hospital; John William 
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Chadwick, Manchester University; George William Cheater. King’s 
College; Marion Constance Vera Clarke, London School of Medicine 
for Women; Alice Maud Mary Clegg, Technical School, Liverpool; 
Dudley Hugh Cockell. St. Bartholomew’s Hospital; John Joseph 
Cogblan, London Hospital; Gerald Cecil Wootton Carson, Guy's 
Hospital; Redgewell George Dansie, King's College; Harold 
Spencer Davies. University College, Cardiff; Thomas Draper and 
Henry Dryerre, Royal College, Edinburgh; Robert Douglas 
Fllnt&n, St. Thomas’s Hospital; Harold Bert Flooks, University 
'College. Cardiff ; William Francis Gawne, Technical School, Liver- 
•pool; Barnett Goldfoot, St. Bartholomew's Hospital; Werner 
Gdthe, Middlesex Hospital; Maxwell Hall, Guy’s Hospital; 
Henry John Henderson, South-Western Polytechnic ; John 
Herbert, Guy’s Hospital; David Hoole, Manchester Univer¬ 
sity; Francis Joselin Jauch, Birkbeck College; Henry Jennings 
and Silas Glynne Jones, Technical School. Liverpool; Thomas 
Trefor Jones, Manchester University; Henry David Keif, 
Birkbeck College; John Dougan Kelson and Henry Alfred 
Connor Kite, London Hospital ; Agnes Knowles, London 
School of Medicine for Women; Francis Knoyle, Birkbeck 
•College; George Valentine Chapman Last, Technical School, 
Liverpool; Montague Henry Lichtenstein. Manchester University; 
Reginald Cyril Lightwood, King’s College; Henry Davies 
Llewellyn. University College, Cardiff; John Andrew Mackay- 
Roas. St. Bartholomew’s Hospital; Colin Campbell Mackinnon, 
Middlesex Hospital; Oswald Edgar John McOustra, University 
•College; Cyril Randell Martin, Birkbeck College; Albert Edward 
Mills, Bristol University; James Aird Morton, St. Bartholomew’s 
Hospital; Daniel Josepn O’Meara. Guy’s Hospital; Leslie Penhall 
Phillips, King’s College ; Henry Christoffers Powell, Charing Cross 
Hospital and King’s College; Mary Coiegrave Prideaux, London 
-School of Medicine for Women ; Tbomsa Roger Rees, and Benn 
Roland Reynolds, University College, Cardiff; Constance Elizabeth 
Martar Rldout and Mary Jane Ripley, University College; William 
Sleeman Roberts, St. Mary’s Hospital; Bdith Marjorie Hoke and 
Margaret Charlotte Scrace, London School of Medicine for Women; 
Ronald Cunltlfe Shaw and Samuel 8 nelson, Manchester University; 
Edward Howard Strange, University College, Cardiff; Harold John 
Vane Sutton, Middlesex Hospital; Joseph Gillison Tait, Edinburgh 
School of Medicine; Thomas Ben Thomas, 8 t. Bartholomew’s 
Hospital; Norman Victor Wadsworth, Guy’s Hospital; William 
Walsham, St. Mary’s Hospital; John Stanley White. St. Bartholo¬ 
mew's Hospital; and Catherine Mabel Williams and Greta Isabel 
Yeoman, London School of Medicine for Women. 


University of London.— At examinations 
for Internal and external students, held recently, the 
following candidates were successful:— 

SECOND EXAMINATION fob Medical Degrer8, Pabt I. 

John Vernon C&nnadlne Braithwaite and William Mark Brown, Gay’s 
Hospital; Michael Waldo Boone Bulman, London Hospital; Leslie 
Barvlll-Holmes, Guy’s Hospital; Ernest Edwin Carter, St. 
Thomas's Hospital (distinction); Francis Cavers, University 
College ; Alix Jeanne Churchill, London (Royal Free Hospital) 
School of Medicine for Women ; Harris Cohen. University College, 
Cardiff; Hyman Solomon Cohen, London Hospital; Morris Cohen, 
Gust’s Hospital; Simeon Moses Cohen, University College. Cardiff; 
Florence bdith Coombes. London (Royal Free Hospital) School of 
Medicine for Women; Daryll Cedric Corry. University College; 
Carl Knight Cullen, London Hospital; Beryl Dyer, London (Royal 
Free Hospital) School of Medicine for Women; Edwin Spencer 
Etheridge, University College; James Fanning, London Hospital; 
James O Farrell Fletcher, Si. Mary’s Hospital; Raymond Eustace 
Ford. University of Sheffield ; Reginald Stafford Foes, 8 t. Thomas’s 
Hospital; Dennis Herbert Geffen, University College; Edward 
Braile Delisle Gray, Guy’s Hospital; Robert Handley Greaves, 
University of Sheffield; Dorothy Margaret Grelg. HildaTreloggen 
Haggett, Edith May Hall, Joan Margaret Redford Harris, and 
Eleanor Harse, London (Royal Free Hospital) School of Medicine 
for Women; Henry Lewis Heimann, University College; 
Christopher Langton Hewer, St. Bartholomew’s Hospital; Gilbert 
Rashleigh Hull. St. Thomas’s Hospital; Graydon Hume and 
Reginald Cyril Bell Ledlie, Guy’s Hospital; John Neil Leitch, St. 
Bartholomew’s Hospital; Horace 8 harman Le Marqu&nd, St. 
Thomas’s Hospital; Henri Toussaint Levieux, Guy’s Hospital; 
Gdal-Leizer Levin, King’s College; Hyman Jacob Levy, University 
College, Cardiff (distinction); William Ernest Lloyd, St. Bartholo¬ 
mew’s Hospital; Syed Francis Mahmood, University College, 
Cardiff; Charles Dundas Maitland, St. Thomas’s Hospital; fda 
Caroline Mann, London (Royal Free Hospital) School of Medicine 
for Women; Maurice Marcos. London Hospital; Grant Massie. Guy’s 
Hospital; Kathleen Harding Matthews and Anna Miller, London 
<Royal Free Hospital) School of Medicine for Women; Richard 
Maurioe Hoyle Newbery, St. Mary's Hospital; Sybil Gertrude 
•Overton, London (Royal Free Hospital) School of Medicine for 
Women; Jal Pestonji Padshah, University College; Wilfrid Walter 
Payne, Guy’s Hospital; Reginald Ernest Pleasance, University of 
Sheffield; Rowan William Revell, University College; William 
Arthur Richards, University College, Cardiff; Owen William 
Roberta, King’s College; Samuel Rosenscheln and Charles 
Herbert St. John, Guy’s Hospital; Ruth Mar? Scutt, O'ive 
Ballanoe Sharp, and Katherine Jane Shaw, London (Royal Free Hos¬ 
pital > School of Medicine for Women; Gerald Maurice Joseph Slot, 
8t. Paul’s School; Sonia Straschun, London (Royal Free Hospital) 
School of Medicine for Women; Muriel Amy Sutton, University 
College; Vanda Patten Thomas, Ruth Catherine Townshend, and 
Norah Edith Trouton, London (Royal Free Hospital) School of 
Medicine for Women; Noel Sydney Bailey Vinter, St. Bartholo¬ 
mew’s Hospital; and Bvelyn Cecil Whitehall-Cooke, St. Thomas’s 
Hospital. 

8eoond Examination fob Mbdioal Degrees, Part II. 

Lena Cecilia Adam, London (Royal Free Hospital) School of Medicine 
for Women; "tlHerald Victor Wright Anderson, University College; 
Loveday Sbackell Banes and Annie Hardy Banks, London (Royal 
Free Hospital) School of Medicine for Women; Monty Baranov, 
University College; Mary Ruahton Barkms, London ('Royal Free 
Hospital) School of Medicine for Women; Anthony Blackstock, 


King's College; John Douglas Magor Cardell, St. Thomas’s Hos¬ 
pital ; Wilfred Bayley Christopherson, St Bartholomew’s Hospital; 
Charles Eric Cobb, St. Thomas’s Hospital; Doris May Collins, 
London (Royal Free Hospital) School of Medicine for Women; 
Hedley Chave Cox and Ralph Coyte, St. Bartholomew’s Hos¬ 
pital ; Joyce Emily Craggs and Nora Annie Crow, London 
(Royal Free Hospital) School of Medicine for Women; Thomas 
Morris Davies, St. Mary’s Hospital; tMary Day, London 
(Royal Free Hospital) School of Medicine for W«-men; Edwin 
Frank Deacon, Guy’s Hospital; fElizabeth Uennlaton and 
Lilian Mabel Fisher, London (Royal Free Hospital) School of 
Medicine for Women ; Gerald William Thomas Hunter Fleming, 
University of Durham; Abraham Foner, London Hospital; 
St. George Bernard Delisle Gray, Guy’s Hospital ; Magdalena 
Augusta Hilda Hamel, London (Royal Free Hospital) School of 
Medicine for Women ; tAlbert William Holgate, University College; 
Henry Nevili Hornibrook and Marshall Jackson, St. Bartholomew’s 
Hospital; Vasant Ramji Khanolkar, University College; Muriel 
Elsie Landau, Mary Kathleen Forsaith Lander, and Alice Lloyd 
Lloyd-Williams, London (Royal Free Hospital) School of Medicine 
for Women; Ernest Kenneth Macdonald, St. Thomas’s Hospital; 
Janet McAllister McGill, Kathleen McCrie McKeown, Gladys 
Matthews, and Vida Sara Maxwell, London (Royal Free Hospital) 
School of Medicine for Women; Ludlow Murcott Moody, 
King’s College ; Edith Mary Ponsonby Mor^s, London 
(Royal Free Hospital) School of Medicine for Women; 
John Eroest Nicole, King's College and Westminster Hospital; 
Marguerite Henrietta Pam, London (Royal Free Hospital) School of 
Medicine for Women; Rowland John Perkins, bt. Bartholomew’s 
Hospital; Dorothy Priestley Priestley. University of Leeds; Mary 
Millicent Prior, London (Royal Free Hospital) School of Medicine 
for Women; Ernest Frank R&bey, Middlesex Hospital; Edward 
Douglas Thomas Roberts, St. Thomas’s Hospital; Hugh Thornton 
Rymer, King’s College; Edward Jeffrey 8 amuel, King’s College 
and Charing Cross H <spital; Solomon Nahum Senitzky, London 
Hospital; Bryan Buckley Sharp, St. Bartholomew's Hospital; 
Joseph Harold Sheldon, King’s College; Charles Ernest 
Alan 8 hepherd, King’s College and St. George's Hospital; 
Bertram Leslie Slater, London Hospital ; Frances Minnie 
Spickett, London (Royal Free Hospital) School of Medicine 
for Women; Gilbert Patrick Staunton and Nai 8 ynn, St. Bar¬ 
tholomew’s Hospital ; Khlam Soon Tan, University College; 
Stanley Roy Tattersall, St. Thomas’s Hospital; Aubrey Leonard 
Telling, University of Leeds; Cyril J^mes Thomas, St. Thomas’s 
Hospital: EUie Maud Viaick, London (Royal Free Hospital) School 
of Medicine for Women; Robert Lawrence Walker, St. Mary's 
Hospital; "Austin Darley Wall, St. Bart holoraew’s Hospital; 
Arthur Elston Ward, at. Thomas’s Hospital; Eugene Wolff, 
University College; and Sydney Carver WooOhouse, London 
Hospital. 

” Distinguished in Anatomy. f Distinguished In Physiology. 

I Distinguished in Pharmacology. 

N.B.—This list, published for the convenience of candidates, is issued 
subject to its approval by the Senate. 


University of Manchester —At examinations 

held recently the following candidates were successful in 
the subjects indicated:— 

Third M.B. axd Gh.B. Examination. 

A. B. Platt. 

Second M.B. and Gh.B. Examination. 

Elizabeth C. Davies, Bills Pigott, Marie Wardman, and F. L. 
Whlncup. 

Physiology.— James Yates. 

First M.B. and Oh.B. Examination. 

Part /., Inorganic Chemistry and Physics.— May Ashbumer, 
Martha F. Barrltt, May Blakiston, Vincent Chadwick, Margaret M. 
Corbold. J. W. Crawsnaw, K. V. Deakin, Dorothy M. L. Dyson, 
A. M. El Agulzy, Bvelyn A. Garnett. Olive M. Gimum Archibald 
Harris, Joshua Harris, Sylvia K. Hickson. J. H. G. Holt, Arthur 
Ingham, H. A. Lomax, Alexander Maude, W. E. Mitchell, Doris B. 
Norman, Emily M. Peach, F. L. Pickett, Harry Rosenth*!, Gerald 
Sheehan, Annie K. Sommerhalder, Doris A. Taylor, H. W. Taylor, 
Soloman Wand, Robert Williamson, and J. B. Wrigbt. 

Part II., Biology.— Samuel Adler. Martha F. Barritt, Vincent 
Chadwick, F. A. van Collar, Phyllis M. Congdon, Margaret M. 
Corbold, J. W. Orawshaw, K. V. Deakin, Dorothy M. L. Dyson, 
A. M. B1 Agulzy, H. P. Fay, F. R. Ferguson, J. B. Fulton, 
Bvelyn A. Garnett. Sylvia K. Hickson. Arthur Ingham, John 
Jacobs, Irma J 6 bansart, Ernest Jones. H. A. Lomax, Alexander 
Maude, G. L. Meachim, W. B. Mitchell, Doris B. Norman, Bmily 
M. Peach, Annie Roth well, Gerald Sheehan. Florence G. Sherry, 
Annie E. Sommerhalder. Doris A. Taylor. H. W. Taylor, Maty I. 
Turner, 80 Ionian Wand, Robert Williamson, S. J. Woodall, and 
J. B. Wright. 

Chemistry.— F. R. Ferguson and J. N. Laing. 

Physics.—F. A. van Ooller, H. D. Preston, Florence G. Sherry, and 
Ethel D. Willis. 

Botany.— B. L. Morgan and G. L. Taylor. 

Diploma nr Public Health. 

Harold Heathcote, M.D. 

First B.D.8. Examination. 

Chemistry.— E. L. Morgan and G. L. Tayfor. 

Diploma in Dentistry (First Examination). 

G. H. R. Doman, G. F. Langford, and Norman Wood. 

Chemistry. —Te res & Candon. 

Physics.—A. L. Craggs, Frederick Torkfngton, and W. B. Williams. 

Diploma in Dentistry (Second Examination). 

Dental Mechanics.—Frank. Lewis and Bertram Wilkinson. 

Dental Metallurgy.—D. M Barnes, Norman Filtcroft, B. L. R. 
Heelan, Frank Lewis, V. W. Morse, and Matthew Raeside. 

Diploma in Dentistry (Third Examination). 

B. A. Birkett, T. F. Healey, and James Kershaw. 
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University op Shbffibld.—A t the Second 

M.B., Oh.B. Examination, held recently, the following 
candidates were snccessfnl:— 

James Newlyn Gale (distinction in physiology), John Vlckerman 
Mninprize, George Eldred Rae, John Ryan, Alice White, and 
Bthel White. 


University of Durham: Faculty op Medicine. 
—At the Convocation held on March 25th the following 
degrees were conferred :— 


Doctor of Medicine for Practitioners of 15 Years’ Standing .—Hugh 
Basil Greaves Newham and Samuel Arnold Sittampalam. 

Degree ot Bachelor oj Medicine (M. B .).—Arthur Farrell Renner 
Dove, Harold Kingston Graham-Hodgson. Ethne Halgh, George 
Irving, Arthur Edwin Raine, Alfred Smirthwaite, and Robert 
Welch. 

Degree of Bachelor of Surgery (B.S.).— Arthur Farrell Renner Dove, 
Harold Kingston Graham-Hodgson, Rthne Haiich, George Irving, 
Arthur Edwin Raine. Alfred Smirthwaite, and Robert Welch. 

Bachelor ot Hygiene ( B. fly .)—Bloomfield George Henry Connolly (in 
absentia) and William Grant. 

The following received the Diploma in Public Health 
(D.P.H.):— 


Bloomfield George Henry Connolly and William Grant. 

The following received the Licence in Dental Surgery 
(L.D.S.):— 

Harold Armstrong Metcalfe, Douglas Edward Sayce, and Lawrence 
Somervillo-Woodiwls. 


University of Aberdeen.—A t the graduation 
ceremony on March 28th the following degrees were 
conferred :— 


Doctor of Medicine (M.D .).—Archibald Douglas Pringle. 

Bachelor oj Medicine (M.B.) and Bachelor of Surgery ( Ch.B .).— 
William Alexander. John Anderson, Mary Ann Chalmers. Arthur 
Joseph Hawes. Arthur Ambrose Hearne. Stanley Henry, Eva 
Constance Ironside, Burjorjl 8orabji Kanga, Thomas Scott Law, 
•Robert Daniel Lawrence (second-class honours), Arthur Alexander 
Mackenzie, Charles Wattle Vacpherson. William John Molr, 
•Arthur George Reid (second-class honours), tThomas Ogilvle 
Robson, Albert Edward Barr 'im, and Forbes Simmers. 

• Much distinction. t Distinction. 


Dublin University School op Physic, Trinity 
College. —At the recent Hilary term examinations the 
following candidates were successful:— 

PRELIMINARY SCIENTIFIC EXAMINATION. 

Botany and Zoology .—George Ernest Ssinsbury and Jacobus Frederik 
Van Staden. 

Chemistry .—Falkland Litton Cary, Ivan Wakefield Beatty, Leo 
Vincent Clifford, and Richard Bernard Shaw. 

Physics. —Maurice Numck, John Lalt, Janie Millar Cummins, 
Herbert Francis Mooney, William Bernard Joseph Pemberton, 
Robert Hmry Mulhall Corbet, Doris Louisa Graham, Leonard 
Abrahamson, David John Browne, Francis Victor Small, Percival 
Israel Levitt, William James Alexander Russell, Robert Dormer, 
Christopher John Lawrence Brock, Robert Anthony O’Meara, 
Eileen Hilda Dowse, Elsie Hilda Burns, Mervyn Edmund 
McBrien, Edward Haslett Frazer, Thomas Donald Gordon, 
Patrick Joseph Healy. Isaac Levy, Charles John Sbortt, 
Olive Baile. William Burton Fox, Joseph Ba'lantxne Maguire. 
James Alexander Smith, Kseie 8tuart Smyth, Moira Marv Brown, 
Richard Victor Dowse, Nora Grifflch Samuel Wallace Jameson, 
James Joseph Patrick Kelly, William Theodore Micks, Hric 
Richard Murray, Frederik Wynand Pienaar, Henry Patrick Stack, 
Herbert William Strong, and Cecil Samuel Wilson. 

Intermediate Medioal Examination. 

Part I., Anatomy and Physiology .—Alewyn Johannes Vorster, 
Reuben Hosnekov. Cyril Daniel Brink, Jan Jacobus Gabriel de 
Knck, William Richard Burns Olive Gertrude Blackham, Henry 
Blundell Van der Merwe, William Bruce Briggs, and Lionel 
Wigoder. 

Part II., Applied Anatomy and Applied Physiology —Harry Lee 
Parker, Victor Millington Synge, Crawford Law Wilson. Lindley 
Albertyn. Patrick Bernard Molony. Robert Meade Daly Devereux, 
Mary Christina Sheppard, Johannes Cornelius Fouche, WillWm 
Leech Young. William Philp El ford. WIfred Vincent Pelltssier 
William Sweetnam, Ernest Edward Rollins, Kenneth Greer, 
Tnoraas Hugh Robinson McKiernan, Paul Herbert Sbelley "*mith. 
Thomas Bousefield Herrick Tabuteau. Eric James Lydon, William 
Alfred Shannon, Percival Atkin Dorm r, Leslie James Nugent, 
William Frederick Me onnell, Thomas Scannel McDonald, Jason 
Grant Bird, Bthel Marjorie Luce. Eric Stuart Ewing Mack, James 
Arthur William Cullen, Thomas Mulock Bentley, James Michael 
Hill. Daniel McElwee. Olive Gertrude Blackham, John Benson 
McGranahan, and Pieter Johannes Swanepoel. 

Final Medical Examination. 

Part I., Materia Mtdica. Pathology, Medical Jurisprudence, and 
Hygtene .—Patrick Rock. Robert Wallace Nesbitt. Joseph Roland 
B ennan. Hirsh Brill, William James McClintock. Sydney Verner 
Furlong, Harry Banks, Andri*-s Adrian Lou# Albertyn, Arthur 
Isaac >tevn, uharles Perceval Chambers, Willem Petrus Lubbe, 
Crosble Weir, Sidney Alfred Clark, Thomas Edward Hill, Fleet- 
wood William Porter Sullivan (Materia Medica and Pathology), 
MichLl Christoffel Dippenaar (Pathology, completing examina¬ 
tion), MiUiceut Hamilton-Johnstone (Materia Met lea. Medical 
Jurisprudence, and Hygiene, completing examination), and 
Hastings Harley MollOy (Materia Medica, completing examination). 

Part II, Surgery —Joseph Warwick Bigger, Thomas Lane, Charles 
Lewers McDonagh, Louis Blum berg, Millicent Hamilton-Johnstone, 


Mortimer McGee Russell, Eileen Gertrude Gwynn, and Frederick 
John Murphy. _ 

Part 11., Medicine.— Joseph Warwick Bigger, Robert Clement 
Burke Ramsay. George William Doran, John Thorp Weetby, 
Millicent Hamilton-Johnstone, Eileen Gertrude Gwynn, and 
Rupert Gordon. 

Part II., Midwifery. —Millicent Hamilton-Johnstone. Joseph Godfrey 
Bird, Frank Healy. John Thorp Westby, 8ydney Verner Furlong, 
and Henry Stephen Campion. 

Diploma nr Public Health. 

Part I., Bacteriology. Pathology, Chemistry , Physics , and Meteor<> 
logy .—Brian Dodwell Crichton. 

Part II., San'tary Engineering, Vital Statistics, Public Health, 
Hygiene, and Epidemiology. —John Robert Dunn floltby, Marjorie 
Chapman, and Florence Colquhoun. 

Metropolitan Asylums Board. — A three 

months’ course of lectures and demonstrations in hospital 
administration for the diploma in public health will be given 
at the North-Western Hospital, Lawn-road, Hampstead, 
N.W., on Tuesdays and Fridays at 5 p.m., beginning Tuesday, 
May 2nd. A similar course will be given at the Grove 
Hospital, Tooting-grove, Tooting Graveney, 8.W., on 
Mondays and Fridays at 5 P.M., beginning Friday, April 7th. 
Medical men desiring to attend at either hospital are 
requested to send a fee of £3 8#. to the clerk to the 
Metropolitan Asylums Board, Embankment, E.O., giving 
their full name and address. 

The Medical and Dentists’ Registers. 1 — From 
the Medical Register, 1916, just issued, it will be seen that 
the total number of registered medical practitioners up to 
Dec. 31st, 1915 was 43,225, the corresponding figures for 
1914 being 42,378. The average number of names added to 
the Register by registration for the last 24 years is 1284, and 
for the last five years 1265. In 1915 death accounted for 
the removal of 774 names, as compared with 761 in 1914. 
The total number added to the Register in 1915 was 1526, 
which includes 181 colonial and 88 foreign registrations. In 
1914 there were only 36 names in the foreign list, and the 
increase is mainly due to the inclusion of Belgian practi¬ 
tioners owing to the situation created by the war. The 
Dentists’ Register for 1916, also just published, contains 
5453 names, as against 5426 in the issue for 1915. The 1916 
list includes 4005 graduates and licentiates in dental surgery, 
9 colonial licentiates, and 14 foreign dentists. 

British Fire Prevention Committee.— This 

committee has reissued its “ Air Raid Warnings,” as in many 
cases it has been found that recommendations made last 
year in the matter of simple fire precautions to meet air-raid 
fires are again being overlooked. Warning notices to which 
special attention may be called here are No. 10 for hospitals 
and No. 11 for convalescent homes and hostels. Warning for 
factories and works engaged on Government contracts is> 
No. 16, and the farmers’ warning in respect of hay-ricks, 
stacks, and farm produce is No. 14. For voluntary workers, 
engaged on Red Gross and similar work warning No. 28 has. 
been specially printed to meet the requirements of their work¬ 
rooms, whilst those in charge of Y.M.C.A. huts and other 
institutes for soldiers and munition workers should obtain. 
No 25. Warning No. 17a deals especially with the air-raid 
danger, and circulars No. 18a and No. 18b refer to the 
general air-raid question and the ordinary householder’s 
aspect respectively. Special notices are issued for minister* 
of religion in charge of places of worship; for education 
authorities, headmasters and headmistresses of elementary 
and secondary schools ; and for managers of theatres, music 
halls, and cinema houses. Requests for notices and circulars 
should be addressed to the Registrar, The British Fire Pre¬ 
vention Committee, 8, Waterloo-place, London, S.W. 

The Holbom Maternity Centre and Invalid 
Kitchen, of 75 Lamb’s Conduit-street, W.O., held a Baby 
Show on Wednesday last of infants who had for at least 
three months previously attended the weekly consultations 
of Dr. Dorothea Colman at the centre. Fifty mothers 
brought their babies. The judging was in the hands ol 
Dr. Harold Waller and Miss Hadden, of the Bloomsbury 
District Nursing Association, assisted by Miss Thomas, 
and the prizes were distributed by Mrs. Parker, the Mayoress 
of Hoi born. The Maternity Centre, which is a voluntary 
one, and, except for the Local Government Board grant, 
dependent on voluntary aid, may feel proud of this public 
recognition of its usefulness. 

1 Medica' Register, 1016. Published for the General Medioal Oounci 
by Constable sod Co., London. Price 10». 6d. Dentists’ Register, 1916 
Same publishers. Price 3s. id. 
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Ckmiral Midwives Board.—S pecial meetings 
of the Central Mid wives Board were held at Caxton Hall, 
Westminster, on March 15th and 17th, with Sir Francis H. 
Cbampneys in the chair. A number of midwives were struck 
off the roll, the following charges, amongst others, having been 
brought forward : The midwife being in attendance at a con¬ 
finement and the child suffering from inflammation of, and 
discharge from, the eyes, and continuing so to suffer, she did 
not explain that the case was one in which the attendance of 
a registered medical practitioner was required, as prescribed 
by Rule E. 20 (5); she discontinued her attendance at a 
time when the child was so suffering; the midwife being 
unable to take and record the pulse and temperature of 
patients in such manner as to comply with Rule E. 13 ; not 
keeping her register of cases as required by Rule E. 23. 
A midwife, notwithstanding her omission to visit a patient 
on three days during the puerperium, had entered false 
records of daily visits and of daily pulse and temperature. 
Although not present at the birth of the child, a midwife 
made and subscribed a declaration under the Registration of 
Births and Deaths Act, 1874, that the child was still¬ 
born ; medical aid having been sought for the patient she 
neglected to notify the local supervising authority thereof, 
as required by Rule E. 21 (l)(a); being drunk at the time of 
the delivery ; neglecting to remove the soiled linen, placenta, 
and other matters from the neighbourhood of the patient and 
from the lying-in room as soon as possible after the labour, as 
required by Rule E. 10; douching the patient in a negligent 
and dangerous manner, using an enema syringe and employing 
only a nngle basin for the purpose, and neglecting to provide 
for the cleanliness and comfort of the patient, as required by 
Rule E. 11. A midwife not taking with her to a confinement the 
appliances and antiseptics required by Rule E. 2; neglecting to 
disinfect her hands and forearms and to wash the patient’s 
external parts with soap and water and to swab them with an 
efficient antiseptic solution, as required by Rules E. 3 and 7 (b); 
not being scrupulously clean in every way. as required by 
Rule E. 1; a child suffering from serious skin eruptions on 
and after the ninth day, the midwife did not explain that the 
case was one in which the attendance of a registered medical 
practitioner was required, as prescribed by Rule E. 20 (5), 
and she did not hand to the husband or the nearest relati e 
or friend present the form of sending for medical help, 
properly filled up and signed by her, in order that this might 
be immediately forwarded to the medical practitioner, as 
required by Rule E 19. The midwife being from time to 
time in contact with cases of infections illness—namely, 
pemphigus neonatorum—she neglected to undergo disinfec¬ 
tion of herself, her appliances, and her clothing to the satis¬ 
faction of the local supervising authority before going to 
another maternity case, as required by Rule E. 5. and she 
did not understand and employ the antiseptic precautions 
required by Rules E. 3 and 7. 

Medical Sickness, Annuity, and Life Assur¬ 
ance Friendly Society. —The annual general meeting of 
this society was held at the offices, 300, High Hoi born, 
London, W.C., on March 28th, Dr. F. J. Allan preMding. 
Dr. Allan in his address presenting the annual report said 
that since the war broke out the experience of all insurance 
corporations had been exceptional, but that the society 
had done during the year a good deal of new business, and 
had a net gain at the close of 70 new members, while a 
considerable proportion had increased their insurance for 
sickness benefit. Nearly £20.000 had been paid during the 
year to members in sickness and accident benefit. The 
committee, he said, now proposed the reopening of the 
annuity fund. On the foundation of the society »n annuity 
fund was formed, but the terms were not found equitable, and 
this business was discontinued. The absence of an annuity 
fund being now felt to be a defect, Mr. S. G. Warner, 
F.I.A., bad been consulted, and had drawn up a scheme. 
Holders of annuities would be given several options, and in 
the event of death or surrender before the age of 65 all 
the premiums paid, except the first, would be returned with 
simple interest at 3 per cent, per annum. Members holding 
annuity policies under the old tables could not transfer to the 
new proposal. Considerable depreciation had occurred in 
high-class securities, and investments if realined now would 
suffer a loss. At the quinquennial valuation the investments 
had to be valued at the prices then obtaining, and it was 
decided to establish an investments reserve fund, to which 


about £4000 had been added, and the surplus balance of 
the management fund is being kept in hand in case of 
emergencies. The death of Mr. Addiscott, who had acted 
as secretary since 1893, and, on retirement, as actuary, was 
referred to. The society also mourned the loss of Mr. G. A. 
Heron, one of its trustees, who took great interest in the 
work. It was not proposed to recommend anyone to 
fill the vacancy, as they already had four good trustees 
in Sir Dyce Duckworth, Mr. W. E. Hempson. Sir Victor 
Horsley, and Dr. Dawson Williams. The chairman then 
formally moved the adoption of the report, which was 
seconded by Dr. Major Greenwood and duly carried. The 
officers for the year, submitted to the meeting in a list, were 
elected en bloc. 


^Parliamentary Jntelligenre. 


NOTES ON CURRENT TOPICS. 

The Budget. 

Considerable additions to taxation are proposed in the 
Budget which Mr. McKenna, as Chancellor of the Exchequer, 
presented on Tuesday, April 4th. In regard to income tax, 
the proposals are that earned income up to £500 a year shall 
pay 2#. Zd. in the £, instead of 2s. 11/5 d., as at present. For 
incomes between £500 and £1000 a year the rate will be 
2 8. 6d. in the £. By successive stages the scale is 
carried up to 5s. in the £, which will be paid on 
earned incomes where the total income exceeds £2500. 
On unearned income the new scale will begin at 3s. on 
incomes not exceeding £300, and will rise by stages of 6 d. to 
5s., which will be paid on incomes exceeding £2000. These 
charges are subject to the existing statutory abatements and 
allowances. The licence duty on motor-cars and motor¬ 
cycles is to be greatly increased. The present scale in the 
case of motor-cars ranges from 2 guineas up to 40 guineas, 
and on motor-cycles there is a uniform charge of £1. The 
Chancellor of the Exchequer proposes that the duty on cars 
not exceeding 16 h.p. will be doubled, and on higher power 
cars trebled. Motor-cycles not exceeding 4 h.p. will pay 
£2 2s., and above 4 h.p. three-quarters of the duty charge¬ 
able on motor-cars of Tike horse power. Mr. McKenna also 
proposes taxes on amusements, railway tickets, matches, and 
mineral waters, and increased taxes on sugar, cocoa, coffee,, 
and chicory. _ 

HOUSE OF COMMONS. 

Wednesday, March 29th. 

The Royal Commission on Venereal Diseases. 

Mr. Kino asked the Secretary to the Admiralty whether 
his attention had been drawn to the recommendation in the 
Report of the Royal Commission on Venereal Diseases that 
a man in the navy should not be discharged if suffering from 
any such disease; whether any legislation was required in 
order to enable effect to be given to that recommendation,, 
and, if so, whether he was prepared to introduce such legisla¬ 
tion.—Mr. Macnamara replied: I think my honourable 
friend will see that the questions raised in the recommenda¬ 
tion to which he refers is one which will call for careful con¬ 
sideration. He is, of course, aware that the report was 
signed so recently as Feb. 11th, 1916, and was publicly 
circulated in the early days of the present month. 

Mr. Kino : May we be sure that it is to receive careful 
attention at once and not put off further ?—Mr. Macnamara : 
The matter will be considered, but I can give no undertaking, 
as to it. 

Mr. Kino asked the right honourable gentleman whether 
his attention had been drawn to the recommendation in the 
Report of the Royal Commission on Venereal Diseases that 
men joining the navy should be warned at the earliest 
ossible moment of the grave dangers which venereal 
iseases involved, and that the warning should be formally 
repeated at intervals of not less than a year; whether the 
existing regulations provided for such warnings; and, if not, 
whether he would cause the regulations to be amended so as 
to secure that the recommendation of the Commissioners 
should be carried into effect.—Mr. Macnamara answered: 
The reply to the earlier parts of the question being in the 
affirmative, the last part of the question does not therefore 
arise. 

Mr. King asked the Parliamentary Secretary to the Local 
Government Board whether it was the intention of the 
Board to use its power under the Public Health ActB to- 
supply drugs used in connexion with venereal diseases free 
to medical practitioners, as recommended in the Report of 
the Royal Commission on Venereal Diseases; and whether 
legislation was required to enable the Board to secure 
accurate statistical information as regarded the prevalence 
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of disease among persons receiving institutional treatment, as 
recommended in the Report of the Royal Commission, and, 
if so, whether it was his intention to introduce such legis¬ 
lation.—Mr. Hayes Fisher said in reply : I cannot say more 
at the present time than that the Report of the Royal Com¬ 
mission as a whole is under the consideration of the depart¬ 
ments concerned. 

Mr. King : Has the right honourable gentleman considered 
whether a clause might not be added to the Local Govern¬ 
ment (Emergency Provisions) Bill which would bring the 
recommendations within the purview of the Bill?—Mr. 
Hayes Fisher: My right honourable friend will consider 
that. 

Mr. King asked the Home Secretary whether his attention 
had been drawn to the recommendations in the Report of 
the Royal Commission on Venereal Diseases'with respect to 
the examination of prisoners; whether it was his intention 
to carry them into effect; and whether he would give an 
undertaking that no female prisoner or female person 
detained in a Borstal institution should be locally examined 
except by a woman doctor.—Mr. H. 8amuel wrote in reply : 
The compulsory examination of all prisoners to the extent 
suggested by the Royal Commissioners would under present 
conditions be impracticable. These recommendations cannot 
be dealt with apart from the other proposals of the Com¬ 
mission, but the whole subject will receive careful considera¬ 
tion, and it is impossible at present to say what course may 
be taken with respect to prisons. 

Medical Arrangements in Mesopotamia. 

Sir John Jardine asked the Under Secretary for War 
whether steps would forthwith be taken to secure for the 
forces on the rivers Tigris, Euphrates, and Karun, in addi¬ 
tion to medical and surgical requirements for the case of 
wounds, such drugs and appliances as had been proved 
useful in cases of plague, cholera, malarial fever, sunstroke, 
guinea-worm, ana other diseases likely to occur in the 
approaching very hot weather in the deserts of Mesopotamia. 
—Mr. Tennant replied: I can assure my honourable friend 
that all the resources at the disposal of the War Office, 
whether in personnel or in stores, nave been offered to the 
Commander-In-Chief in India. 

Uninoculated Men in the Army. 

Mr. Anderson asked the Under Secretary for War whether 
he would issue instructions that recruits who objected to 
antityphoid inoculation were to be allowed leave in the 
ordinary way, providing they produced evidence from the 
medical officer of health for the district they intended to 
visit stating that the neighbourhood was free from typhoid 
fever.—Mr. Tennant answered : The necessity of preventing 
the introduction of enteric fever into military camps is 
paramount, and this necessitates that leave shall be granted 
sparingly to men who object to inoculation. I do not think 
that the suggestion made in the latter part of the question 
provides sufficient safeguard that uninooulated men on leave 
will not bring back infection. 

Health Conditions at Fovant Camp. 

In reply to Mr. Nield, Mr. Tennant (Under Secretary for 
War) wrote: I have obtained a report from the medical 
offioer at Fovant (Salisbury Plain) who states that no training 
ground there is in a condition even remotely approaching that 
of a muddy marsh, and that there in nothing in the condition 
of the training grounds that constitutes danger in any degree 
to the health of the troops. Four deaths occurred at Fovant 
last year—one from diabetes, one from nephritis, one from 
brain tumour, and one from bronchitis—but none of these 
was due to the condition of the training ground. Extensive 
drainage works are not necessary. Measures which have 
been taken will render the conditions of this training ground 
as good as obtains elsewhere. The ground at Fovant is 
good sandy subsoil and dries up remarkably quickly. 

Insurance Benefits and Medical Evidence. 

Mr. Stuart-Wortley asked the representative of the 
National Insurance Commissioners whether it had been 
found that a v <»man insured in the Approved Society con¬ 
ducted by the Prudential Assurance Company, and receiving 
a weekly allowance as insurance benefit therefrom, could be 
deprived of that benefit by the individual decision of a referee 
appointed by the Prudential Company without previous 
knowledge of the case and without consultation or communi¬ 
cation with her panel doctor; whether a woman thus deprived 
of benefit or otherwise treated with harshness could nnder 
No. 13 (30 b) of the Approved Society’s rules be required, as 
a condition of obtaining redress or getting her case submitted 
for impartial inquiry, to deposit a sum which might amount 
to so much as £l, and in case of an adverse decision to forfeit 
the deposit and pay the whole of the expenses of the arbitra¬ 
tion ; whether along with the notice of deprivation of benefit 
any information was given to the insured person as to the 
existence of a right of appeal or the nature of the steps to be 
taken to bring about such appeal; whether the said Rule 13 
was one of 48 rules which covered 72 pages of a printed book; 


and whether it was proposed to leave unaltered a state of the 
law which made benefits so precarious and redress so 
difficult to persons of small means from whom compulsory 
contributions had been levied.—Mr. Charles Roberts 
replied: It rests with the society of which an insured person is 
a member to determine, subject to the member’s right of 
appeal, whether the facts of a given case justify the pay¬ 
ment of benefit and medical evidence obtained in accordance 
with the rules is for the guidance of the society in coming 
to a decision. In the case of the particular society named 
in the question, I understand that where a member is 
required to submit herself for special medical examina¬ 
tion under the rule referred to, steps are now taken to 
inform the doctor by whom she has been attended, and 
that where the matter is referred to a medical umpire, it 
is not the society’s practice to require any deposit, 
although the payment of a deposit is authorised by the 
rule. I am also informed that in all cases in which 
payment of benefit is suspended on the report of a medical 
referee the member is now furnished with information as to 
the course which she may pursue if dissatisfied with the 
society’s decision. The particulars given in the fourth part 
of the question are substantially correct. Copies of the rules 
are available to members on payment of a sum not exceeding 
2d. As regards the last part of the question I am sending the 
right honourable gentleman a copy of a circular issued by my 
department in May last on the subject of procedure in 
disputes between societies and their members. 

Thursday, March 30th. 

The Health of Munition Workers . 

Lord H. Cavendish-Bentinck asked the Secretary to the 
Ministry of Munitions whether he was aware that the Health 
of Munition Workers Committee had recommended, in view 
of the increase of industrial disease and accidents in con¬ 
trolled establishments, that a sickness register should be 
kept, that provision should be made for the medical examina¬ 
tion of all workers on their admission to the factory, that one 
or more trained nurses should be appointed, that a committee 
of workers should be entrusted with the duty of investigating 
every accident which occurred in their own workplace, that 
local dressing stations should be established in each workplace 
for minor injuries and a central dressing station for more 
serious cases, and that provision for organised medical treat¬ 
ment should be made in every munition factory ; and what 
steps had been taken to carry out the recommendations of the 
committee.—Dr. Addison replied: My right honourable 
friend is about to issue to controlled establishments a 
circular containing a summary of the recommendations 
made in this and two other reports recently received from 
the committee. Active steps are also being taken by specially 
appointed officers of the Ministry to bring home to employers 
in certain factories the need for action on the lines reoom- 
mended by the committee. 

Medical Arrangements in Mesopotamia. 

Mr. Malcolm asked the Secretary of State for India 
whether Sir W. Vincent and General Bingley, being subor¬ 
dinate officers of the Government of India, had the power to 
examine and report upon the share borne by the military 
and financial members of the Viceroy’s Council in planning 
and executing the Mesopotamian campaign and the short¬ 
comings connected therewith; and, if they were preoluded 
from so doing, would he appoint an independent commission 
to take the necessary evidenoe from the highest responsible 
authorities in India.—Mr. Chamberlain repliea: The 
answer to both questions is in the negative. The inquiry 
is confined to the medical and hospital arrangements 
of the Mesopotamian campaign. I assume that it will 
embrace all matters relative to the sufficiency or otherwise 
of the provision made in India and Mesopotamia for medical 
personnel, stores, and appliances, also as to the organisation 
of medical relief and the arrangements for dealing with the 
sick and wounded in the field, at the base, and in transit 
to the base. I have issued instructions that the Commission 
should fearlessly ascertain and assign the responsibility for 
the breakdown of relief, whether individuals or the system 
are to blame. Until the Commission has reported I cannot 
say whether a further inquiry will be needed. The Viceroy 
has informed me that he has invited Mr. E. A. Ridsdale, 
Red Cross Commissioner, now en route from this country to 
Mesopotamia, to join the Commission as a member. 

Tuesday, April 4th. 

Tuberculous Soldiers. 

Mr. Tennant (Under Secretary for War) informed Mr. R. 
McNeill that tne arrangements in force were that soldiers 
who became medically unfit for further service from tuber¬ 
culosis were not sent to their homes when discharged from 
the army. In the case of those who were insured under the 
National Insurance Act, arrangements existed with the 
National Insurance Commission by which men, if they 
desired, were sent to sanatoria. Similar arrangements 
existed with the Local Government Board for men wno were 
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not insured, sanatorium treatment being provided as a 
special privilege. 

Hospital Accommodation at Blandford Camp. 

Mr. Cabew asked the Under Secretary for War whether 
he was aware of the insufficient hospital accommodation at 
Blandford camp, Dorset; whether recruits underwent a 
proper medical examination before they were called up for 
service; and whether information was sent to parents or 
friends when cases of dangerous illness occurred.—Mr. 
Tennant answered: The hospital accommodation at 
Blandford is considered to be sufficient. Serious cases are 
conveyed by motor transport to Wareham, and, if necessary, 
to other hospitals. The answers to the second and third 
parts of the question are in the affirmative. 

The Eyesight of Recruits . 

Mr. Touche asked the Under Secretary for War whether 
reoruiting authorities were acting in accordance with 
instructions in accepting for general service men who were 
unable to see 6/60 with either eye without glasses.—Mr. 
Tennant wrote in reply: The minimum standard of eye¬ 
sight without glasses for general service is 1/4 of the normal 
in one eye and less in the other. Men with vision below 
this standard should not be accepted for general service. 


^ointments. 


Successful applicants for vacancies. Secretaries of Public Institutions, 
ana others possessing information suitable for this column, are 
invited to forward to The Lancet Office, directed to the Sub- 
Editor, not later than 9 o’clock on the Thursday morning of each 
week, such information for gratuitous publication. 

Fabbkr, R. T.. M.R.O.8., L.S. A., has been appointed Certifying Surgeon 
under the Factory and Workshop Acts for the Brighouse District of 
the county of Yorks, West Riding. 

Grant, J. Dundas, M.D. Bdin., F.R.C.8. Bdln., has been appointed 
Burgeon in charge of the Ear, Throat, and Nose Department of 
the New Zealand Military Hospital, Walton-on-Thames. 

Mains, J. H., L.R.C.P.Lond., has been appointed Certifying Surgeon 
under the Factory and Workshop Acts for the Clackmannan District 
of the county of Clackmannan. 

Martin. Robert Collins, L R.C.P. Lond., M.R.C.S., has been 
appointed Medical Officer for the No. 1 District by the Bristol 
Board of Guardians. 

Morgan, Albert T bom as, L.8.A. Lond., M.D. Brux., has been 
appointed Public Vaccinator for the Ashley District by the Bristol 
Board of Guardians. 

Morgan, John Frederick Henry, L.R.O.P. Lond., M.R.C.8., has 
been appointed Medical Officer for the No. 2 District by the Bristol 
Board of Guardians. 



For further information regarding each vacancy reference should be 
made to the advertisement (see Index). 

When the application of a Belgian medical man would be considered 
the advertisers are requested to communicate with the Editor . 

Birmingham and Midland Etk Hospital, Church-street.—Besident 
Surgeon. 

Birmingham General Dispensary.— Resident Medical Officer, un¬ 
married. Salary £260 per annum, with apartments, attend¬ 
ance, Ac. 

Bristol General Hospital.— Casualty House Surgeon. Also Honae 
Physician. Both for six or three months. Salary at rate of 
£175 per annum each, with board, reaidence, Ac. 

Bristol Royal Infirmary.— Rouse Physicians and House Surgeons. 
Salary at rate of £120 per annum, with boardi apartments, and 
laundry. 

Brixton Infant Welfare Centre, 56, Tulse Hill, S.W.—Female 
Medical Practitioner for Wednesday Afternoon Consultations. 

Burnley, Victoria Hospital.—F emale House Surgeon. Salary £160 
per annum, with residence, board, and washing. 

Bury Infirmary.— Senior House Surgeon. Salary £250 per annum, 
with board, residence, and washing. 

Cambridgeshire Asylum, Fulbourn, near Cambridge. — Junior 
Assistant Medical Officer, unmarried. Salary £200 per annum , 
with board, lodging, washing, and attendance. 

Chesterfield and North Derbyshire Hospital.— Second House 
Surgeon. Salary £150 per annum, with board, apartments, 
and laundry. 

Derby, Derbyshire Royal Infirmary.— House Physician and 
Casualty Officer. Salary £200 per annum, with board, resi¬ 
dence, Ac. 

Doncaster Royal Infirmary and Dispensary.— House Surgeon. 
Salary £250 per annum, with board, lodging, and washing. 

Dudley, Guest Hospital.— Assistant House burgeon for six months. 
Salary £120 per annum, with board, residence, and washing. 

Hxkter, Royal Devon and Exeter Hospital.— Senior House Sur¬ 
geon. Salary at rate of £250 per annum, with board, apartments, 
and washing. 

Hospital for Consumption and Diseases of tbs Chest, Brompton. 
—House Physician for six months. Salary 30 guineas. 

Lancaster, County Asylum.— Temporary Assistant Medical Officer. 
Salary 6 guineas per week, with board, apartments, washing, and 
attendance. 

Leeds Public Dispensary.— Female Resident Medical Officer. Salary 
£130 per annum, with board, residence, and laundry. 


Liverpool, Highfield Military Hospital.— Assistant Resident 
Medical Officer. Salary £300 per annum, with rations, ap&'t- 
ments. Ac. 

London Hospital. —Two Vacancies on Assistant Obstetric Staff, 

London Temperance Hospital. Hampstead-road, N.W.—Assistant 
House Surgeon for six months. Salary at rate of 120 guineas per 
annum. 

New Hospital for Women, Euston-road.—Female Senior Clinical 
Assistant (Out-patient Department), Thursday afternoon. Also 
Female Clinical Ass'stants. Also Female Resident Medical Officer 
at House of Recovery, New Barnet. t*a!aiy £60 per annum. 

Northampton General Hospital.—Two House Surgeons. Salary 
£150 per annum each, with apartments, board, washing, and 
attendance. 

Putney Hospital, Lower Common, S.W.—Resident Medical Officer. 
Salary £150 per annum, with rooms, board,and laundry. 

Queen’s Hospital for Children, Hackney-road. Bethnal Green, B.— 
House Surgeons for six months. Salary £100 per annum, with 
board, residence, and washing. 

Royal College of Surgeons of England.—E xaminers under the 
Conjoint Examinlog Board in England. 

Royal Free Hospital, Gray’s Inn-road, W.C.— Male and Female 
House Physicians .and House 8urgeons for six months. 8alary 
£50 per annum, with board, lodging, and washing. 

Sheffield, Jrssop Hospital for Women.— Female Junior House 
Surgeon, unmarried. Salary £80 per annum, with board, 
residence, and laundry. 

Sheffield Royal Hospital.— Honorary Ophthalmic Surgeon. 

Sheffield Royal Infirmary.— House Surgeon. Salary £100 per 
annum, with board and residence. 

Southampton Free Eye Hospital.— House Surgeon. Salary £100 
per annum, with board, lodging, and laundry. 

Throat Hospital, Golden-square, W.—Resident House 8urgeon. 

Victoria Hospital for Children, Tite-street, Chelsea, S.W.— 
House Surgeon. Salary at rate of £200 per annum, with board and 
lodging. 

Warwickshire and Coventry Joint Committee for Tuberculosis. 
—Resident Medical Officer for Bramcote Sanatorium, near 
Nuneaton. Salary at rate of £250 per annum, with board, Ac. 

Westmorland Consumption Sanatorium and Home, Grange-over- 
Sands.—Second Assistant. Salary £200 per annum, with apart¬ 
ments. board, and laundry. 

Winchester, Royal Hampshire County Hospital.— Female Assist¬ 
ant House Surgeon. Salary £1C0 per annum, with residence, 
board, and washing. 


girtjp, gtarrisp, aito Jeatfts. 


BIRTHS. 

Bigger.— On April 2nd, at Cairo, the wife of W. K. Bigger; Lieutenant, 
R.A.M.C., of a son. 

Olarkk.— On March 28th, the wife of Lieutenant H. H. Clarke, 

R. A.M.C., of a daughter. 

Iredell.— On April 2nd, at Cumberland-terraoe, Regent's Park, the 
wife of Dr. C. B. Iredell, of a son. 

Partridge.— On March 28th, the wife of Vletor Stanley Partridge, 

L.R.C P. Lond., M.R.C.S., L.S.A. Lond., of Coldharbour-lane, 

S. E., Temporary Lieutenant. R.A.M.C., of a daughter. 

Robinson.— On March 25th. at The Cottage, Blunddlsands, the wife of 

G. Burton Robinson, Captain, K.A.M.C. (T.F.), of a son. 
Sparrow.— On March 29th, at Essex-road, Watford, the wife of B. C. 
Sparrow, M.B., Temporary Lieutenant, B.A.M.C., of a daughter. 


MARRIAGES. 

Devine—Mils s.—On April 1st, at Our Lady and St. Joseph’s, Poplar, 
Major J. A. Devine, D.S.O., R.A.M.C., of Winnipeg, Canada, to 
Mary Hilda, only daughter of the late Henry Miles, of Liverpool, 
and of Mrs. Miles, of Cambridge-road, Southport. 

Hunter—Cape.— On March 31st, la London, by licence. Captain 
Ronald Nelson Hunter, R.A.M.O., to Isabella, eldest daughter of 
Mr, and Mrs. J. Wilson Cape, of Carlisle. 

Leech—Barker.— On April 3rd, at Leonard Stanley, Ernest Bosdtn 
Leech, M.D. (of Manchester), Captain, R.A.M.O., to Mary, daughter 
of the late Rev. H. Walder, of Jamaica, and widow of Robert Barker, 
of Marple. 

Lucas -McK ail.— On April 3rd, at St. James's, West Hampstead, 
Captain Reginald Blocktey Lucas, M.B.. M.S , R.A.M.C., to Cecily 
Helen, only daughter of Mrs. John McKail. 

Mallet—Allen.— On April 1st, at 8toke Church, Devonport, Lieu¬ 
tenant H. H. Mallet, L.D.S., Dental Surgeon to H.M. Forces, 
B.E.F.. to F. Ethel Allen, elder daughter of Oeutenant-Commander 
J. H. Allen, R.N., and Mrs. Allen, of Stoke. 


DEATH8. 

Lambert.— On March 29th, died on active service, Major F. C. Lambert, 
R.A.M.C.,aged37 years. 

Leon.— On March 30th, at Grove-road. Southsea, from cerebro-splnal 
meningitis, John Temple Leon, M.D. Lond.,Captain, B.AM.C.(T.), 
aged 50 years. 

Owen.—O n April 2nd, suddenly, Samuel Walshe Owen, L.R.C.P., 

M.B.C.S., L.S.A., in his 66th year. 


N.B.—A fee of 5s. is charged for the Insertion of notices of Births, 
Marriages, and Deaths. 


The following magazines. Journals, fee., have been received :— 

British Journal of Dermatology, Journal of the Royal Army Medical 
Corp*, British Journal of Inebriety, Proceedings of the Royal Society 
of Medicine, Practitioner, British Journal of Dental Science, Thera- 

B iutie Gazette, Journal of Nervous and Mental Disease, British 
ental Journal, Revue d’Hygidue, Ac. 
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Itotes, jjtyari Cffmments, anb Jitsfoers 
Iff Carrespimbents. 

VITAL STATISTICS OF BRITI8H GUIANA. 

A report, prepared by Mr. George D. Bayley, Assistant 
Government Secretary, on the Blue-book of British Guiana 
for the year ended March 31st, 1915, has been presented to 
Parliament. It gives the population of the colony, as 
estimated at the end of 1914, as 309,938—161,417 males and 
148,521 females. Calculated on the basis of these figures, 
the birth-rate for the year was 34-4 per 1(XX), as compared 
with 34-6 per 1000 in the previous year. The mean rate for 
the preceding five years was 30 7 per 1000. Amongst the 
several races representing the community the birth-rates 
per 1000 of population were as follows Portuguese, 27*4; 
Europeans other than Portuguese, 12 8; East Indians, 
35-2; Chinese, 31*0; blacks, 33 7; and mixed races, 35*0. Of 
the birth9 registered 399 per cent, were legitimate 
and 601 per cent, illegitimate. The death-rate was 
.24*5 per 1000 of the estimated population as com¬ 
pared with 24-2 in the previous year. The mean 
rate for the previous five years was 30*0 per 1000. 
The death-rate of each of "the various races was:— 
Portuguese, 34*6; Europeans other than Portuguese, 12*2; 
East Indians, 25*3; Chinese, 28 6; blacks, 32*6 ; and mixed 
races, 20*9 per 1000 of estimated population. The deaths of 
children under 1 year of age numbered 1811, or 170 per 1000 
births, showing a further slight decrease as compared with 
previous years. In this connexion it is noted that invalu¬ 
able work has been done by the Baby 8aving League, a 
scheme inaugurated by Lady Egerton (wife of Sir Walter 
Egerton, K.C.M.G., Governor of the Colony) to instruct 
mothers in the rearing and care of their infants. 

The six principal causes of death throughout the colony 
during the past five years are given by the Registrar- 
General as followsMalarial and other fevers, lb*4 per 
•cent.; bronchitis and pneumonia, 12*6; bowel complaints 
(including dysentery, diarrhoea, and enteritis), 11*3; kidney 
diseases, 8*2; phthisis and other forms of tuberculosis, 6*9; 
and diseases of early infancy (including infantile debility 
and icterus), 7*2. Enteric fever is notifiable, and in 1914 262 
•cases wfere notified, with 100 deaths. Anti malaria and 
antimosquito measures are being generally and gradually 
enforced, with visible signs of success. In 1906-7 33,748 
cases of malarial fever were treated in the sugar estates’ 
hospitals; at the end of 1914-15 the numbers had fallen 
to 8421. Quinine has been for some years sold at all the 
post-offices to the general public at cost price; it is also 
distributed at the sugar estates free to labourers. 
Prisoners, members of the police force, the inmates of 
the industrial school at Onderneeming and of the orphan 
Asylum, and the attendants at the public institutions are 
also supplied by the colony with free quinine, and 
administration of quinine to school children is now 
adopted by 106 schools out of 227. Ankylostomiasis, which 
has engaged the attention of the medical department for 
several years, has considerably decreased on the sugar 
estates; this is attributed to improved sanitary measures 
and the erection of latrines. The International Health 
Commission (Rockefeller Foundation) has carried out an 
active campaign against this disease in the villages. 

The hospitals and asylums were maintained during the 
year in an efficient condition. There are five public hos¬ 
pitals in the principal centres, and the outlying districts are 
served by dispensary hospitals. The immigration law also 
requires the maintenance of hospitals on every plantation 
on which there are indentured East Indian labourers, and 
those institutions are available for the treatment of 
emergency and pauper cases from the general community. 
There were 529 patients in the public hospitals at the 
beginning of the year, and 11,692 were admitted during the 
12 months, the daily average being 484. There were 1431 
deaths. In addition to those admitted to hospital, outdoor 
treatment was given to 39,357 persons. The daily average 
of inmates in the Lunatic Asylum was 770; 77 were dis¬ 
charged cured and 65 died. At the Leper Asylum there 
were 383 patients when the year began—263 males and 120 
females—and during the year 88 were admitted. 

AN IMPROVED LIFE-SAVING WAISTCOAT. 

A perfect device for keeping an individual afloat in case of 
sudden immersion has yet to be invented, the various 
collars, belts, and waistcoats intended for this purpose 
having the defect of bulkiness, while in the case of 
apparatus needing inflation circumstances may prevent 
the necessary operation being performed in time to save 
the life of the wearer, and it is conceivable that the 
mechanism might fail at the critical moment. In order 
to overcome these difficulties a waistcoat has been designed 


which is less bulky than others of its kind. A demonstra¬ 
tion of this apparatus, which is named the Ever-ready Life¬ 
saving Waistcoat, was witnessed recently by our repre¬ 
sentative at the swimming baths attached to the head¬ 
quarters of the Young Men’s Christian Association, 
Tottenham Court-road, W.C., when a swimmer and a 
non-swimmer, fully clothed and shod with heavy boots, 
who each wore the waistcoat, jumped or dived into 
the bath, and after a momentary submersion rose to 
the surface and floated in a semi-upright position with 
the head thrown somewhat backward. The waistcoat 
consists of two separate waistcoats, one superimposed on 
the other and joined in such a manner that a layer of air is 
kept between them, thus assisting the buoyancy of the 
article. The inner waistcoat consists of a single thickness 
of waterproof material cut to fit the wearer, while the 
outer waistcoat, which fits the body loosely, is made of two 
thicknesses of the same material padded with kapok. 
(Kapok is the silky white floss developed in the fruit bads 
of the white silk cotton tree and has a specific gravity con¬ 
siderably less than that of cotton.) The trials, which were 
eminently satisfactory, suggest that travellers and ships’ 
officers will find the garment useful as a life-saving 
apparatus, but it might be found inconvenient by 
members of a crew for wearing while engaged in 
their ordinary occupations about the ship, and most 
people would probably find the waistcoat uncomfortably 
warm save in cold latitudes or in cold weather. It can 
be adjusted in 30 seconds. The waistcoat is sold by the 
Life-saving Devices Syndicate Limited, Basildon House, 
Moorgate-street, London, E.C. 

SCIENTIFIC TERMINOLOGY. 

By the same post we received the following communi¬ 
cations :— 

A correspondent in Worcestershire writes: “The great 
scientific detective, Craig Kennedy, who is making the 
heart of the British public palpitate weekly at the picture 
houses, says in his ‘ book of words,’ the ‘Exploits of 
Elaine,’ when describing some scientific apparatus: * The 
idea bad been suggested to me by the cystoscope, which 
physicians use in order to look down one’s throat.’ ” 

A correspondent in Canada writes that he recently had 
three scalpels ground by a local cutler and got a bill for 
“ three scalping knives.” 

TREATMENT OF FIBRINOUS BRONCHITIS. 

To the Editor of The Lancet. 

Sir, —I wonder if any of your numerous readers could 
ive me a hint as to the treatment of fibrinous bronchitis? 
have at present under my care a case which has resisted 
all ordinary remedies and vaccine treatment; and I shall be 
greatly obliged if anyone will tell me of some remedy which 
they may have found successful in the treatment of these 
distressing cases. I am, Sir, yours faithfully, 

March 30th, 1916. M.B. 

THE HOFFMANN-LA ROCHE CHEMICAL WORKS, 
LIMITED. 

This firm, with works at Idol-lane, London, E.C., ask us to 
state that the Home Office has now withdrawn the warning 
it issued in October, 1915, against commercial houses in 
this country trading with the firm of F. Hoffmann-La 
Roche and Co., of Basle, Switzerland, of which the Loodon 
firm is a branch. It appears that the warning was issued 
under a misapprehension as to the enemy status of the 
Basle firm, which is entirely Swiss, and unconnected with 
either Germans or Austrians. 

A Manifestation .—The author has neglected to supply us 
with any name and address, so that we are unable to return 
his or her manuscript. 

Communications not noticed in our present issue will 
receive attention in our next. 


METEOROLOGICAL READING 8. 

(Taken dotty at 8J0 a.m. by Steward?* Instrument*.) 

Tin Lnrarr Offloe, April 5th, 1916. 
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SOCIETIES. 

ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 

MEETINGS OF SECTIONS. 

Thursday, April 13th. 

DBRMATOLOGY (Hon. Seereterlea-A. M. H. Gray, I. B. B. 
McDooagh) s at 5 p.m. 

Mr. J. B. R. MoDonagh s The Rationale and Practice of Chemo- 
Therapy. 

N.B.—Pellowa and Members of other Sections are invited to 

attend and to take part in the discussion. 

Friday. April 14th. 

ANESTHETICS (Hon. Secretaries—F. B. Shipway, Ashley S. Daly): 
at 8.30 p.m. 

Annual General Meeting.—Election of Officers and Council for 
Session 1916-1917. 

Paper: 

Dr. M. S. Pembrey and Dr. F. B. 8hlpway: Observations on the 
Influence of Anesthetics on the Body Temperature. 
Demonstrations: 

Dr. F. B. Shipwav: Apparatus for the Administration of Warm 
Anaesthetic Vapours. 

Dr. Harold Low: Apparatus for the Intratracheal Insufflation of 
Bther. 

Dr. F. B. Shipway: Apparatus for the Intratracheal Insufflation 
of Bther. 

Gapfcdn C. T. W. Hirsch: Modification of Waller’s Chloroform 
Inhaler. _ 

HUBTBRIAJV SOCIBTY, 1, Wimpole-street, W. 

Wedsrbday. —9 p.m.. Adjourned Annual Discussion on the Rela¬ 
tionship of the Medical Profession to the 8tate and the Com¬ 
munity. Dr. H. J. Cardale, Dr. B. A. Richmond and others are 
expected to take part, and Dr. F. J. Smith will reply. 


LECTURES, ADDRESSES, DEMONSTRATIONS, Ac. 

ROYAL OOLLHGH OF PHYSICIANS OF LONDON, Pall Mall Hast. 
Tuesday and Thursday— 6 p.m., Ollver-Sharpey Lectures:—Dr. 
M. S. Pembrey: The Development of the Regulation of Tem¬ 
perature. (Lectures I. and II.) 

ROYAL OOLLBGB OF SURGBONS OF BNGLAND, Lincoln’s Inn 
Fields. W.O. 

Course of Lectures on the Anatomy of the Human Body, for First-aid 
and Ambulance Students (open to all members of ambulance com¬ 
panies and first-aid classes): — 

Monday, Wednesday, and Friday.— 6.30 p.m.. Prof. A. Keith. 
4 p m. to 7 p.u., Bxhlbition of Anatomical Preparations and 
Specimens in the Theatre on lecture days, and between 10 A.M. 
and 6 p.m. in the Hall of the Museum on the following day. 

POST-GRADUATB OOLLBGB, Weal London Hospital, Hammersmith- 
road, W. 

Monday.— 2 p.m., Medical and Surgical Clinics. X Rays. Mr. Gray: 
Operations Mr. B. Harman: Diseases of the Bye. Dr. Slmson: 
Diseases of Women. 

Tursdat. —2 p.m.. Medical and Surgical Clinics. X Rays. Mr. 
Addison: Operations. Dr. Banks Davis: Diseases of the Throat, 
Nose, and Bar Dr. Fernet; Diseases of the Skin. 
Wednesday.— 10 a.m., Dr. Saunders i Diseasesot Children. Dr. Banks 
Davis i Operations of the Throat, Nose, and Bar. 2 p.m., Medical 
and Surgical Clinics. X Rays. Mr. Pardoe: Operations. Dr. 
Simeon Diseases of Women. 

Thursday.— 2 p.m., Medloal and Surgical Clinics. X Rays. Mr. Gray: 

Operations. Mr. B. Hannan: Diseases of the Rye. 

Friday.—10 a.m., Dr. Simeon; Gynaecological Operations. 2 p.m., 
Medical and Surgical Clinics. X Rays. Mr. Addison: Opera¬ 
tions. Dr. Banks Davis: Diseases of the Throat, Noee. and Bar. 
Dr. Pernet: Diseases of the 8kin. 

Saturday.— 10 a.m., Dr. Saunders: Diseases of Children. Dr. Banks 
Davis. Operations of the Throat, Noee, and Bar. Mr. B. Harman: 

S fc Operations. 2 p.m.. Medical and Surgical Clinics X Rays, 
r. Pardoe i O Derations 


NORTH BAST LONDON POSTGRADUATE OOLLBGB, Prince of 
Wales's General Hospital, Tottenham, N. 

Monday. -Clinics;—10.30 a.m.. Surgical Out-patients (Mr. B. 
Gillespie). 2.30 p.m.. Medical Out-patients (Dr. T. R. Whlpham) i 
Gynaecological Out-patients (Dr. Banister). 3 p.m.. Medical 
In patients (• »r. R. M. Leslie). 

Tumday.—2.30 p.m.. Surgical Operations (Mr. Carson). Clinics 
Medical Out patients (Dr. A. G. Auld); Surgical Out patients 
(Mr. Howell Bvann); Rose, Throat, and Bar Out-patients (Mr. 
0- H. Hayton). Radiography (Dr. Metcalfe). 3.30 p.m., Medloal 
In-patienta (Or. A. J. Whiting). 

Wednesday.— Clinics:— 2.30 p.m.. Throat Operations (Mr. 0. H. 
Hayton). Children Out-patients (Dr. T. R. Whlpham); Bye Out¬ 
patients (Mr. R. P. Brooks); Skm Out-patients (Dr. H. W. 
Barber). 6.30 p.m.. Bye Operations (Mr. R. P. Brooks). 
Thursday.—2.30 p.m.. Gynaecological Operations (Dr. A. B. Giles). 
Clinics:—Medical Out-patients (Dr. A. J. Whiting); 8urgloal 
Out-patients (Mr Carson); Radiography (Dr. Metcalfe). 3 P.M., 
Medical In patients (Dr. R. M. Leslie). 

Fuday.— 2.30 p m., Surgical Operations (Mr. Howell Bvans). 
Clinics:—Medical Out-patients (Dr. A. G. Auld); Surgioal Out¬ 
patients (Mr. B. Gillespie); Bye Ont-patlenU (Mr. R. P. Brooks). 

THE THROAT HOSPITAL, Golden square. W. 

MosDay.—5.15 p.m.. Special Demonstration of Selected Cases. 
Thursday.—6.16 P.M., Clinical Lecture. 

Por further peurtimdan of the above Lectures, Ao.jsee Advertisement Paget. 


EDITORIAL NOTICES. 

IT is most important that communications relating to the 
Editorial business of The Lancet Bhonld be addressed 
exclusively “To the Editor,” and not in any case to any 
gentleman who may be supposed to be connected with the 
Editorial staff. It is urgently necessary that attention should 
be given to this notice. _ 

It is especially requested that early intelligence of local 
events having a medical interest, or which it is desirable 
to bring under the notice of the profession, may be sent 
direct to this office. 

Lectures, original articles, and reports should be written on 
one side of the paper only, and when accompanied by 
blocks it is requested that the name of the author , and if 
possible of the article , should be written on the blocks , to 
facilitate identification. 

Letters, whether intended for insertion or for private informa¬ 
tion, must be authenticated by the names and addresses 
of their writers—not necessarily for publication. 

We cannot prescribe or recommend practitioners. 

Local papers containing reports or news paragraphs should 
be marked and addressed “ To the 8ub-Editor.” 

Letters relating to the pnblication, sale, and advertising 
departments of The Lancet should be addressed “ To 
the Manager.’* 

We cannot undertake to return MSS. not used. 


MANAGER’S NOTICES. 

TO SUBSCRIBERS. 

Will Subscribers please note that only those subscriptions 
wjhioh are sent direct to the Proprietors of The Lancet at 
their Offices, 423, Strand, London, W.C., are dealt with by 
them? Subscriptions paid to London or to local newsagents 
(with none of whom have the Proprietors any oonnexion 
whatever) do not reach The Lancet Offices, and con¬ 
sequently inquiries concerning missing copies, &o. t should 
be Bent to the Agent to whom the subscription is paid, and 
not to The Lancet Offices. 

Subscribers, by sending their subscriptions direct to 
The Lancet Offices, will ensure regularity in the despatch 
of their Journals and an earlier delivery than the majority of 
Agents are able to effect. 

The Colonial and Foreign Edition (printed on thin 
paper) is published in time to catch the weekly Friday mails 
to all parts of the world. _ 


ALTERATION OF INLAND SUBSCRIPTION RATE8. 

Owing to the alteration in the Inland Newspaper Postal 
rate, the postage on each copy of The Lancet will in future 
be Id., and sometimes 1 \d. 

The revised Inland Subscription rates are:— 

One Year.£1 3 3 

Six Months .0 13 8 

Three Months .0 7 0 

The rates for the Colonies and Abroad (thin paper edition) 
will be as usual:— 

One Year.£15 0 

Six Months .0 14 0 

Three Months .070 

Subscriptions (which may commence at any time) are 
payable in advance. Cheques and Post Office Orders (crossed 
“London County and Westminster Bank, Covent Garden 
Branch”) should be made payable to the Manager, 
Mr. Charles Good, The Lancet Offices, 423, Strand, 
London, W.C. 

ADVERTISEMENT RATES. 

Books and Publ ications . \ 

Official and General Announcements I Five lines and 

Trade and Miscellaneous Advertise-[ under. 4s. Od. 

ments and Situations Vacant.j 

Every additional 1! e. 6 d . 

Situations Wanted : First 30 words, 2s. 6d. 

Per additional 8 words, fid . 

Quarter Page, £110«. Half a Page, £2 15s. 

Entire Page, £:> 5s. 

Special terms for Position Pages. 
Advertisements (to ensure insertion the same week) 
should be delivered at the Office not later than Wednesday, 
accompanied by a remittance. 


BOOKS, ETC., RECEIVED. 


American Cumatological Association, Philadelphia. 

Transactions, Vol. XXXI. (Year 1915). 

Balk, John, 8ons, and Uaniklsson, London. 

Bed-sores: their Prevention and Cure. By Catherine W. Smart. 
Price la. net. 


Black, A. and C., London. 

Manual of Medical Jurisprudence, Toxicology, 
By W: G. Aitcblson Robertson, M.D., 
F.R.S.B. Third edition. Prioe 10*. 6 d. net. 


and Public Health. 
D.So., F.H.O.P.B.. 
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Chapman and Bald, London. John Wiley and Sons, New York. 

Representative Procedures In Quantitative Chemical Analysis. By 
Frank Austin Gooch, Professor and Director, Kent Chemical 
Laboratory, Yale University. Price 8s. 6 d net. 

Hkinkmann, William, London. 

Twelve Lectures on the Modem Treatment of Gonorrhoea in the 
Male. By Dr. P. Asch (Strassburg). Translated and annotated by 

F. B. Gardner. M.D. Price 5s. net. 

Emergency Surgery. By J. W. Sluss, A.M., M.D. Third edition, 
revised and enlarged. Price 17s. 6d. net. 

Medical Ethnology. By C. E. Woodruff, M.D. Price 10s, 6 d. net. 

A Text-book or Nervous Diseases for Students and Practising 
Physicians In Thirty Lectures. By Robert Bing, Dozent for 
Neurology at the University of Btsle. Authorised translation by 

C. L. Allen, M.D.,Los Angeles, California. Price 21s. net. 

Laurie, T. Wbbnbb, London. 

Degenerate Germany. By Henry de Halsalle. Price 2s. 6 d. net. 


Longmans, Green, and Co., London. 

A System of Physical Chemistry. In two vole. By Wm. C. McC. 
Lewis, M.A.R.U.I., D.Sc.Llv. Edited bv Sir William Ramsay, 

K.C.B., F.R.S. Vol. I. Kinetic Theory, vol. II. Thermodynamics 
and Statistical Mechanics. Price 9s. net each. 

Masson et Cie., Paris. 

Ophthalmologic du Mldecin Praticlen. Par le Dr. Albert Terson. 
Price 12fr. 

Mills and Boon, London. 

Stammering. By Edwin L. Ash, M.D. Lond. Price 2s. 6d. net. 
Manual for Nurses. By Sydney Welham. Second edition. Price 
Is. 6 d. net. 

Thacker, Spink, and Co., Calcutta and London. 

Collected Papers on Goitre and Cretinism, 1913-1914. By Robert 
McCarrison, M.D., F.R.C.P., D.Bc., Major, I.M.S. 

Williams and Norgatk, London. 

The Germans. By J. M. Robertson, P.C., M.P. Price 7s. 6 d. net. 


Communications, Letters &c., have been 
received from— 


A. —Mr. J. Vere Arkle, Lond.; 
Ardath Tobacco Co., Lond.; 
Anglo-Syrian Trading Co., Lond.; 
Advertiser’s Weekly, Lond., Pub¬ 
lisher of; Assistant Commis¬ 
sioner of Police, Lond.; Messrs. 
Arnold and Sons, Lond.; Sergeant 
J C. Anthony, Ramsgate; 
Association of Infant Welfare 
and Maternity Centres, Lond.; 
Lieutenant-Colonel Adaml; Dr. 

G. Alipow, Halle-a.-d. S.; Ad¬ 
miralty, Medical Department, 
Lond., Director-General of. 

B. —Mr. J. Birt, Lond.; Messrs. 
Baugban and Co., Reading; 
Messrs. Bennett Bros., Salisbury; 
Bury Infirmary, Secretary of; 
Mr.H. Butterfield, Northampton; 
Birmingham and Midland Eye 
Hospital, Secretary of; Board 
of Agriculture and Fisheries, 
Lond.; Dr. G. Bardet. Paris; 
Mr. B. Brien, Petrograd ; Messrs. 
W. H. Bailey and Son, Lond.; 
Mr. W. Bryce, Edinburgh; Mr. 
W. E. Balaton, Potter’s Bar; 
Dr. Byrom Bramwell, Edinburgh; 
Dr. D. H. Bari a, Dhrangadhra; i 
Messrs. Burroughs Wellcome and 
Co., Lond.; Bolton Infirmaiy 
and Dispensary, Secretary of; 
Birmingham City Education 
Committee, Secretary of; British 
Fire Prevention Committee, 
Lond., General Hon. Secretary 
of; Dr. Frederick B. Batten, 
Lond.; Dr. S. Boyd. Harrogate; 
Mr. J. Brindley-James, Lond.; 
British Red Cross Society, Lond., 
County of London Branch. 

C. —Captain A.Compton, R.A.M.C.; 
Captain W. Hall Calvert, 
R.A.M C.; Chesterfield and North 
Derbyshire Hospital, Secretary 
of; C. K.; Dr. Catherine Chis¬ 
holm, Manchester; Captain 
J. G. Cooke. R.A.M.O., France; 
Messrs. B. Cook and Co., Lond.; 
Mr. H. Godden Cole, Liverpool. 

D. —Dr. A. V. Dyer. Brighton; 
Dr. Vincent Dickinson, Lond.; 
Dublin University. Trinity Col¬ 
lege ; Lieutenant W. J. Dilling, 
R.A.M.C., Woolwich ; Doncaster 
Royal Infirmary, Secretary of; 
Derbyshire Royal Infirmary, 
Derby, Secretary of; Mr. H. 
Dickinson, Lond. 

E. —Dr. G. Espejo, Boston, Mass.; 
Mr. G. J. Evans, Blcton Heath; 
Egypt, Ministry of the Interior 
(Lunacy Division); Mr. F. 8win- 
ford Edwards, Lond. 

F. —Dr. R. Fortescue Fox, Lond.; 
Messrs. W. and G. Foyle, Lond.; 
Ferrocarril de Antioquia Medel¬ 
lin, Superintendent-General of; 
Mr. C. A. Fox, Combwich; Mr. 
J. Fyfe, Stirling; Mr. A. Fleming, 
Lond.; Federation of Medical 
Women, Lond., Hon. Secretary 
of; Dr. James Fletcher, Newton 
Heath; Food and Work, Lond. 

O.—Messrs. O. Griffin and Co., 
Lond.; Goodwins. Ltd., Lond.; 
Dr. H. J. Godwin, Winchester; 
Captain J. Wesley Gilbert, 
R.A.M.C., France; Mr. V. Glen- 
dlntng, Watford; Mr. Kenneth 
Goadby, Lond.; Mr. James Green, 
Portsmouth. 

H.—Mr. J. W. Hope, Lond.; 
Mr. F. Hargreaves, Manchester; 
Mr. Edmund Hughes, Liverpool; 
Captain T. B. Heggs. R.A.M.C.; 


Holbom Maternity Centre and 
Invalid Kitchen, Lond.; Captain I 
F. B. M. Heggs, R.A.M.C., | 
Bugeley; High field Military 
Hospital, Liverpool, Clerk to the; 
2/lst H.M.B. Field Ambu¬ 
lance, R.A.M.O., Officer Com¬ 
manding ; Harrogate Corpora¬ 
tion, Clerk to the; Messrs. A. 
Hey wood and Son, Lond.; Hoff- 
raann-La Roche Chemical Works, 
Lond., Secretary of; Hunterian 
Society, Lond. 

J.—Jessop Hospital for Womens 
Sheffield, Secretary of; Messrs. 
Janson, Cobb, Pearson, and Co., 
Lond.; Mr. H. Langley Jones, 
Westell ff-on-Sea; J. D.; Journal 
oj the American Medical Associa¬ 
tion, Chicago. 

K—Messrs. H. S. King and Co., 
Lond.; Mr. P. B. Kingsford, 
Heme Bay. 

L. —Dr. J. M. Lichtenberg, New 
York; Dr. F. Lecalve, Lorient; 
Messrs. H. K. Lewis and Co.; 
Lond.; Captain R. M. Ladell, 
R.A.M.C.(T.), France; Captain 
A.H. Lowe, R.A.M.C.(T.).France; 
Local Government Board, Lond., 
Secretary of: Professor Harvey 
Littlejohn, Edinburgh; Leeds 
Public Dispensary, Secretary of; 
Dr. Arthur P. Luff, lond.; 
Dr. 0. E. Lea. 

M. —Dr. W. Parry Morgan, Lond.; 
Major A. Mowat. R.A.M.C ; 
Dr. D. M. Macdonald, Amside; 
Medical Sickness, Annuity, and 
Life Assurance Society, Lond., 
Secretary of; Miss Ida Meller, 
Lond.; Captain W. L. Maclean, 
R.A.M.C., France; Midland 
Counties IleraXd , Birmingham ; 
Mr. Humphrey Milford, Lond.; 
Dr. J. N. Matthews, Manchester; 
Dr. S. G. Moore, Huddersfield; 
Mr. J. E. R. McDonagh, Lond.; 
Dr. Louisa Martindale,Brighton; 
Messrs. C. Mitchell and Co., 
Lond.; Metropolitan Asylums 
Board, Lond., Clerk to the; 
Maltine Manufacturing Co., 
Lond.; Messrs. A. R. Mowbray 
and Co.,Oxford. 

N. —New York Pharmaceutical 
Co., Bedford Springs, U.S.A.; 
Dr. D. Newman, Glasgow ; Dr. 
J. N. Green Nolan, Hellingly; 
National Health Insurance Com¬ 
mission (England), Lond.; The 
Nursing Times, Lond., Bdltorof. 

O. —Dr. G. Olano, Lima. 

P. —Mr. J. E. Purvis, Cambridge ; 
Messrs. G. Pulman and Sons, 
Lond.; Mr. J. J. Pickles, Leeds; 
Mr. C. Arthur Pearson, Lond.; 
Dr. Frederick S. Palmer, Lond.; 
Mr. J. V. Paterson, Edinburgh ; 
Professor C. J. Patten, Sheffield; 
Dr. M. Pearce Penhallow, 
Paignton. 

Q. -Queensland Government Sta¬ 
tistician, Brisbane. 

R. —Royal Surrey County Hospital, 
Guildford, Assistant Secretary of; 
Rochester and Chatham Printing 
Co.; Mr. J. N. Rae, Edinburgh; 
Royal Society of Arts, Lond.; 
Royal Microscopical Society, 
Lond.; Mr. G. Q. Roberts, Lond.; 
Mrs. C. W. Rimmlnt, Cballey; 
Royal College of Physicians, 
Lond.; Royal Medical Benevolent 
Fund, Lond., Secretary of; 


Royal Institution of Great 
Britain, Lond.; Dr. H. D. 
Rolleeton. 

8.—Dr. B. W. Scripture, Lond.; 
Dr. Thomas Steele, Hamilton; 
Mr. C. F. 8 tree ten, Tonbridge; 
Dr. Walter G. Smith, Dublin; 
Miss Smith, Lond.; Sheffield 
Royal Hospital, Secretary of; 
Lieutenant H. Spong, R.A.M.C., 
Catterick; Dr. Stinl, France; 
Sunday School Times, Phila¬ 
delphia, Associate Editor of; 
Sir George H. Savage, Lond.; 
Dr. George Smith, Henley-on- 
Thames : St. Andrew’s Hospital, 
Northampton, Clerk to the; 
County of Stirling Secondary 
Education Committee; Dr. Halil- 
day Sutherland. 

T. —Dr. R. Stanley Thomas, Ex¬ 
mouth ; Captain C. E. Thwaites, 
R.A.M.C.; Messrs. Tate and Son, 
Bradford. 

U. —University College Hospital 
Dental School, Lond., Clerk to 
the; University of Sheffield, 
Registrar of; University of Aber- 
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A. —Messrs. Allen and Hanburys, 
Lond.; Anglo-American Pharma¬ 
ceutical Co., Lond., Secretary of; 
Dr. W. Appleyard, Bradford; 
Messrs. Adlard and Son. Lond.; 
Mr. D. Anderson, Plymouth; 
A. I. A.; A. G.; Mr. N. Adler, 
Hove. 

B. —Dr. Brookhouse, Bromley ; 
Messrs. Butterworth and Co., 
Lond.; Mrs. Bland, Abbeyleix; 
Mr. A. S. Blundell Bankart, Lond.; 
Mr. E. L. Baillieu, Lond.: Dr. 
W. S. Bainbridge, New York; 
Mr. H. Beattie. Banbury; Dr. H. 
Barnes, Ipswich ; Dr. J. L. Bunch, 
Lond.; Dr. G. W. Bury, Darwen ; 
Sir Lauder Brunton, Bart., Lond. 

C. —Dr. H. W. Crowe, Yelverton ; 
Mr. A. W. S. Curties, Burwash ; 
Messrs. J. and A. Carter, Lond.; 
Messrs. T. Christy and Co., Lond.; 
Messrs. Crossley and Co., Lond.; 
Dr. G. P. Campbell. Falmouth. 
Jamaica; Casein, Ltd., Lond.; 
Chester Courant , Manager of; 
Lieutenant F. O. Chappell, 
R.A.M.C., Boulogne. 

D. —Dorset County Council, Dor¬ 
chester, Clerk to the; Delhi and 
London Bank. Calcutta, Manager 
of; Mr. R. Davis, Lond.; 
Messrs. Dawson and Sons, Lond.; 
Mr. M. J. A. Dickinson, Mlllom ; 
Devon Territorial Force Associa- 
tin, Exeter, Secretary of; Lieu¬ 
tenant-Colonel Davies, R.A.M.C., 
Lond. 

B.—B. C. H.; B. M. B. 

F.—F. T. R.; Messrs. Fannin and 
Co., Dublin. 

0.—Dr. S. Gill, Forraby; G. N. A.; 
Messrs. Gordon and Gotch, Lond.; 
Mr. L. Gahan. Margate; G. K. 0.; 
Captain J. Graham. R.A.M.C., 
France; Mr. W. Gough, Leeds; 
Dr. W. S. Greenfield, Blie; 
Dr. G. D. Green, Romford; Dr. 
R. A. Greeves, Lond.; G. R. R. 
BL—Mr. P. H. Hunter. Arlesey; 
Miss K. Howard, Yelverton; 
Dr. Louisa Hamilton, Lond.; 
Dr. L. H. Hay, Swindon; Dr. 
W. M. P. Henderson, Chopwell; 
Messrs. C. J. Hewlett and Son, 
Lond.; Captain W. L. Harnett, 

I.M.S., India. 

L-I.D.; I.P.L. 


deen, Secretary of; University 
of Durham Faculty of Medicine; 
University of Glasgow, Regis¬ 
trar of. 

W.— Mr. E. S. Weymouth, Lond.; 
Mr. C. L. H. Wallace, Lond.; 
Messrs. J. Wright and Sons, 
Bristol; Messrs. R. Walker and 
Sons. Leicester; Lieutenant C. 
Williams, Shoreham; Captain H. 
Lawson Whale. R.A.M.C.(T.), 
France; Dr. F. J. Waldo, Lond.; 
Messrs. Watson and Sons, Lond.; 
Dr. Hugh Walsham, Lond.; 
West London Medioo-Chirurgical 
Society, Hon. Secretaries of; 
Mr. A. G. Witherby, Newbury; 
Mr. F. W. Waters, Adelaide; 
Warwickshire and Coventry 
Joint Committee for Tuberculosis, 
Leamington, Clerk to the; 
Messrs. Woolgar and Roberts, 
Lond.; Captain T. H. Whitting¬ 
ton, R.A.M.C.; Mr. W. J. Uglow 
Woolcock, Lond.; Dr. A. D. 
Waller, Lond.; Mr. J. C. Withers, 
Lond. 

Y.—Dr. W. J. Younger, Paris. 

enclosure, are also 
led from— 

J.-J. B. M. 

L. —Mr. T. S. Logan, 8 tone; 
Mr. C. A. Line, Birmingham; 
Messrs. E. and 8. Livingstone, 
Edinburgh; London Pros Ex¬ 
change, Secretary of; Liverpool 
Corporation, Treasurer to the; 
Liverpool Eye and Ear Infirmary, 
Secretary of; L. I. 

M. —Mr. R. Martin, Banbrldge; 
Dr. H. J. May. Southampton; 
Medical Society of London, 
Registrar of; Brigade-Surgeon 
Lieutenant-Colonel Myers,Lond^ 
Messrs. John Menzies and Oo., 
Edinburgh; Manchester Cor¬ 
poration, Clerk to the; Metro¬ 
politan Hospital, Lond., Secre¬ 
tary of; Maruzen Co., ToUo; 
Captain H. Morrison, R.A.M.C., 
Wolverhampton. 

N. —Nottingham City Asylum, 
Clerk to the. 

O. —Mr. J. Offord, Loud. 

P. —Dr. G. H. Pearson, Llscard; 
Dr. C. D. Pye-Smith, Hudders¬ 
field ; Captain A. F. Potter. 
R.A.M.C.,France; Staff-Surgeon 
J. G. Peebles, R.N., Lond. 

R.— Dr. R. R. Rentoul, Liverpool ; 
Dr. M. J. Ryan, Crumlin; Messrs. 
Robertson and Soott, Edinburgh; 
Dr. F. T. Ricketts, Lond.; Messrs. 
Robinson and Sons, Chesterfield; 
Mr. J. 0. Ryan. Dublin; R. L. W.; 
Mr. H. S. Reynolds, Upwell; 
Royal Institute of Public Health, 
Loud., Secretary of. 

8 .— Dr. W. C. Sullivan, Retford; 
SangU State, India, Chief Medical 
Officer of; Schllemann’s Oil and 
Ceresine Co., Lond.; Salford 
Royal Hospital, Secretary of; 
Messrs. W. fl. Smith and Son, 
Lond.; Miss S., Sandgate; 
Lieutenant F. R. Snell.R.A.M.0., 
Weymouth; S. W. H.; Messrs. 
W. H. Smith and Son, Northamp¬ 
ton ; Messrs. Sherratt and 
Hughes, Manchester. 

T.—Dr. J. C. Thresh, Chelmsford; 
Mrs. Thompson, Leeds. 

V. —Messrs, van Houton, Lond. 

W. —Dr. W. Hale White, Lond.; 
Dr. J. H. Whitaker, Load.; 
Mr. J. Ward, Birkenhead; 
Mr. A. Wilson, Lond. 
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Acute poliomyelitis has, daring the last decade, spread 
in an epidemic form over the face of the globe, and con¬ 
siderable advances have been made in onr knowledge 
of the disease. It is true that previous to 1905 small 
epidemics had occurred, but it is only since that date 
that it has had its present wide prevalence. During the 
last six years the experimental investigations of Flexner 
and his co-workers at the Rockefeller Institute, of Levaditi 
at the Pasteur Institute, of Leiner and v. Wiesner in 
Austria, and Roemer in Marburg, have thrown much light on 
the nature of the disease. A wider knowledge of the clinical 
manifestations has been gained, and the investigation of 
acute cases has rendered the pathological process more clear. 
It is my purpose to put before you in these Lumleian lectures 
the epidemiological, experimental, and clinical observations, 
and some points with regard to the treatment of the acute 
stages of the disease. 

It is during the last five years that the disease has been 
recognised by the public health authorities in England as a 
definite specific fever, and notification has been adopted. 
The British Islands have suffered comparatively little 
during the epidemic periods. Although much has been 
discovered with regard to the nature of poliomyelitis, it 
has not yet been possible to apply that knowledge to its 
prevention, and much investigation still remains to be done, 
not only in the experimental but also in the clinical and 
epidemiological fields. The similarity which the patho¬ 
logical changes have to those of rabies raised the hope that 
the precautions which have been so successful in dealing 
with that infection might be able to control poliomyelitis ; 
but the disease in its spread bears such a likeness to that of 
meningococcal meningitis that this is hardly to be expected. 
It seems unlikely that any effectual remedy, other than 
prevention, will be found for a disease which is so fulminat¬ 
ing in its attack, and so destructive in its effects on the 
central nervous system. 

The first lecture will be devoted to the epidemiology and 
pathology, the second to the experimental, and the third to 
the clinical consideration of the subject. The names which 
have been used and suggested for the disease are numerous ; 
but that of “acute poliomyelitis ” has now come into such 
general clinical use, and is also used to describe the 
nature of the virus, that it’is inadvisable to attempt to 
replace it. All that is required is that “ poliomyelitis ” shall 
be recognised as one of the acute specific fevers, having*a 
tendency to affect any part of the central nervous system, 
and giving rise to a variety of symptoms dependent upon the 
portion affected. 

Epidemiology. 

The history of the early epidemics of poliomyelitis, and its 
spread through Sweden and Norway and America were dealt 
with, and the evidence accumulated by Wickman with regard 
to the spread of infection by means of carriers along the 
lines of communication, roads, railways, &c. Certain factors 
were common to all epidemics—seasonal relationship, age 
incidence, and mortality—which commonly amounted to 
11-12 per cent. 

There have been earlier epidemics in Great Britain, and a 
considerable spread of the disease took place in Cumberland 
in 1910. In 1911 numerous epidemics were recorded 
throughout England, notably in Devon and Cornwall and 
the Eastern Counties. These were investigated by Dr. R. J. 
Reece, but no definite conclusion has been arrived at as to 
the mode of spread of infection. 

In September, 1911, the Local Government Board made 
the disease compulsorily notifiable in London, and in 
No. 4833. 


September, 1912, for the whole country. For thejyears 
1912-13-14-15 some idea can be obtained of its distribution 
throughout the community by consulting a series of maps; 
these show that the disease is distributed in a very irregular 
manner. A marked prevalence can be noted in the counties of 
Lancashire, Cheshire, Stafford, and Warwick during the 
years 1912, 1913, and 1914, and with a sharp decline in 
1915. Northampton, Bedford, and Bucks suffered severely 
in 1912, but remained fairly free after that date. Gloucester 
and East Sussex, on the other hand, had a high incidence in 
1915, neither of these counties being severely affected in the 
previous years. The number of cases notified daring the 
years 1912-13-14-15 were 823, 736, 500, and 408 respectively. 
The mortality lay between 13 per cent, and 16 per cent., and 
the incapacity, owing to permanent paralysis, was about 
50 per cent. 

During the year 1913 an epidemic of poliomyelitis occurred 
in Barrow-in-Furness which was investigated by Dr. H. A. 
MacEwen, who noted that it was restricted to youDg children. 
It is known that Barrow-in-Furness suffered a severe epidemic 
of poliomyelitis investigated by Dr. R. P. Garrow in 1910. So 
the disease when it occurred again in 1913 fell upon a locality 
in which the susceptibles had been picked out by the former 
epidemic, and the population, except for those who had 
come into existence since 1910, had a natural or an acquired 
immunity. It {would seem that the susceptible material of a 
population is fairly soon exhausted. 

The study of maps illustrating the distribution of cases in 
the London area points to the fact that certain districts seem 
to have an exceptional incidence of the disease, but here 
again, as in the distribution about England, there is a con¬ 
siderable irregularity. The charts prepared from the notified 
cases of poliomyelitis during the past four years, both in 
London and England, show that the disease has pursued the 
even tenor of its way with the usual seasonal incidence. 
There is no reason to believe that its prevalence has been 
greater or less than it was in years previous to notification. 

Pathological Anatomy. 

Most observers of the present day regard the essential 
pathological change which occurs in acute poliomyelitis as 
an inflammation of the interstitial tissue of the central 
nervous system. This view has only been arrived at by the 
careful investigations of numerous observers in every stage 
of the disease. The leading points in the history of advance 
in this branch of the subject were dealt with. In 1905 
Wickman examined a number of acute cases and showed 
that the process was not limited to the spinal cord, but 
occurred in disseminated form in the medulla, pons, 
cerebrum, cerebellum, and membranes. The process is 
mainly interstitial and of the infiltrative lymphocytic type. 
Wickman considers that within the nervous system the 
inflammation travels along the perivascular lymphatics ; the 
perineural lymphatics probably carry the infection from the 
site of inoculation to the cord. 

The lecturer showed, by a series of specimens from the 
brain, medulla, and spinal cord, that in addition to the 
perivascular infiltration there was considerable infiltration 
round the ganglion cells, and that these cells were destroyed 
by neurophagie cells, some of the ganglion cells being 
entirely replaced by these. The posterior root ganglia and 
the soft membranes of the cord shared in the infiltrative 
process. {Sections of the peripheral nerves also showed 
infiltration, and in the later stages degeneration. The 
changes in the muscle were such that some fibres had under¬ 
gone complete degeneration, whereas others were normal. 

Experimental Poliomyelitis. 

In 1909 Landsteiner and Popper succeeded in transmitting 
poliomyelitis to two monkeys, but they failed to propagate 
the experimental disease beyond the first generation. 
Flexner and Lewis overcame the difficulty of propagation by 
substituting the intracerebral for intraperitoneal method, 
and were the first to transmit the disease through a series 
of monkeys. They, Levaditi, and others showed that the 
virus would pass the porcelain filter, that it withstood the 
action of glycerine and prolonged drying. 

In October, 1913, Flexner and Noguchi published the 
method by which they succeeded in cultivating the organism 
of poliomyelitis on a special medium. The micro-organism 
consists of globoid bodies measuring from 015 to 0 3 micron 
in diameter and arranged in pairs. They showed that the 
Q 
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micro-organism fulfilled the c editions hitherto demanded 
for the establishment of a causal relation between an 
external parasite and a specific disease. The micro-organism 
exists in the diseased organs ; it is capable of reproducing on 
inoculation the experimental disease in monkeys, from which 
animals it can be recovered in pure culture. Besides these 
classical requirements the micro-organism withstands 
glycerination as does the ordinary virus of poliomyelitis. 
Flexner and Noguchi, in conjunction with Amoss, carried 
the strain througn 20 subcultures and proved that the final 
culture was pathogenic to monkeys. 

The observers Kling, Pettersson, and Wernstedt, in 
Sweden, had the opportunity of investigating an epidemic 
of poliomyelitis in 1911. They obtained washings from the 
nose, the mouth, the pharynx and upper air passages and 
small intestines of a number of patients : (1) dead of the 
disease ; (2) living cases ; (3) abortive cases ; and (4) healthy 
persons in contact with the infected individuals. With these 
washings filtered through a Heims filter they succeeded in 
infecting monkeys, and they showed that a larger number of 
individuals in all the above groups carried the organism. 

The transmission of poliomyelitis by means of dead objects 
and flies has been investigated by Josefson, and Neustaedter 
and Thro investigated the dust of a room in which a case of 
poliomyelitis had been nursed. They succeeded after many 
failures in producing poliomyelitis in monkeys. Rosenau in 
1912 demonstrated that poliomyelitis could be transmitted 
from monkey to monkey by means of the bite of Stomoxys 
calcitrans (stable fly), and this observation was confirmed by 
Anderson and Frost. Clark, Fraser, and Amoss in 1914 
conducted a further series of experiments with stomoxys 
which gave wholly negative results, and a second series 
conducted by Anderson and Frost were similarly negative. 
The whole of the experimental evidence is strongly against 
the communication of the disease to man by flies. 

Flexner, Clark, and Amoss found that a strain of polio¬ 
myelitic virus propagated in monkeys for four years dis¬ 
played during that time three distinct phases of virulence. 
At the outset the virulence was low ; but by animal passage 
it quickly arose to its maximum, the maximum was main¬ 
tained for about three years, and without known change in 
external conditions, a diminution set in and increased until 
at the expiration of a few months the degree of virulence 
about equalled that present at the beginning of the passage 
into the monkeys. By resorting to the original specimen 
from which the virus was obtained a highly virulent strain 
was again produced. It is clear that the frequent and long- 
continued passage through monkeys finally brings about a 
depression of virulence, whilst preservation in a state of 
latency for a period equally great exerts no depressing 
action. The cycle of changes in virulence is correlated with 
the wave-like fluctuations in epidemics of disease, which 
also consist of a rise, a temporary maximum and a fall in 
the number of cases produced. 

The pathological change found in the experimental polio¬ 
myelitis in monkeys agrees with those and is similar to those 
in man. Kling, Pettersson, and Wernstedt, however, have 
described changes in their experiments on monkeys which 
have no counterpart in man, and for this reason Flexner, 
Clark, and Fraser are unwilling to accept these cases as the 
result of poliomyelitis. 

Poliomyelitis in Animals. 

Most observers have failed to transmit human polio¬ 
myelitis to animals other than the monkey and the ape. 
During epidemic periods, forms of paralysis have been 
noted in colts, horses, fowls, pigs, &c , but none of these 
paralyses have been proved to be due to poliomyelitis. 
Roomer in 1911 succeeded in transmitting a disease like 
poliomyelitis through a series of guinea-pigs; but monkeys 
were not susceptible to this disease. MacGowan describes 
poliomyelitis in sheep suffering from “ loupin-ill,” and the 
changes in the central nervous system were similar to 
those found in poliomyelitis. Flexner and Clark described 
paralysis in a dog simulating poliomyelitis. They were 
not, however, able to transmit the disease to other dogs. 
Marks was able to transmit poliomyelitis through a series of 
young rabbits. The animals suffered from no paralytic 
symptoms, and their cord showed no pathological change ; 
but monkeys inoculated from their organs developed polio¬ 
myelitis, so that it is clear that the disease can be pro¬ 
pagated by rabbits. 


Serum Diagnosis. 

It has been shown that the serum of patients and monkeys 
who have recovered from an attack of poliomyelitis has 
viricidal properties, and it is possible to test the serum for 
these. This is accomplished by taking a 5 per cent, emulsion of 
the spinal cord containing the active virus and mixing it with 
an equal quantity of the serum to be tested. The mixture is 
kept at room temperature for several hours; it is then injected 
intracercbrally into a normal monkey. A control monkey 
receives the same quantity of virus. The control monkey 
becomes infected, the other remains free. Anderson and 
Frost by this method found in six out of nine suspected cases 
of abortive poliomyelitis that the blood serum was viricidal 
against the virus of poliomyelitis. The serum injected into 
animals has no preventive or curative effect. The sera of 
animals which are immune to poliomyelitis, such as the 
horse, &c., has no viricidal power either in vitro or owo. 

Numerous observers have tried the fixation of a comple¬ 
ment method, and all agree that the use of an extract of 
organs containing the virus as antigen does not permit the 
discovery of antibodies in the serum or the cerebro-spinal 
fluid. 

Clinical Features. 

The clinical features of poliomyelitis may be most varied 
according to tbe part or parts of the nervous system affected. 
The grouping on an anatomical basis suggested by Wiokman 
is that which is most helpful to the clinical description of the 
disease. The groups are as follows :—(1) The spinal form ; 
(2) the bulbar, pontine and mid-brain form ; (3) the cerebral 
form ; (4) the cerebellar form ; (5) the neuritic form; (6) 
the meningitic form ; (7) the abortive form. 

The spinal form is the common manifestation of the 
disease, but the clinical variations in this form are con¬ 
siderable and they are not always recogoised as manifesta¬ 
tions of poliomyelitis. The ascending type (sometimes 
called Landry), in which the progress of the disease is not 
uniform but becomes arrested for some days and then after 
an interval of 2- 3 or more days again starts its upward 
course, is an uncommon manifestation of the disease. 

The involvement of the thoracic and abdominal muscles 
with complete collapse of one lung is a rare symptom, but 
local paralysis of part of the abdominal muscles is some¬ 
what more frequent. Complete tran»ver*e lesions of the 
spinal oord are not commonly recognised as poliomyelitis, 
but such occur and give rise on recovery to a spastic para¬ 
plegia. If the lesion is situated in the cervical region the 
clinical picture may be loss of power and atrophy of the 
muscles of the hands and arms, with a spastic condition 
of the lower limbs. Netter and Levaditi have shown by 
the serum test that the blood of a patient who had 
recovered from such an attack possesses the properties 
for neutralising the virus of poliomyelitis. 

Paralysis of the neck muscles without affection of the 
bulb or shoulder muscles is an unusual manifestation, and 
such weakness of neck muscles makes it impossible for 
the patient to walk. Unilateral paralysis of the diaphragm 
occurs. Instances of affection of the cranial nerves and of 
ocular paralysis associated with blindness were recorded. 

Among the rare manifestations in the cerebral form is 
that of athetosis. This occurred in a child in whom the 
left arm and left side of faoe showed athetotic movement, 
associated with flaccid paralysis of the left and partial 
paralysis of the right leg. 

The cerebellar form is characterised by the acute onset of 
ataxia. 

The meningitic form is one of the most interesting groups 
of poliomyelitis, and one which frequently leads to an error 
in diagnosis. The meningitis is indicated by the presence 
of lymphocytic cells in the cerebro-spinal fluid. Certain 
cases, however, manifest symptoms of meningitis without 
any change in the cerebro-spinal fluid. Some of these cases 
show on pathological examination characteristic polio¬ 
myelitic changes in the brain. Cases illustrative of tbe 
various types were given. 

The neuritic form is one which many observers are not 
willing to accept as occurring in poliomyelitis. If the 
presence and persistence of pain are taken as the evidence of 
neuritis it may be asserted that there is no justification for 
the title, but cases are described after an acute onset in 
which there is symmetrical affection of the peripheral 
muscles of the limhs with loss of sensation over Hie 
extremities. 
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The abortive form has been described in the countries 
where large epidemics have occurred, but few cases are 
recognised as such in England, as the disease has never 
become widely spread in an epidemic form. 

Relapses in poliomyelitis. —Reference was made to the 
«o-called “jump” case of poliomyelitis in which the disease 
is not steadily progressive, but remains stationary for a day 
or two and then rapidly advances a further stage; arrest 
may again take place followed by further advance. 
Relapsing cases differ from the above in that the patient 
improves in the interval, and then after some weeks fresh 
symptoms develop which may again clear up, and then a 
further relapse may occur. 

Second attacks of poliomyelitis are very rare. The litera¬ 
ture contains some three or more instances of such, but none 
of them are very convincing, nor will they bear critical 
investigation. 

Cerebrospinal fluid in poliomyelitis. —The examination of 
the cerebro-spinal fluid in poliomyelitis has yielded variable 
resalts. In some the fluid has been normal, in others there 
has been an excess of albumin with a moderate increase of 
lymphocytes, in others again a very large increase of these 
cells has been noted. The condition of the cerebro-spinal 
fluid has varied not only with the time after the onset of 
symptoms at which the fluid was examined, but also with 
the nature of the case, the cases with the most marked 
meningeal symptoms tending to yield the largest cell count. 
Those who have had the opportunity of studying the cerebro¬ 
spinal fluid in the pre-paralytic stage have noticed a high 
percentage of polymorphonuclear cells, but in the large 
majority of cases seen in England, when the paralytic signs 
are well developed, the cell oount is always lymphocytic and 
usually not very high. 

The diagnostic value of the examination of the cerebro¬ 
spinal fluid was discussed. A high lymphocytic count is 
present in the cerebro-spinal fluid, in infection by tubercle, 
syphilis, mumps, measles, infective conditions of the sinuses 
and ear diseases, and also in a group of cases with acute 
meningeal symptoms described and investigated by Gordon. 
Monkeys inoculated with an emulsion from the spinal cord 
and from the parotid glands from these oases were un¬ 
affected, the presumption beiog that the cases were not 
cases of poliomyelitis. The nature of the virus to which 
the death of these children might be attribnted must 
remain doubtful. 

Intra-uterine poliomyelitis. —The occurrence of polio¬ 
myelitis in the foetus during intra-uterine life is very diffi¬ 
cult to prove. Not a few cases come under observation in 
which the paralysis is stated to have been observed imme¬ 
diately after birth, and when the child has come under 
observation the clinical features have been those of polio¬ 
myelitis. Flaccid paralysis of one arm due to birth injury 
of the roots of the brachial plexus is not rare, and Dr. Herbert 
Spencer has shown that haemorrhage into the grey matter 
of the spinal oord in children dying at birth or 6oon after 
delivery is not uncommon. Two oases are reported in which 
the extensive flaccid paralysis of the muscles, not only of the 
arm but also of the legs, made it probable that the lesion 
was situated in the grey matter of the cord. The cases 
clinically resembled poliomyelitis. The condition was stated 
to have existed since birth, and in one of the cases patho¬ 
logical examination showed the changes in the spinal cord 
were those commonly found in long-standing cases of that 
disease. 

Herpes zoster in relation to poliomyelitis .— It is well 
recognised that herpes occurs not only in association with a 
localised paralysis in the same individual, but is also liable 
to be present in an epidemic form at the same time of year. 
Many examples of herpes zoster on the forehead and face in 
association with ocular paralysis are on record ; others of 
cervical herpes with facial paralysis; others of limb or 
trunk herpes with limb or abdominal paralysis. Several 
instances of such cases are given. Griffon examined the 
cerebro-spinal fluid in II cases of herpes, and found more 
or less marked lymphocytosis in all. In childhood the 
simultaneous occurrence of herpes and poliomyelitis is rare, 
and one case is quoted in a boy aged 7 years. Nearly all the 
recorded cases of paralysis associated with herpes are in 
adults and in many cases in elderly people, and it seems 
certain that many of these cannot be attributed to the virus 
of poliomyelitis. 


Poliomyelitis and a generalised vesicular eruption —A rash 
sometimes accompanies poliomyelitis formed of small 
vesicles widely distributed over the trunk and limbs. The 
vesicles resemble a small chicken-pook. 

Treatment. 

Recognising that poliomyelitis is an acute specific fever, 
haviDg an incubation period of 4-12 days, the patient should 
be isolated. The infectivity is very slight, and in hospitals 
it is not necessary to place the patient in a separate ward, 
bed isolation being sufficient to prevent the chance of 
infeotion. As the virus is known to exist in the nasal and 
buccal mucous membrane it is essential to pay careful 
attention to the discharge therefrom. 

Serum treatment .— It has been shown experimentally that 
the serum of patients who have recovered from an attack of 
poliomyelitis has the power to destroy the virus in vitro , but 
that this immuhe serum has no power to prevent the 
development of the disease when injected simultaneously or 
after the virus has been injected. Flexner and Amoss 
have shown that intraspinal injection of an immune serum 
is effective when introduced in the pre-paralytic stage in 
delaying and preventing poliomyelitic infection in a monkey. 
This method of intraspinal injection of immune serum has been 
used with success by Netter in cases of poliomyelitis of the 
acute ascending variety. The method is as follows. Some 
20-30 c.c. of blood are obtained by veni-puncture from a 
patient who has passed through an attack of poliomyelitis 
(the length of time after the attack is not important, for it 
has been shown that the blood preserves its antitoxic pro¬ 
perties for several years). The serum is separated by 
allowing the blood to clot and by centrifagalisation. Lumbar 
puncture is performed on the patient, and an amount of 
cerebro-spinal fluid removed corresponding to that of the 
serum which it is proposed to inject—usually about 10 c.c. 
The serum is now slowly injected, and the bed of the 
patient tilted so as to allow it to gravitate cerebralwards, the 
injection being repeated daily for three to four days. 

There is little or no difficulty in carrying out the treat¬ 
ment. The difficulty is to obtain an old case of polio¬ 
myelitis who has already been tested and given a negative 
Wassermann and who is willing to give the necessary blood 
at the same time as a suitable case of acute poliomyelitis 
presents itself for treatment. It is useless to carry out the 
treatment when the disease has already become quiescent, 
and the most suitable cases are those (1) presenting sym¬ 
ptoms of an ascendiDg or progressive poliomyelitis ; (2) pre¬ 
senting meningeal symptoms ; (3) (if the diagnosis oan be 
made) in the pre-paralytic stage. 

Since animals are immune to poliomyelitic virus, the 
possibility of employing the sera of animals has been con¬ 
sidered ; but Flexner and Lewis found that the sera of 
horses and rabbits had no viricidal action, sheep’s serum was 
slightly active and might be increased by injection of the 
virus, but the degree of activity is small. 

Rest.— There can be no doubt that rest is the most 
important factor in treatment: the too early movement may 
in some cases re-start the disease which has become 
quiescent. A child with an acute attack of poliomyelitis 
should be kept absolutely at rest in bed for at least three 
weeks. The principles by which physiological rest oan be 
secured to the muscles were considered, and the conclusion 
arrived at was that the paralysed muscles must be put into 
the “ zero position,” a position defined by Mackenzie as the 
position in which the individual muscle itself is relaxed 
and both its own action and that of its opponents prevented. 
Sherrington has shown that postural contraction Which 
counteracts the effect of gravity can be maintained for long 
periods without fatigue, and a position which can be main¬ 
tained without fatigue must be a position of rest. 

Posture .—Various methods have been adopted for keeping 
the affected muscles at rest. Most of them tend to immobilise 
the patients for many months. It is important whilst keep¬ 
ing the completely paralysed muscles in a normal zero 
position, and at rest, to encourage other muscles, which may 
have been more or less affected, to resume their normal 
function. This is accomplished by re-education. The erect 
position and walking are the best forms of re-education for 
the trunk muscles. The method of re-educating the severely 
paralysed muscles is described below. 

Splints .— The practical application of the above principles 
hasbeen carried out by placing the paralysed limb or limbs 
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in celluloid splints, accurately fitted to the limb as soon a * it 
it possible to make the cast after the onset of the disease ; as 
the splint is to serve in most cases not only for keeping the 
muscles at rest, but also as a support in walking, it is 
important that the position of the limb should be such that 
progression is possible. These splints were first used by 
Calot, and introduced into this country by Gauvain, 1 who 
has used them in the treatment of tuberculous joints. 

The splint is moulded on a plaster-of-Paris cast of the 
limb, and it is the taking of this cast that is important; for 
the limb must be in the zero position, or, in other words, the 
position normally assumed to counteract the effect of gravity 
when the patient is in the erect position. That position, so 
far as the legs are concerned, is one of slight flexion of the 
knees with the foot at a right angle, or an angle slightly 
greater than a right angle to the tibia. 

The advantages of this form of splint are:—(1) That they 
maintain the muscles constantly in a position of rest, for 
they can be worn day and night; (2) they do not immobilise 
the patient, so that walking exercise can be carried out 
without the liability to produce deformity or stretching of 
the muscles ; (3) they are easily removed and replaced, so 
that other methods of treatment can be carried out; (4) no 
special boots or shoes are required. 

He-education .—In re-educating a severely paralysed muscle 
it is important in the early stages to place the limb in such 
a position that the load on the muscle is at its minimum, and 
only a very small force is required to overcome the effects of 
gravity. A bath is an excellent place to practise the re- 
education of badly paralysed muscles ; for the weight of 
the limb is supported and ranges of movement are possible 
which without the support of the water are impossible. 
Walking exercises and the erect position are the best forms 
of re-education for the trunk and abdominal muscles. When 
once the legs are splinted it is possible to get the patient into 
the erect position, and such allows of the physiological use of 
the back, trunk, and pelvic muscles Such walking exercises 
are carried out by the use of a walking machine which 
supports the patient both physically and morally ; for it is 
important to give the patient the feeling of complete 
security. 

Other methods of treatment. —Other methods of treatment 
are by massage, electricity, and baths. The surgical treat¬ 
ment is not dealt with here. 

Results. —During the last four years these postural and 
re-educational lines of treatment have been carried out 
in ail acute cases with the result that very few deformities 
have arisen. Such as have occurred were due to the con¬ 
traction of the flexor group of muscles at the hip. 

Conclusion. —The adoption of the practice of placing the 
limb in a position of rest at an early stage of the disease 
will not only facilitate recovery but prevent the greater 
proportion of deformities now seen as the result of 
poliomyelitis. 

1 The Lancet, March 4th, 1911, p. 563 , and March 22nd. 1913, p. 826. 


Tragic Death of a Medical Man.—M r. James 
Hamilton, L.R.C.P., L.R.C.S.Edin., L.F.P.S.Glasg.,of Hayle, 
Cornwall, died suddenly on April 2nd in his motor-car, while 
on his round visiting patients; he was in his fortv-eighth 
year, and leaves a widow and child. 

Leicester Royal Infirmary.— The 143rd annual 
report of the Leicester Royal Infirmary (for 1915) is a 
record of excellent work accomplished under great diffi¬ 
culties. Leicester being the headquarters of the 15th 
Northern General Hospital, the honorary staff of the Infir¬ 
mary were gradually requisitioned as the military hospital 
continued to be enlarged, and war service also absorbed 
resident medical officers and nurses. The number of beds 
made available for wounded soldiers was 160, while 200 were 
in use by civil patients. Some 400 recruits rejected from 
military duty by reason of physical disabilities received 
surgical attention and were subsequently enlisted. In 
addition many recruits received attention in the special 
departments of the Infirmary. In the civil wards 3082 adults 
were admitted and 674 children, as compared with 3264 adults 
and 657 children respectively in the previous year. In the 
military ward 692 patients were treated. In the out-patient 
department there were 4352 new cases and 10,004 old cases. 
Unfortunately, the expenditure shows an increase of £3240 
on the previous year, the total for 1915 being £28,821. 


A NOTE ON THE 

IMPORTANCE OF AUSCULTATION IN THE 
DIAGNOSIS OF THE VASCULAR 
INJURIES ACCOMPANYING 
GUNSHOT WOUNDS. 

By SURGEON-GENERAL SIR GEORGE MAKINS, 
K.C.M.G., C.B., F.R.C.S. Eng., 

CONSISTING SURGEON TO THE EXPEDITIONARY FORCE. 


Well-recognised and characteristic as are the murmurs 
produced by the existence of traumatic openings in the walls 
of the blood-vessels, yet the routine employment of the 
stethoscope for their detection seems hardly so generally 
adopted as should be the case. The importance of this 
method of examination is obvious in any class of wound, 
but it is especially valuable in the case of the mnltiple 
wounds inflicted by the various forms of fragments de¬ 
rived from the bursting of high-explosive shells and 
bombs. In these injuries one wound amongst a dozen or 
more superficial lesions may pass deeply into the body and 
cause a vascular injury, the existence of which may be 
readily overlooked by ordinary methods of examination. 

A few examples illustrative of the value of the method 
may be opportune and of some utility. 

(a) In a patient admitted with a compound fracture of 
the leg, the absence of pulsation in the posterior tibia! 
artery behind the inner malleolus and in the dorsal artery 
of the foot indicated that both the anterior and the 
posterior tibial arteries had been divided. An exploration 
confirmed this assumption, and both vessels were ligatured. 
The further progress of the case was not satisfactory, and 
a rise of temperature, accompanied by fresh swelling of 
the calf, suggested that an extension of infection from the 
primary wound cavity was taking place. Auscultation of 
the limb revealed the presence of a loud systolic bruit over 
the course of the peroneal artery, and this vessel was cut 
down upon and ligatured above and below the wounded 
spot. 

(//) A patient who had sustained multiple bomb wounds of 
the calf, after a short stay in France was transferred to- 
England for further treatment. After a period of some 
months the man was passed again as fit for active service 
and returned to his regiment. Thence he was sent to 
hospital in consequence of swelling of his leg. Ausculta¬ 
tion, probably employed for the first time since the injury 
was received, revealed the presence of a loud “ machinery 
murmur due to the existence of an unrecognised arterio¬ 
venous communication. 

(n A man received a wound from a fragment of shell which 
entering over the spine of the right scapula was retained in 
the body. On examination the fact that blood had been 
expectorated and that dullness existed at the right base 
suggested that a hnunothorax had developed. On examina¬ 
tion of the chest a loud double murmur was audible over the 
entire pnccordium, and this was conveyed to the left base. 
This murmur was assumed by the first observer to be 
cardiac in origin, but on further examination, a typical 
“ machinery murmur ” was detected below the right clavicle 
and an arterio-venous communication between the innomi¬ 
nate vessels was diagnosed. The death of the patient from 
violent luemoptysis the same night allowed this diagnosis 
to be verified, as also the absence of any valvular cardiac 
lesion. 

These three instances serve to emphasise the value of this 
method of physical examination and to impress the fact 
that in any case of swelling of a limb in connexion with a 
gunshot wound the stethoscope affords a ready and certain 
means of establishing a diagnosis. Further, observation of 
the point at which the bruit is loudest and highest pitched 
will serve to localise the exact position of the lesion. The 
method is far more reliable than the uncertain practice of 
examining for the state of the distal pulse, for this is 
obliterated only if the vessel has been completely severed, 
or in the rarer instances in which large masses of hard clot 
exist to compress it, while diminution of size and force is 
more likely to be due to moderate pressure from without 
than to the existence of a lateral wound in the wall of the 
artery. 

The third case (o) raises another question of some import¬ 
ance ; although the local murmur could not have been 
overlooked during the process of examination of the chest to 
determine the presence of blood in the right pleura, yet 
the murmur was first detected in the cardiac region and 
thought by the observer to originate in the heart. Now, 
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the examination of a large series of arterial wounds has 
shown that in a very considerable proportion of the cases 
the local murmur, whether systolic if purely arterial in 
•origin, or of the “machinery type" in arterio-venous 
lesions, is conducted to the heart. Further, that such 
‘bruits, although temporary, may persist for several weeks. 
The method of conduction would seem to vary according to 
the position of the vascular injury and the distance of the 
local lesion from the heart. In the case of injuries of an 
■arterio-venous nature to the vessels of the axilla and neck, 
the murmur appears to be conducted by the whole mass of 
the tissues of the thoracic wall, and this view is supported by 
the observation that the normal heart sounds can readily 
be distinguished by the continuous roar audible over the 
whole cardiac area, the continuous roar preventing the dis¬ 
crimination of any abnormality in the systolic or diastolic 
periods. I have not met with any instance in which a pure 
arterial murmur in connexion with a wound of the vessels of 
the arm or forearm was audible in the heart, but I have 
noticed it in a carotid aneurysm, and in the case of wounds 
of the femoral vessels the condition is comparatively 
frequent. 

When the murmur is conducted upwards from the lower 
extremity it appears to be conveyed by the column of blood 
in the vessels. In the arterio-venous injuries this is not 
surprising because the roar of the continuous murmur is 
always transmitted the more widely in a central direction. 
When, however, the bruit is due to a purely arterial lesion 
the circumstance is less likely to have been suspected, 
because in the majority of instances the pure systolic bruit 
is more freely transmitted along the limb in the peripheral 
direction. In spite of this fact, however, a systolic bruit, 
even not of a very loud character, may often be readily 
audible at the cardiac apex. The pure systolic murmurs are 
heard at the apex alone, but in one case of arterio-venous 
aneurysm of the thigh the double murmur was conveyed also 
to the base of the heart. 

It may reasonably be asked why these transmitted 
murmurs are only of temporary persistence? The fact 
seems explicable on the ground that the existence of a gap 
in the wall of a large vessel gives rise to a very considerable 
•disturbance in the heart’s action. A certain degree of 
•dilatation of the organ nearly always develops rapidly, the 
heart’s apex reaching the nipple line or extending beyond 
it; its action is rapid ; and some disturbance of the relative 
duration of the periods of systole and diastole occurs, the 
latter phase being somewhat prolonged. This disturbance 
tends to settle down when the patient is kept at rest in the 
recumbent position, and with its disappearance the trans¬ 
mitted murmurs also become inaudible. The cardiac upset 
is probably to be explained by the sudden alteration in the 
force required for the maintenance of the general circula¬ 
tion under altered conditions, and the view that an 
increased burden is placed upon the organ, even when 
a great vessel is only encroached upon to the extent 
•of a portion of the contained blood needing to be 
circulated in a cavity of moderate size in communica¬ 
tion with the lumen, appears to be supported by the 
fact that the peripheral blood pressure of the limb 
beyond the lesion remains persistently below the normal. 
Examination of a number of limbs in which such 
lesions existed has shown, a difference of some 20 mm. 
•of pressure measured by the sphygmomanometer, in fact a 
-difference amounting to that which follows complete 
obliteration of the lumen by ligature of the vessel. 

I have dwelt upon this question of the cardiac bruits, 
not because the presence of a conducted murmur can be 
of general use in diagnosis, in view of the fact that such 
an occurrence is not a necessary accompaniment of an 
arterial lesion. Still, the detection of an apical systolic 
murmur in a young healthy subject with an injury to the 
thigh might draw attention to the fact that a grave 
arterial lesion was present in the limb, and lead to its 
detection when the absence of local pulsation, together 
with the presence of free pulsation of the peripheral vessels, 
had led to the question of a serious vascular injury being 
placed aside. 


Medical Magistrate for Torquay. —Mr. George 
Mitchell Winter, L.R.C.P. Lond., M.R.C.S. Eng., D.P.H. 
Cantab., the deputy mayor of Torquay, has been placed on 
the commission of the peace for that borough. 


SHOCK 1 AND THE SOLDIER. 

By G. ELLIOT SMITH, M.A., M.D. Sydney and 
Adelaide, F.R.C.P. Lond., F.R.S., 

PROFESSOR OF ANATOMY AND DBAS OF THE FACULTY OF MEDICINE 
nr THE UNIVERSITY OF MANCHESTER. 


[Note .—Although I am wholly responsible for this article it is 
published with the knowledge and consent of Major K. G. Hows, 
R.A.M.C. I have to thank Mr. T. H. Pear and Mr. B. Gleaves for 
many suggestions and criticisms.—G. B. 8.] 

It is generally admitted that never before in the whole 
history of war have the arrangements for the welfare of 
the soldiers been so well organised and on the whole so 
efficiently administered as those of our medical corps in 
the present war. Perusal of foreign medical journals makes 
it abundantly clear that the other combatants, not only 
our Allies, but also our enemies, have been closely studying 
all that we have been doing in this respect, and have not 
hesitated to benefit from our experience and to adopt many 
of our methods. It seems to me that we might follow their 
example much more than we have been doing, and in certain 
departments of medical work learn from them, or rather 
add their experiences to our own, in coming to a decision 
as to the best way of dealing with our own difficulties. 

Among these the manifold problems relating to soldiers 
suffering from what may be designated by the vague and 
non-committal term “shock” (see footnote) are urgently 
calling for full consideration. These issues are of far- 
reaching importance and their solution involves matters 
of enormous difficulty. They concern not only the welfare 
of the individual patient, but also the maintenance of the 
efficiency of the combatant forces. In our system of 
selecting recruits the man with a varicocele or slight hernia 
is rejected, even though the greatest risk which accepting 
him would entail is the possibility that he himself might 
fail in an emergency. But no measures are taken to exclude 
the mental weakling, whose failure might lead to infinitely 
graver consequences, not merely to himself but to the whole 
of his unit. Even when the reality of such risks has been 
practically demonstrated by nervous breakdown, such men 
on recovery are still liable to be sent back to the firing line, 
in spite of what experience has now proved to be the certain 
knowledge that they will be useless as combatants, and 
will almost certainly succumb at the first strain. 

But grave as these risks are, and urgently as they are 
crying out for remedial measures, there are other problems 
of this kind to be solved which will have a more profound 
and far-reaching influence upon the social—and, I may add, 
also the financial—welfare of the whole nation after the war. 

There is no class of patients in the military hospitals con¬ 
cerning whom there is so much divergence of opinion as 
these, not merely as regards the methods of diagnosis and 
the mode of treatment that should be adopted, but also with 
reference to the wider questions as to what ought to be done 
with them after their discharge from hospital. This matter, 
therefore, is pre-eminently one concerning which it is 
desirable to obtain the reasoned views of competent and 
experienced men, irrespective of the side upon which they 
are serving. 

Everyone who has had any dealings with the patients in 
the military hospitals scattered throughout this country must 
admit that much more might be done for patients suffering 
from some of the protean manifestations of 4 4 shock ” than is 
being attempted at present. The general military hospitals 
contain scores of the milder shock cases, with which the 
medical officers have neither the time, nor, in many oases, 
the special knowledge, to deal. Such patients may recover of 
themselves without any attention, but a large number of 
them tend to get worse, and if they are left without atten¬ 
tion their symptoms are apt to become stereotyped into 
definite delusions and hallucinations. Moreover, in a general 
hospital such men may become a constant source of disturb¬ 
ance and annoyance to other patients and to the nurses. 
One of the symptoms of their illness is a morbid irritability— 
they become upset and sometimes take offence at the merest 
trifles 2 —and this leads to trouble with patients, nurses, 

1 I am fully aware of the inadequacy and inappropriateness of this 
term, but the plain English word is less likely to give rise to mis¬ 
understanding or to involve me in the business of explaining termino¬ 
logical inexactitudes than the use of more technical language would 
entaii. 

2 Major Rows: Mental Conditions following Strain and Nerve Shock, 
Brit. Med. Jour., March 25tb, 1916, p. 441. 
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and the medical officers responsible for discipline. Bat if 
special consideration is shown them by the nurses the other 
patients are apt to misunderstand it, and even complain, of 
favouritism. In other words, when mixed with wound cases 
in a general hospital, these nervous patients are apt to be 
regarded as a nuisance—which is bad for them and for the 
proper working of the hospital. Another consideration, also, 
is that the subjection of such men to the irksome regulations 
of military discipline, and the usual penalties for infringing 
them, is so potent a factor in producing disturbance as often 
to be quite fatal to any hope of amelioration. In a special 
hospital the wind can be tempered to the shorn lamb. 

How is this situation to be remedied ? In the other com- 
batant countries, to judge from the medical journals, ampler 
provision has been made for dealing with this problem than 
has been done here. 3 The chief object of this communica¬ 
tion is to set forth the views of some of those who have had 
to meet the infinitely vaster question of coping with the 
situation as it has presented itself to the medical corps in 
Germany and France, and incidentally, in the light of this 
knowledge, to urge that further efforts should be made in 
this country to deal with a problem which even here, where 
its magnitude is less, is one of great complexity and diffi¬ 
culty, the proper solution of which is becoming more urgent 
every week. 

The men who are best equipped, both by their special 
knowledge and experience, as well as their present responsi¬ 
bilities, to deal with the matter, are for the most part much 
too busy dealing with the immediate practical issues to find 
time to consider or write about the wider questions with 
which I propose to deal here. 

During last summer vacation I wasal lowed to take some 
small part in the work at the Military Hospital at Maghull, 
of which Major R. G. Rows has given a brief sketch 4 in the 
BrttUh Medical Journal. Living in the hospital with six 
officers who were devoting the whole of their time and 
energies to the diagnosis and treatment of soldiers suffering, 
for the most part, from mild forms of mental disturbance, 
even a few months of such intensive study gives one a very 
clear insight into the complexities and the enormous diffi¬ 
culty of the problems that have to be solved. 

Nothing could be better calculated than such an experi¬ 
ence to impress upon one the danger of publicly expressing 
opinions on the thorny questions of treatment, and the risks 
to which those who “ rush in where wise men fear to tread ” 
render themselves liable. Some explanation therefore is 
doe at the outset for my venturing to break away from the 
attitude of discretion. For even the general consideration 
that questions of far-reaching importance are crying out for 
full discussion at the present moment is hardly a sufficient 
reason for a tyro to attempt to force the consideration 
of them upon the attention of the authorities and the 
medical profession. 

Oq returning to university work at ths beginning of the 
winter session, with the assistance of my colleague, Mr. 
T HL Pear, I began to study the foreign medical journals 
that were available, for the purpose of comparing our short 
experience of these mental cases with that of the French 
and German medical officers. At the same time, mainly in 
response to numerous requests for information as to the 
nature of the work being carried on at Maghull, I was 
brought into communication, directly or indirectly, with 
medical officers working both in general and special 
hospitals in all parts of the country and abroad. This 
opened ray eyes not only to the fact that there were con¬ 
siderable numbers of milder cases of “shock” scattered 
about in the general hospitals, but also that many medical 
officers, faced with the problem of treating such ailments, were 
anxious to learn something about their diagnosis and treat¬ 
ment, of which they frankly confessed themselves profoundly 
ignorant. 5 I have repeatedly been asked for enlightenment 

* The reports published in the special war numbers of the Revue 
Neurologiqne (and especially Nos. 23, 24. November and December, 1915) 
boar ample testimony to the magnificent work beine done by the 
French in this direction. Not only has special provision been made in 
each military district for dealing with neurological and mental cases, 
but also admirable reports upon the work are being published, and 
those responsible for the care of such patients have been afforded 
many opportunities for discussing their difficulties and learning one 
from the other. 

4 Op. cit., supra. 

5 It Is a remarkable fact that Dr. Bernard dart’s excellent little book, 
“ The Psychology of Insanity.” which has had such a large circulation 
among the laitv, seems to be almost unknown to the medical 
profession. 


by general practitioners, suddenly called upon, to deal with 
these specialised problems; and when they have been, 
referred to authoritative statements, 0 it is customary for 
them to reply that they have neither the time nor the energy 
for the task of trying to understand the discussion of complex 
mental phenomena. It was the consciousness that a mere 
“ outsider ” like the writer might perhaps be able to draw a 
crude sketch more apt to appeal to such men than the state¬ 
ments of a specialist would be—even though he speak with 
more authority—which finally overcame my reluctance to 
undertake a task which so readily lends itself to mis¬ 
understanding. 

Additional reasons for writing were, firstly, to call atten¬ 
tion to certain statements in foreign medical journals, and, 
secondly, incidentally to raise for consideration some far- 
reaching general problems arising out of the question of 
these mentally afflicted soldiers. Without, strong incentives 
such as these I should, not have felt justified in attempting 
this task. 

In coming to this decision I was also influenced by the 
remarkable position taken up by certain neurologists at the 
informal discussion of these cases of shock, which took place 
in London last November, under the auspices of the Medical 
Research Committee. One speaker made the remark that 
many of the patients suffering from shook “ gave no history 
that threw any light upon their present condition,” as 
though he expected that such men knew the causes of their 
illness, and would, in the course of a few. minutes’ chat, 
unveil the innermost secrets of their lives as readily and 
frankly as they would give the information that , they had 
had measles. 

The Importance of Diagnosis. 

Id the first interview with one of these patients, in the 
course of which the physician endeavours to obtain the 
details of the history of the trouble and makes the physical 
examination, it happens more often than not that he is 
unable to extract anything whatever that has any direet 
bearing upon the real causes of the illness. Even though 
the physician spends an hour or two in this preliminary 
cross-examination, in many cases no light is shed upon the 
patient’s real history. In fact, many such prolonged 
inquiries may be made before any relevant information is 
obtained, and even then often the truth begins to emeige 
only after the patient’s dreams have been obtained, either 
from his account of them or from inquiries as to the 
meaning of phrases shouted out during sleep. 

In respect of such cases one often hears the comment 
made that the dreams are merely memories of incidents at 
the front. But if the trouble is taken to get a detailed 
record of dreams, in which every incident, however trivial 
and absurd it may appear, is noted, it will be discovered 
that in many cases the experiences at the front are blended 
with some episodes utterly alien to the war. If cross- 
examination of these incidents be conducted with patient 
persistence and discretion—and this is the kind of 
inquiry that does not demand any expert knowledge, 7 but 
simply common sense, discreet sympathy, and tact—it will 
very frequently lead up to some event in the patient’s past 
history, the revivified emotions associated with which the 
war incidents have served to awaken, by stirring up similar 
emotions. By this simple process, if continued patiently 
day by day by a physician who is striving to look at events 
from the patient's point of rieic, the real reasons for the con¬ 
tinuance of the shock symptoms are almost sure to be 
revealed. Without these means, and without such pro¬ 
longed individual attention, the real nature of most of these 
cases is not likely to be discovered, and unless the causes 
are revealed the treatment cannot be other than empirical 
and fortuitous. I have repeatedly heard the argument that 
it is altogether unnecessary to attempt to diagnose such 
cases, and that isolation is the appropriate treatment for 
them, because Private X or Sergeant Y was so treated 
and made a perfect recovery. One might with equal 
cogency, or the lack of it, argue that it is unnecessary to 
diagnose a suppurating appendix as the cause of a case of 
peritonitis, because one has known o? patients A and B 
who recovered after being treated with opium and the 

<• Sur-.h. for example, as Dejerinc and Gauekler'a eminently sane and 
wise treatise. ‘‘The Psvchoneuroses and Their Treatment by Psycho¬ 
therapy," (Smith Bly Jelliffe’s translation, second. BngUsh edition. 

1913). 

• Nor. contrary to the opinion expressed in a leading article in 
The Lancet of March 13tli (p. 627), any special vocabulary. 
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application of linseed-meal poultices. But just as no 
modern surgeon would regard the success of such individual 
cases as any excuse for not diagnosing and operating upon a 
suppurating appendix, so also the physician is not justified 
in arguing that correct diagnosis and appropriate treatment 
are unnecessary in cases of nerve shock. 

Bat the question is constantly being asked, “ How do you 
know when the true cause is discovered ? ” It is recognised 
by means precisely analogous to those by which a case of 
peritonitis is diagnosed to be the result of a suppurating 
appendix and not of pyosalpinx or any other lesion. The 
causal relationship between the symptoms and the history is, 
as a rule, so clear and indubitable that no one who has 
thoroughly investigated even a single case of “ shock "can 
have the slightest doubt about the etiological nexus. 

The Development of the Symptoms . 

At the time when these notes were first drafted (November, 
1915) hardly anything had been published in our medical 
journals on the subject of shock ; and my aim was to com¬ 
pile a summary of the large series of most instructive reports 
that had appeared in the French and German journals. 
Since then, however, several important contributions to the 
discussion of this matter have been published in our journals. 
But though these articles simplify my task they do not affect 
the need for such a statement as I propose to make here. 

In his vivid and sympathetic account of the phases through 
which officers pass when becoming neurasthenic, Dr. David 
Forsyth* called attention to the difficulties encountered in 
the past in defining ‘ ‘ the nervous effects of intense emotional 
strain involving the risk of death,” and how that after 
20 years of discussion Bailey hit upon a means of escape 
from the clinician’s dilemma by defining some of the cases 
as “ mixtures of hysteria and neurasthenia.” 

Now, the fact does not seem to have been sufficiently 
emphasised that the terms “hysteria,” “neurasthenia,” 
“hypochondria,” “mania,” and “melancholia” are 
essentially labels given to groups of symptoms after they 
have become more or less stereotyped and systematised 
by each individual patient. In soldiers invalided from the 
front the physician has to deal, at any rate for the most 
part, with acute cases in which this process of systematisa¬ 
tion has not gone very far. By labelling the outstanding 
symptoms ‘‘ hysteria,” “neurasthenia,” “mania,” or any of 
the rest of the terminologioal battery, there is a grave 
danger of overlooking the essential identity of the 
fundamental causes and nature of the trouble to be dealt 
with. 

The many-sided manifestations of “shock ” are in large 
measure determined by the inherited nature of each 
individual patient, but probably also, to an even greater 
degree, by his previous history and experience. In a not 
inconsiderable number of cases, however, the intensity and 
horror of the trauma are sufficient to explain the causation 
and to determine the form of the mental disturbance. As 
the culmination of months of mental strain and emotional 
stress, some terrifying experience indelibly imprints itself 
on the patient’s mind and forces him to continue, day and 
night for weeks together, to see again and live through the 
awful moments ; his attention remains wholly concentrated 
upon this experience, and he pays little or no attention to 
what goes on around him. If left to himself he will act in 
the way of all mankind and endeavour to interpret his 
feelings. Thus, if he continues to see visions of the 
scenes at the front, or to hear the sounds of bursting shells 
or the cries of his stricken comrades, he will explain these 
impressions to himself in accordance with his own experience 
and training. In other words, he will rationalise and 
systematise his new sensations until they become definite 
hallucinations and delusions, the precise form of which will 
be determined by the individual’s previous history—i.e., by 
the way in which his accumulated knowledge and experience 
enable him to explain to himself and to interpret his new 
feelings. It is obvious that if such a patient comes into the 
hands of a physician before this process of rationalisation 
and systematisation has become established, the medj^l 
officer should be able to meet the patient’s difficulties and 
help him correctly to interpret his unusual experiences. In 
this way the stereotyping of his erroneous interpretations— 
i.e., the development of systematised delusions or hallucina¬ 
tions—can be prevented. 


8 The Lahcet, Dec. 25th, 1915, p. 1399. 


The Influence of the Individual's Life-history . 

Even in such cases, where the culminating incident at the 
front has both started the trouble and determined its form, 
it is impossible wholly to exclude the influence of the 
individual’s experience and life-history. 9 For in the pro¬ 
cedure of rationalisation these are the sole sources of the 
knowledge made use of in this process, and therefore are 
mainly responsible for shaping his interpretations of his new 
experiences. Even before this stage is reached incidents in 
his past life, the memories of which are charged with a strong 
emotional tone, will influence the earlier after-effects of the 
terrifying experience at the front. Thus even in what seem 
at first sight to be straightforward cases of mental disturb¬ 
ance due directly, say, to shell concussion and the emotions 
associated with it, there is usually a definite link with the 
patient’s previous experience. In most cases, however, this 
plays a much more obtrusive r61e. Let me cite a case in 
illustration of this, and I shall choose one to illustrate another 
point in addition—viz., that such troubles may develop without 
any shell concussion. 10 

A man, who had only recently been an inmate of a sana¬ 
torium, volunteered for military service at the outbreak of 
the war. After being at the front for about three months, 
during a most trying period of the campaign, he was sent to 
England as a case of neurasthenia. From his case-sheet 
little could be learnt except that he was subject to “dazed 
conditions.” When seen in hospital he was suffering badly 
from insomnia ; and the little sleep which came to him was 
constantly preceded by visions of two of his comrades who had 
been terribly lacerated alongside him. These hallucinations 
always seemed quite real to him at the time he experienced 
them, and aroused in him an intense fear that he was mad. 
It is important to notice that he was not subject to hallucina¬ 
tions during the day-time. Now, although these pre-sleeping 
experiences are of fairly common occurrence in the case of 
many normal individuals, they were novel to him, and they 
had begun to disturb him more and more seriously. He 
also had terrifying dreams, which regularly began with 
episodes at the front, and, without the interruption of 
awaking, changed as regularly into representations of 
sexual experiences, ending with seminal emissions. This 
latter fact, added to the bewilderment caused by his 
pre-sleeping visions, made him believe that he was insane, 
because it revivified a terror experienced when a boy from 
reading trashy literature. 11 These writings had convinced him, 
at the time, that he was going mad, because he had 
spermatorrhoea. The recurrence of these emissions, and of 
all that they implied to him, at the very time when he was 
suffering from pre-sleeping or “hvpnogogic ” hallucinations, 
had served to convince him that he was insane. He was in 
this condition when he came under treatment. It was first 
explained to him that hypnogogic experiences occur 
frequently in perfectly normal individuals. Examples 
taken from the writings of psychologists who have studied 
such phenomena, both in themselves and others, were used 
to illustrate this fact. Further, it was pointed out to him 
that his hallucinations did not occur except at the moment 
of falling asleep. The result of this talk was that although 
the images still presented themselves at night he was 
no longer afraid of them. By explaining to him in an 
elementary way the structure and functions of the 


• The importance of the patient's past history has been stressed by 
Lieutenant-Colonel C. S. Myers in The Lancet of March 18th, p. 608. 

10 In Dr. Forsyth’s article, to which I have already referred, an 
admirable account has been given of the development of a condition 
when the patient’s mental balance becomes liable to be upset by some 
trifling episode. 

11 In a very considerable proportion of these cases the literature 
which the patients had been studying, especially during adolescence, 
played a very obtrusive part in determining their present troubles. 
This applies not merely to pseudo-physiological works, but also to 
certain classes of books dealing with social and political problems. To 
me the extent of the influence of such writings has been a most 
amazing revelation. This Bubjeet is well treated in Stanley Hall’s 
“ Adolescence," vol. i., pp. 456-463. 

It is very difficult to understand Dr. Forsyth’s attitude (op. cit., 
p. 1400) in ascribing “ the neurasthenia of civil practice ” as “known to 
be the specific result of excessive onanism.” In the cases that I have 
personally examined, or read about, it haB been impossible to lay any 
of the blame on onanistic practices: but the terror which false 
teaching has inculcated regarding the effects of such practices has 
been a most lethal weapon in disturbing the equilibrium of many 
patients. The fact that much of this literature is the work of 
misguided cranks, who intend (or, at any rate, make the pretence of 
doing so) their writings to be warnings about, tho dangers of certain 
practices, makes them more potent instruments of destruction. Their 
very teaching is largely responsible for creating the dangers against 
which they pretend they are warning their victims. It is deplorable 
that nothing is done to combat the bad Influence of this “ literature.” 

Dr C. A. Mercier’s characteristic protest (The Lancet, Jan. 15th, 1916. 
p 154) against Dr. Forsyth’s statement is no doubt quite justified; 
though, of course, in using It to attack the whole theory of the 
rational treatment ot incipient mental disturbance he allows his facile 
pen to run away with him. 

Q 2 
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sexual organs, it was easily brought home to him that 
there was no truth in the false and pernicious litera* 
ture he had been reading, but that his spermatorrhoea was 
a not unnatural incident in a man situated as he was. 
By discussing with him and explaining lucidly the nature of 
his disturbance, his condition was rapidly improved. He 
exclaimed, “ Wny wasn't I taught this when I was a lad; 
for then J should have been spared all this trouble.” It 
was necessary for his medical attendant daily to talk to him 
and clear away his difficulties. But he relapsed again as the 
result of a quite trivial incident. Having leave out for an 
afternoon he went to the railway station to say farewell to 
his wife, who had been visiting him; she was taken ill at 
the station, and he accompanied her home; the result was 
that he was some hours late in returning to hospital, and 
was punished for it. The punishment of being confined to 
barracks is regarded by most soldiers as a purely military 
offence to which no moral stigma is attached. But in this 
man's case it produced the most profound depression and he 
talked of suicide. It was established afterwards that this 
attitude was due entirely to the exaggerated importance 
which in his condition of nervous instability he had attached 
to an early incident. It appears that when he was a child 
he was greatly upset by the fact of his father being sent to 
gaol. Because of thiB trouble the present trivial military 
offence assumed a special gravity in nis eyes. He complained 
that he was tainted by his father. The nonsense written by 
some popular writers on heredity had led him to imagine 
that his present “ criming" was due to the inheritance of his 
father'8 failing. This misconception being removed, the 
patient’s condition improved immensely. 

In such cases the full and frank discussion of disturbing 
factors such as this, and the clear exposition of the common- 
sense point of view, is immediately efficacious, and if per¬ 
sisted in regularly and conscientiously brings about a gradual 
and often rapid improvement. 

This case illustrates how the continuance of the trouble 
may be due to incidents which in themselves might appear 
to an ''outsider” to be altogether trivial and to have no 
connexion with the causation of the present illness. If full 
and patient inquiry is not made into such causes of dis¬ 
turbance, no treatment is likely to be efficacious : yet when 
discovered and explained, the patient’s relief at once 
becomes apparent. This is not mere empty theory ; but the 
common-sense point of view, of the truth of which every 
man’s experience of the causes of his own moods should 
convince him. But in a still larger proportion of cases the 
necessity for unveiling the previous history of the patient 
becomes more insistent, because certain incidents in his past 
experience are responsible, not only for the persistence of his 
trouble, but also for determining the form his illness takes. 

In many of the cases in which the shock-effects persist— 
and, of course, I am referring to those patients whose trauma 
is psychical—one important reason seems to be that the 
physiological expressions of the emotion excited at the time 
of the trauma—which expressions persist for a long time 
afterwards 12 —have served to link on to the present trouble 
other incidents in the individual’s past history which were 
associated with similar emotional effects. 

One of the chief difficulties in obtaining a general con¬ 
sensus of medical opinion in support of some definite scheme 
for dealing with these difficult problems is due to the fact 
that so many physicians refuse to admit the reality of the 
facts just stated. They claim that incidents which happened 
to a patient years ago can have no direct bearing on his 
present illness. It is inconceivable that such claims can be 
persisted in by any physician who has really investigated 
even a single one of these shock cases. The inquiry into the 
meaning of the symptoms links up the present condition with 
the past history in so definite and conclusive a manner that 
it is altogether incredible that anyone who has considered in 
detail the etiology of a case of shock could have any doubt 
whatever on the matter. 

But in considering the symptomatology of these mental 
cases it must be obvious to everyone who gives the matter 
any consideration whatsoever that the manifestation of a 
severe psychical shock must necessarily be determined in 
large measure by the nature of the mind upon which the 
injury falls. The mental equipment of each individual 

12 Mr. Pear tells me that according to a modern view of the emotions 
(that of ProCes-or Kiitpei they cannot bo imaged, but are actually 
reinstated when the experience originally connected with th*m is 
recalled in memory. Whether this be generally true or not, it is obvious 
that thinking about a past experience which has been connected with 
a vivid emotion is frequently sufficient to bring about the emotion, even 
if in a mild form ; and clearly the experiences which these soldiers recall 
in memory have frequently aroused emotions considerably more intense 
than those which occur to the average civilian. 


consists largely of his personal experience, m interpreted 
and built up by himself into a system. When a man is 
subjected to a psychical shock one "structure” which 
is damaged is this systematised complex of the incidents 
of his previous history and the feelings and emotions 
associated with them, as they have been rationalised by 
him for his own satisfaction. It is idle to pretend, there¬ 
fore, that the Btory of the patient’s past experience can be 
left out of account, for it is the mind which is damaged, and 
the manifestations of the injury will obviously depend largely 
upon the individual’s "mental make-up.” There is still a 
widespread tendency (even in works on insanity and in the 
writings of psychologists) to speak of "hallucinations,” 
"delusions,” ice., as if they were diseases in themselves. 

A patient is described as " suffering from delusions ” without | 
any attempt being made to investigate the nature and | 
genesis of these abnormal phenomena. But the formatiou of 
a delusion is an extremely complex process, usually occupy¬ 
ing some time. Its basis is frequently a misunderstanding 
or set of misunderstandings which could be cleared away if 
detected early enough. The superficiality of speaking of a 
patient as merely "suffering from delusions” is clearly 
illustrated by Dr. H. Devine’s memoir on "The Biological 
Significance of Delusions.” 13 

But what is even more disastrous is to brand certain 
patients as "suicidal,” and then to consign them to a single 
room without any real inquiry as to the meaning of this 
condition. 14 One of the reasons for this superficiality in treat¬ 
ment is the opinion (based upon a half-truth) that it makes 
the patient worse to talk about his hallucinations, and that 
one must rather try " to make him forget them.” That it 
makes him worse to talk about them is sometimes true, but 
in these cases the disturbance so produced is usually 
temporary. On the other hand, many patients feel much 
better for having unburdened themselves in this manner. 

The Relation of Correct Diagnosis to Treatment . 

To suppose that without understanding the nature of and . 
the specific reasons for the development of a hallucination 
one can "make the patient forget” his interpretation of a 
real experience, which has appealed to him day and night 
for weeks, or banish a delusion whioh is gradually becoming 
systematised and rationalised—i.e., intimately interwoven 
into the tissues of the whole of his experience—is an 
assumption which has no foundation in fact. 

The point cannot bq too much emphasised that many of 
these patients are quite sane, if conduct be regarded as the 
criterion of sanity; but they are growing afraid of the 
appearance of these abnormal phenomena, and take them for 
signs of incipient—or, more usually, perhaps of established — 
insanity. Two considerations arise from this—viz.: 1. Many 
of the troubles with which such patients are afflicted are not 
in any way indicative of insanity, though the patient thinks 
they are—e.g., the appearance of pre-sleeping hallucinations i 
to a man who had always been accustomed, before the war, 
to fall asleep without such intense mental images Telling 
a patient who is worrying about such hallucinations that 
they often occur to quite normal people, explaining to 
him the way in which they may be supposed to develop, 
and accounting for his own particular experience, may 
be sufficient to clear away most of his mental trouble. 

2. While treatment by isolation has obvious advantages in 
certain cases, in the particular group of patients which I am j 
now discussing it is often dangerous, for it affords them 
every chance to brood upon and cultivate their initially mild 
derangements. As the presence of such mental phenomena 
is often confided to the physician only after great hesitation, , 
and as such worrying experiences are common in cases of 
insomnia and other disorders, which, though troublesome, | 
do not appear to be grave, it is possible that isolation may 
have serious effects in many cases in which its net results 1 
seem to be that the patient is merely no better. : 

The Real Trauma is Psychical, not Physical. I 

The majority of cases with which this communication is 
concerned is made up of men who, after spending months in 
the firiDg line exposed to every kind of discomfort and 
anxiety which modern trench warfare imposes, and having 
their deepest emotions repeatedly stirred up by the death of 

12 Journal of Mental Science, lxil., p. 256. 

14 Further, it ia often not quite clear, when the word “suicidal” is 
used, whether it is intended to mean that the patient has contemplated 
or spoken of suicide, or has been known actually to have attempted to 
take his life. 
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comrades and the repeated reminders of their own peril, 
were struck down by “ shell concussion.” Gaupp defines 
this term as the general injury of the soldier in whose 
vicinity a shell has burst without wounding him. All 
direct bodily wounds produced by parts of a shell, or by 
objects thrown about by the explosion, are excluded from 
consideration in this connexion, although, of course, not 
infrequently the victims of “shook” are physically wounded 
also. 

It is beyond the scope of this article to discuss to what 
extent slight injuries of the nervous system, or, in fact, of 
any part of the body, may be responsible for suggesting the 
form assumed by the so-called “functional” troubles with 
which I propose to deal. There is evidence to suggest 1 
that trivial and transitory physical damage, as well as 
incidents in the individual’s personal experience that were 
associated with powerful emotions, even many years pre¬ 
viously, play the chief part in determining the form his 
present mental disturbance assumes. But in other cases the 
culminating experience at the front was of so terrible a 
nature as to be of primary importance, not only as the causal 
agent, but also as the determining factor in the production 
of a given symptom-complex. 

It would be a great mistake to imagine that in all cases 
shell explosion is the exciting cause of the trouble. A con¬ 
siderable number of the patients have not been under fire. 
Some of them have not even gone to the front. Even though 
their experiences in the army or thoughts of what might be 
in store for them in the trenches may have played a con¬ 
siderable part in starting their trouble, I do not propose to 
discuss such cases here. Nor do 1 intend to consider the 
problem of what part, if any, war experiences may have 
played in hastening the onset of general paralysis or in 
stirring up mental trouble in patients who had previously 
been inmates of asylums. 

But there is a very interesting and important class of 
patients which ought not to be omitted even in such a hasty 
survey as this. I refer to men who have stood the strain of 
trench life and hard fighting for months, or even more than 
a year, who have been wounded, “gassed.” or buried, without 
any obvious mental trouble ensuing, and who then suddenly 
break down when resting. 

A typical case is that of a non-commissioned officer 
who went through the first 11 months of the war in 
France and Flanders, was subjected to every kind of 
strain, physical, mental, and moral, which that stricken 
field provided; and in addition was wounded twice, 
“gassed” twice, and buried under a house, on all five 
occasions being treated in the field ambulance and then 
returning to the trenches. After all this experience he had 
not qualified for sick leave, but was granted five days’ 
ordinary leave to return home, apparently in a good state of 
health. After reaching the homeland, and while waiting for 
a train in the railway station, he suddenly collapsed, became 
unconscious, and for months afterwards was the subject of 
severe neurasthenia. Apparently at the front the excite¬ 
ment and his sense of responsibility, and especially the 
example he felt that he should set his men, seemed to have 
kept him right. This stimulus removed, he broke down. 
The whole of his trouble seemed to be due to the dread 
lest, on his return to the front, the added responsibilities 
which wonld fall upon his shoulders (because most of 
his own officers had been killed and there would be new 
men to replace them) might be too much for him. 
His intelligence seemed (to himself) to have become numbed 
by his experiences, and he became conscious of the un¬ 
reliability of his memory and of his inability to under¬ 
stand complex orders, or, as he put it, “ even the news¬ 
papers.” It was this that excited in him the dread lest he 
should be incompetent adequately to discharge the duties 
which would fali upon him. There was nothing of malinger¬ 
ing or shirking in his case. There was no fear of physical 
injuries or of returning to the front; on the contrary, he 
was anxious to go back. His fear lest the possibility of his 
failure would be bad for the platoon was wholly due to that 
remarkable emotion of regimental loyalty, which comes out 
so strikingly in the nervous troubles of the non-commissioned 
officer. 

This class of case demands a great deal of patient and 
sympathetic attention before the real cause is elicited, and 
then months of daily re-education to bnild up anew the 
man’s confidence in himself. 

(To be concluded.) 

13 8ee, for example. Boxer Dupouy, “ Notes Stetiatlques et Clinique# 
aar let Troubles Neuro-pnychlque# nan# l’Arm^e en Temp# de Guerre,” 
A mule# Medloo-peychologlques, October, 1915, p. 444. 
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One of the most astonishing medical facts in connexion 
with the war is that there is no sort of agreement as to 
the best method of treating septic wounds. Are we to 
nse antiseptics at all? And if so, what antiseptic? An 
impartial observer might come to the conclusion that the 
best treatment depended on the locality. In France, he 
might say, wounds do best without any antiseptic at all ; 
in England, especially in the Midlands, Dakin’s antiseptic 
is the best; whereas when we cross the Tweed there is 
nothing to compare with eusol. The fact is, of course, 
that good results are obtained by all methods (why this is 
the case I shall discuss in a subsequent paper), and that 
the skill of the surgeon is of much greater importance 
than the particular form of lotion he happens to be 
enamoured of for the moment. I think we may lay down 
the general proposition that if a wound is properly cleansed 
and properly drained at a sufficiently early period, there 
ought to be no deaths from sepsis. I am speaking exclu¬ 
sively of wonnds as I have seen them in France. But this 
does not absolve us from the duty of testing all methods 
of treatment which may be applied subsequently to this 
surgical toilet of the wound, for some may give ns quicker 
and more painless results than others, and may be easier 
of application in unskilled hands—a point of considerable 
importance under conditions such as obtain at present. 
It behoves us, therefore, to study very carefully all the 
processes which go on in a wound, and, in particular, the 
effects of the substances which we propose to apply thereto ; 
and to study them, not only in relation to their action on 
the bacteria in the wound, but also on the cells and juices 
of the body itself. The latter is a matter of great 
difficulty, and I defer its consideration for the present. 

It would appear obvious that the first essential in the 
stndy of antiseptics for this purpose would be a determina¬ 
tion of the relative (and, if possible, absolute) potencies of 
the various substances which are in use, and it is very sur¬ 
prising to find that this has not been done. Thus I find in 
a recent paper the carbolic coefficient of a certain antiseptio 
is solemnly quoted as affording evidence of its value in 
wounds 1 Applying this test, we should be led to the belief 
that perchloride of mercury would sterilise wounds or the 
secretions from them at a dilution of 1 in 15.000 or there¬ 
abouts. whereas it is actually efficacious in a dilution about 
100 times less. The carbolic acid coefficient may have a 
commercial value, but it has no other. More recent writers 
have tested the action of their antiseptic on bacteria sus¬ 
pended in serum. This is much better, but it is still not 
good enough. I know of no condition which occurs in surgical 
practice in which the problem is to sterilise blood serum. 

In the early stage of a wound it is filled with blood and 
bl^od-clot; in the lat^r it is filled with pus. Obviously, 
therefore, we should test the action of antiseptics on these 
substances. Now pus is a very undesirable substance to test 
in this way for several reasons. In the first place, there is 
no uniformity in its composition, either as regards the sub¬ 
stances in solution or as regards the number of cells. And, 
more important, the number and nature of the organisms 
vary enormously, so enormously as to deprive our results of 
any value whatever. For example, pus containing strepto¬ 
cocci only may be completely sterilised when mixed with an 
equal volume of 1 in 60 carbolic for 15 minutes, whereas if 
the spores of B. perfringens are present (as is usually the 
case) they are not necessarily killed when the pus is mixed 
with equal volumes of 1 in 20 carbolic and incubated at the 
body temperature for two days. I suggest, therefore, that 
unless we can find a method of preparing pus of standard 
composition, and containing a standard number of bacteria, 
we should abandon this method of testing antiseptics. 

Blood presents no such difficulties. It is always at hand 
and always reasonably constant in composition, and we can 
add to it what bacteria we like and in the proportions we 
like. Moreover, it is the actual substance that we have to 
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deal with if we attempt to sterilise a wound in the earlier 
stages. Blood therefore appears ideal for the purpose. 

In actual practice we have to prepare the blood so that it 
does not clot. We may use citrated blood, using the 
smallest amount of citrate possible so as to avoid excessive 
dilution, but this method fails us if we have to deal with 
antiseptics containing calcium salts, for these will bring 
about coagulation in our citrated blood. A better method, 
though one that is a little more troublesome, is to use ‘ ‘ re¬ 
constituted blood,” made by adding equal amounts of serum 
and of washed corpuscles. It is prepared as follows. 
Collect some blood from the finger in a Wright's capsule 
and allow it to clot. Collect about the same amount of 
blood, allowing it to drop into citrated saline; centri- 
f ugalise ; decant off the clear fluid; add normal saline, 
stir, and centrifugalise again; again pipette off the super¬ 
natant fluid and replace it by serum in amount equal to the 
deposit of corpuscles, and stir. This will give you a 
fluid almost identical with blood, except that it is un- 
coagulable. 

As regards the organism to be added, for general purposes 
streptococcus fcecalis (or the enterococcus) is all that can be 
desired. It is our chief enemy in wounds; it can always 
be obtained without any difficulty in pure culture ; it grows 
rapidly, so that the results of tests made in the morning can 
be read off in the evening; and, as a small but important 
practical point, it readily emulsifies, so that there are no 
masses to resist the action of the antiseptic. Of course, for 
other purposes other cultures may be used. The inventor of 
a new antiseptic might prefer to use B. coli o* B. typhosus, 
which are much more easily killed, whereas the opponents of 
all antiseptics might use the spores of B. subtilis, and find 
that it was almost impossible to kill them by any antiseptic ; 
and justify his action by showing that they were very 
common early infections of wounds. But the streptococcus 
is sufficient for all ordinary purposes. 

Next, as regards the number of these bacteria. This is 
a point of very considerable importance, and one that calls 
* for some theoretical consideration. The death of a bacterial 
cell might be considered as being due to the combination of 
a certain number of molecules of the antiseptic with the 
protoplasm of the cell; and hence it might be argued that 
the amount of antiseptic required would be proportionate to 
the number of bacteria, supposing, of course, that they are 
suspended in an inert fluid. This is incorrect, for the 
reason that all bacteria in an apparently homogeneous 
culture are not alike. Some, perhaps, have just divided, and 
have not formed a protective cell-wall; others, pace 
Weismann, are decrepit from old age; whilst still others 
are as strong and resistant as it is possible for a bacterium to 
be. Hence, if we test our antiseptics on a small amount of 
culture we shall get varying results according to the condi¬ 
tion of the microbes that we happen to take. We can 
overcome the difficulty in two ways, by using large volumes 
of the mixture to be tested or by making a relatively heavy 
inoculation of the blood we are going to use as our test fluid. 
This is the more convenient method, and in order to take 
a definite figure I have used throughout a mixture of 9 parts 
of blood and 1 part of an 18-hour culture of streptococcus, 
containing about 250,000,000 cocci per c.c. It would 
perhaps be a little more accurate to count the culture before 
use, and to add a definite number, but if the same culture 
is inoculated in the same way into the same amount of 
standard broth the results are very constant, and with the 
large implantation given small variations are not of much 
effect. This is one of the advantages of a heavy implanta¬ 
tion, such as I recommend. 

The next question concerns the time during which the 
antiseptic should be allowed to act. This brings us to a 
poirft of the greatest importance, but one, I think, that has 
hardly been adequately dealt with. All antiseptics combine 
with proteins in solution, or with cells, and hence bacteria 
lying in pus or blood are shielded from their action. This 
is recognised as the “ quenching ” action of these fluids, and 
it is well recognised that the effect is much greater with 
different antiseptics ; mercury salts, for example, are 
quenched to an enormous extent, carbolic acid relatively 
but little. But this is not the whole story. The mixtures 
of some antiseptics and blood will become an unfavourable 
culture medium for bacteria, or the compound of the anti¬ 
septic and the protein will dissociate, giving a slow but 
continuous antiseptic action, such as is desired by some 


surgeons, and referred to as a “ depdt-action.” With other 
antiseptics this is not the case, and the antiseptic is either 
completely destroyed or, at least, rendered inert by com¬ 
bination with protein. Hence if we test the former oq 
infected blood, making a mixture that is not completely 
sterilised in a certain period of time, say 15 minutes, and 
then re-test from time to time, we shall find the number of 
bacteria will steadily fall off. With the second group, on 
the other hand, there will be a transitory fall in the number 
of bacteria, after which they will grow, perhaps not so well 
as before, but under some conditions much better. Carbolic 
acid is an example of the first class, eusol of the second. 
For example, a mixture of carbolic acid and infected blood 
which is just not sterilised in a quarter of an hour will be 
completely so in one hour, whereas a mixture of eusol 
(undiluted) and infected blood in equal parts will show 
some diminution in the number of bacteria if tested after 
a quarter of an hour, whereas if it is re-tested after one 
hour abundant growth will have taken place, and it will 
be indistinguishable from the control. I know this wiU 
appear a hard saying to many, but I have no doubt as to 
its correctness ; the addition of eusol in amount insufficient 
to cause complete destruction of the microbes has no 
appreciable deleterious effect on the fluid as a culture 
medium for what remain. I advise, therefore, that the 
effect of the antiseptic shall be tested after two periods of 
exposure, and for all practicable purposes these may be 15 
minutes and 60 minutes. It might be a good plan to add a 
third, 2 hours. 

As regards the temperature of exposure there can be no 
difference of opinion. The mixture of antiseptic and 
infected blood must be incubated at the temperature of 
the body, the temperature at which they are to be used in 
practice. 

Lastly, what criterion of killing are we to adopt ? There 
is a general idea that the planting-out subsequently to the 
exposure to the antiseptic must be done in a large quantity 
of broth, so that any antiseptic may be diluted to such an 
extent that it ceases to act. I think this is a theoretical 
point only, and the method quite unnecessary in actual 
practice ; and it has the great objection that it only tells us 
whether there is or is not complete sterilisation of our test- 
fluid. If, on the other hand, we plate out on agar and count 
the colonies that grow up we can tell what dilution of anti¬ 
septic will cause partial sterilisation, and what complete; 
and, moreover, it avoids the possible fallacy that a single 
microbe which had accidentally escaped contact with the 
antiseptic, might vitiate our results. The theoretical objec¬ 
tion to this method does not take into consideration the fact 
that most—as far as I know, all—antiseptics diffuse well 
through agar, so that it is not correct to argue that when a 
mixture such as I have described is plated out the antiseptic 
continues to act on the microbes for an indefinite period; it 
diffuses rapidly away into the substance of the agar, the 
microbe remaining on the surface. As a matter of fact I 
have made parallel observations with the two methods, and 
have got in most cases absolutely identical results. 

The technique I have used is quick and easy. The 
requisites are : (1) infected blood, prepared as described 
above ; (2) the antiseptic to be tested, in suitable dilutions ; 
(3) a stock of capillary pipettes, such as are used in the 
opsonin technique ; (4) large agar-plates, deep, so as to 
allow diffusion of the antiseptic, and surface dry; (5) a 
standard platinum loop about 2 millimetres in diameter; 
and (6) some slides which, when sterilised by flaming, are 
used to prepare our mixtures on. 

The process is as follows. Fit an indiarubber teat to one 
of the pipettes, and make a grease-pencil mark on the latter 
about 2 inches from the tip. Then take one volume of 
infected blood and one volume of antiseptic and mix 
thoroughly on the sterile slide. Suck back about half into 
the pipette and seal. Take the other half into another 
pipette and seal it also. Place the two pipettes in the 
incubator, noting the time (an opsonin incubator is a great 
advantage). Repeat the process with the other dilutions of 
antiseptic, making in each case a mixture of equal parts of 
antiseptic and infected blood. At the end of a quarter of 
an hour remove the first of your dilutions, fit on an india- 
rubber teat, and cut off the tip of the pipette. Sterilise the 
end lightly in the flame, and expel the contents of the 
pipette on to a sterile slide, and mix thoroughly. Now take 
a loopful, avoiding bubbles, with the platinum loop, and spread 
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it oat over as large a surface as possible on the agar plate. 
Repeat this with the other dilutions when their 15 minutes’ 
incubation is up, and with the second series after an hour 
has elapsed. Incubate the plates; growth is complete in 
24 hours, but the results can be read off before then. 

I append some of my results :— 


Antiseptic. 

15 minutes. 

60 minutes. 

Does not 
kill- 

Kills- 

Does not 
kill- 

Kills— 

Carbolic acid. 

1 in 70 

lin 60 

lin 60 

lin 50 

Eusol. 

Undiluted. 

— 

Undiluted. 

— 

Dakin . 

,, 

— 

,, 

— 

Perchlorlde . 

1 in 100 

1 in 80 

1 in 100 

1 in 80 

Biniodide. 

lin 60 

1 in 40 

lin 60 

lin 40 

Iodine . 

lin 100 

? 

lin 100 

? 

Lyaol. 

lin 40 

lin 30 

1 in 150 

lin 120 

Malachite green ... 

lin 250 

1 in 200 

lin 250 

lin 200 


The expression “does not kill” may be taken in most 
cases as implying that it causes a diminution in the number 
of organisms, but does not effect actual sterilisation; this 
dilution, therefore, may be taken as a convenient end-point 
if various antiseptics have to be compared. For instance, 
there is a tradition that eusol and Dakin’s solution are several 
times more powerful than carbolic acid, whereas, as a matter 
of fact, it is seen when this method of testing is used that 
these substances undiluted (0-5) are about equal in effect 
to a 1 in 70 dilution of carbolic—in other words, carbolic 
acid is 70 times as strong. But this is only if they are 
tested at the end of a quarter of an hour ; if tested at the 
end of one hour the chlorine preparations appear to be quite 
inert, the surviving bacteria having grown until, unless 
special methods of plating are used, they appear as abundant 
as in the controls. To demonstrate complete killing with 
eusol it is necessary to have approximately two volumes of 
the antiseptic to one of blood. 

The killing point of iodine is not given. It is about 1 in 60, 
but at a dilution like this the blood is turned into a thick 
pasty mass, very unsuited for accurate work. Iodine is 
sometimes used in a dilution of 1 in 300 or 400 to “ sterilise ” 
wounds. Such a dilution is quite inert. 

The results with malachite green may excite surprise; 
it is by far the most powerful antiseptic that I have 
investigated. Unfortunately its action on the living cells 
is even more powerful, otherwise it would be the ideal 
antiseptic for surgical use. 

This work was carried out for the Medical Research 
Committee, to whom my best thanks are due. 

Harley-street, W. _ 
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As mentioned by Mr. Arthur S. Morley in an excellent 
paper under this heading which appeared in The Lancet of 
March 18th, I brought this subject before the profession in a 
paper published in the year 1888. 1 I was led to try this 
method as a substitute for operation by reports from certain 
American surgeons, amongst whom was Van Buren, professor 
of surgery in the Bellevue Hospital. In his work on “Diseases 
of the Rectum ” in 1881 he makes mention of the injection of 
carbolic acid, and states that Professor Andrews, of St. Louis, 
had collected some thousands of cases treated by carbolic 
acid, and his conclusions, although in a general sense favour¬ 
able, are not such as to tempt us to abandon safe and well- 
known methods without still further trial He says : “ Most 
of the cases thus operated on suffer a sharp temporary 
smarting, and a few have a terrible and prolonged agony. 
The majority, however, are cured without interrupting the 
patient’s business.” 
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In spite of this somewhat unfavourable verdict I determined 
to try this method amongst the out-patients at St. Mark’s 
Hospital. After an experience there of a hundred cases I 
came to the conclusion that with proper precautions it was 
quite safe, and except in one or two cases absolutely free 
from pain. One injection sufficed to cure some, but the 
majority required two or three spread over some months. It 
failed in one or two cases owing to prolapse of the swollen 
piles on the patient’s way home, followed by strangulation 
and sloughing. This was the result of neglect in obeying 
the instructions given—namely, to replace the piles at once 
should protrusion occur. These patients were afterwards 
admitted and underwent the usual operation of ligature by 
Salmon’s method. 

The injection treatment having proved so satisfactory, 
even amongst the out-patients of a hospital which, on 
account of the long way many had to go in returning to their 
homes and to a lack of intelligence in some, is a severe 
test; I adopted it in private, and have continued its practice 
ever since with satisfaction to my patients and without an 
accident of any kind. 

Mr. Morley uses, I see, the same injection as I do and of 
the same strength—viz., 20 per cent, of carbolic acid in 
equal parts of glycerine and water. At first I worked with 
a 10 per cent, solution, but found on increasing the strength 
that recurrences were less frequent nor was it attended with 
pain. I am in thorough accord with all Mr. Morley says 
as to the cases amenable to this treatment, the precautions 
necessary for a successful issue, also as to the wonderful 
saving of time, expense, and sometimes of pain achieved by 
its adoption, but my technique somewhat varies from his. It 
is as follows. The piles having been protruded, possibly 
with the aid of an enema, the patient is placed in the knee- 
elbow position with the buttocks opposite a good light. The 
parts are then sponged over with some antiseptic, as lysol 
and water, and the injection made through a sterilised 
needle. From 3 to 6 minims of the carbolic solution is 
injected into the centre of each pile in turn. In large 
piles I often inject 5 minims in two places. The piles are 
then smeared with vaseline or sulphate of iron ointment, and 
returned as soon as possible, for the injection always causes 
the haemorrhoids to swell, therefore the longer they remain 
outside the more difficult are they to return. I advise no 
action of the bowels for 48 hours, and should prolapse occur 
in the meantime immediate replacement is essential. 

Whilst he injects the piles in situ through an anal speculum 
I always get them prolapsed first and inject them whilst still 
protruded, returning them immediately afterwards. I am 
glad to hear that he injects all the piles at one sitting, for 
this is what I have always done. Several writers have 
advocated only injecting one pile at a sitting, but I cannot 
see any reason in this, an unnecessary loss of time it seems 
to me. 

My reasons for having the piles extruded before injecting 
them are these : 1. It is much easier and one is more certain 
of getting into the centre of each pile. 2. If the piles are 
injected through a speculum a special long syriDge, such as 
described by Mr. Morley, is necessary, whereas an ordinary 
hypodermic syringe suffices when the piles are prolapsed. 
3. Piles which cannot be protruded should be left alone. 
They are to be cured by palliative means, such as local 
applications, enemata, attention to diet, and regulation of 
the bowels, &c. 4. An assistant is almost a necessity if a 
speculum is used, and should any bleeding occur on the 
withdrawal of the needle, is indispensable. I do not suppose 
this is as likely to take place as when the piles are pro¬ 
lapsed, but it might occur, when an extra pair of hands 
would be useful. 

As I have said, a large number of cases of internal 
haemorrhoids can be cured by palliative treatment—by this 
I do not mean the use of nntgall ointment,—but when pro¬ 
trusion occurs on exertion or at stool, when bleeding is 
sufficient to cause anaemia and troubles arising therefrom, or 
when the piles protrude and require replacement, some 
operative interference is imperative. Before any operation 
is undertaken it is essential that a thorough examination 
should be made to avoid overlooking a rectal carcinoma or 
other trouble high up, an accident which even to-day is 
constantly happening in spite of repeated warnings from 
others (Mr. Morley included) as well as myself. Cases fitted 
for injection are those of uncomplicated internal haemor¬ 
rhoids which can be protruded, thjsn returned and kept 


«• Brit. Med. Jour., Oct. 13th, 1888. 
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within the Dowel. In hospital practice one finds really bat 
few cases of uncomplicated piles, for most of those admitted 
for operation have in addition one or more of the following 
lesions—viz., external tags, fissure, hypertrophied papillae, 
ulceration, and even fistula, or are of the intero-external 
variety. In a short paper 3 on this subject-, to show how 
comparatively few cases are fitted for the injection treat¬ 
ment, I instanced an afternoon’s work at St. Mark’s 
Hospital, where 1 had 11 cases of piles to operate upon. 
Of these, 10 were complicated by other lesions—viz., 4 with 
fissore, 4 with external piles, 1 with an anal ulcer, and 1 
with a thrombosed internal pile. In private, however, the 
reverse is usually the case. 

I am in accord with Sir James Goodhart and one or two 
other writers that this method of treatment deserves to be 
more generally employed than it is at present, but he 
seems to have arrived at this conclusion from a some¬ 
what unfortunate experience of the immediate and after- 
results of operation, whether by the ligature or by 
Whitehead’s method. 9 His experience of the latter 
coincides with my own. Theoretically it is splendid, 
but practically it is far inferior to either the ligature 
operation or to the clamp and cautery, so that I never advise 
this method and I am glad to see it is rapidly falling into 
disrepute. But concerning the former, after an experience 
of over 6000 operations for hemorrhoids, I may say that I 
think there is no more successful operation in the whole 
range of surgery than is “Salmon’s" ligature operation 
as practised to-day. It is equally fitted to both simple and 
complicated cases, is devoid of risk, often but little pain 
is complained of, and convalescence is usually a matter of 
three weeks. If properly performed recurrence is so rare 
that it need not be taken into account. It is quite true 
that an anal stricture may result, but if this necessitates 
an operation it is generally owing to neglect or ignorance 
on the part of the medical attendant. If a finger is passed 
between the eighth and tenth days—i.e., when the liga- 
tureS' have separated—any suspicion of on-coming contrac¬ 
tion is discovered and dilatation at once regularly resorted 
to. In such cases at all events we can promise no further 
return of piles. Although I have often had to dilate about a 
fortnight after the operation either with a bi-valved speculum 
or with metal dilators, I have never had to resort to a 
cutting operation to cure this condition. 

After the injection a few hours in bed are advisable, after 
which the patient can walk about and attend to his usual 
occupation. He has no pain and begins to get better at once. 
Often all bleeding and prolapse cease after the first injection, 
which may suffice for a cure. Latterly I have not often had 
to repeaG the injection, and when it is necessary a year 
probably elapsed and all the symptoms are ameliorated. 

The great advantages of the injection treatment are: 
(1) No confinement to bed excepting for a few hours when 
possible: (2) no anaesthetic, and therefore no post-anaesthetic 
vomiting; (3) no pain; (4) no enforced absence from 
business ; (5) no risk from the little operation itself and no 
risk of stricture or incontinence following; and (6) imme¬ 
diate and steadily increasing betterment. 

As an advocate for this method, I cannot put it stronger 
than by saying that if I were the subject of uncomplicated 
reducible internal haemorrhoids which called for operative 
interference I would select injection in preference to any 
of the recognised operations, always provided that it could 
be carried out by one who had had at least some experi¬ 
ence of its simple technique. 

Groavenor-street, W. 


* Practitioner, March, 1915. 
9 Ibid., December, 1914. 


Norfolk and Norwich Hospital.—T he report of 
this institution for the year 1915 shows that 2281 patients 
from the British Expeditionary forces were admitted to 
the wards, making a total of 3218 wounded who have received 
treatment since the commencement of the war. The death- 
rate for the year was only 0 8 per cent. In addition 295 men 
from the troops in training in the district were treated, the 
death-rate in this case being 2 per cent. The total number 
of in-patients, civilian and military, treated during the 
year was 5057, while the ont-patients numbered 5492. The 
income for the year was £29,853, and the expenditure £26,437, 
* e <o 7 Clt on the accounts thus being reduced from £4073 
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The War Dressings Supply Organisation, Edinburgh, has 
latterly dealt with sphagnum moss exclusively, while in 
many parts of the oountry the volantary organisations for 
preparing hospital requirements have added new depart¬ 
ments for dealing specially with it. Miss McCaul, the 
organiser of the admirable St. Marylebone War Hospital 
Supply DepOt at 2, Cavendish-square, London, was the first 
to take it np in England, and others have followed her 
example. In the near future the enterprise is likely to 
develop rapidly. 

In the present paper I wish to draw attention (1) to the 
relative merits and advantages of three useful methods of 
preparing the moss—namely, sterilising by steam, “ subli¬ 
mating," and compressing ; and (2) to the feasibility of 
carrying out these methods, including compression to a 
limited degree, by the use of simple appliances, and in 
premises easily obtained. These special methods begin 
after the moss has been collected, picked free of grass, leaves, 
sticks, &c., and dried. This work should, if possible, be 
carried out before it is sent to the central workrooms. 
In its natural state the moss contains a fpw non-patho¬ 
genic organisms, mostly moulds, but as other germs may 
obtain access to it sterilisation is necessary. Two methods 
have been employed :— 

1. Sterilisation by steam. —This method, whether carried out 
in a high- or a low-pressure steriliser, hardens the walls of 
the minute tubules, and inhibits, although it does not destroy, 
the absorbing power. When fluid reaches the moss—especially 
warm fluid—the tubes are again softened and absorption 
takes place, although somewhat slowly. Sterilised pads of 
sphagnum moss, even when applied dry, have proved to be 
a better absorbent dressing than cotton-wool. Testimony to 
this effect has been received from war hospitals in all parts 
of the continent and Great Britain. If snch pads are. how¬ 
ever, wrung out of an antiseptic lotion just before use the 
full power of absorption is restored, and this simple procedure 
is to be recommended. 

2. Sterilisation by corrosive sublimate. —This has been 
chosen as a suitable antiseptic material with which to charge 
the moss. It is non-volatile, relatively cheap, and very 
powerful. Moreover, the sublimating process is easily 
carried out and does not at all affect absorptive power. 
Contrary to what might have been expected, corrosive 
sublimate does not become fixed, and is readily given out 
again so as to render antiseptic any fluid which the moss 
absorbs. 

Apparatus required for sterilising by steam. —This method 
may be employed before the dressings are sent to the 
hospitals, in which case it will be better to obtain the 
use of a steam disinfector, which is a steriliser on a 
large scale; or it may be employed at the hospitals, when 
the hospital or operating theatre steriliser can be used. For 
the use of small hospitals and for army purposes near tbe 
front I have described 1 a simple portable low-pressure 
steriliser which has done good service in war hospitals at 
home and abroad. As some surgeons doubted the effec¬ 
tiveness of steam at atmospheric pressure for surgical 
dressings, I have had this steriliser re-tested recently. 
Professor James Ritchie, who kindly undertook the tests, 
found the results perfectly satisfactory. Copies of his report 
can be obtained from the makers, Messrs. J. H. Thom 
and Co., 67, Dundee-street. Edinburgh. The original maker 
has been appointed to the charge of a large factory in South 
Africa. 

Protection of dressings after sterilisation. —This can be done 
in one or other of several way a:— 

1. To enclose them in material permeable to steam but 
proof against the entrance of solid particles. This is the 
method adopted by the Edinburgh War Dressings Supply 
Organisation. Groups of moss dressings are sewn up in 
flannelette bags, which after sterilisation are not opened till 
they reach the hospital where they are to be used. The 
flannelette can be used by the nurses as lint or in many other 
ways._ . 


1 Writ. Med. Jour., Dec. 19tb ( 19l4. 
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Fig. 1. 



Drying room : the slow-combustion stove. 

2. To enclose them in boxes or wrappings of close paper or 
waterproof cloth, impermeable both to steam and to dust, 
but left open at one or two places during exposure to the 
steam. By the great penetrating power of saturated steam— 
a power quite independent of its pressure—the dressings are 
thus efficiently sterilised. The apertures in the coverings 
having been closed with due precautions, the dressings are 
afterwards quite safe. This method, with various indi¬ 
vidual modifications, has been adopted by several other 
organisations. 

Sublimating the muss .—The object is to charge the material 
with a given percentage of corrosive sublimate. 

The proportion adopted for moss is that commonly added 
to cotton-wool—namely, 0*25 per cent.; thus 100 lb. of sub¬ 
limated moss or cotton-wool would contain £ lb. of corrosive 
sublimate. Reckoning the lb. avoirdupois as 7000 grains 
this would give 17 5 grains of sublimate in every pound of 
moss. A very convenient way of obtaining these 17-5 grains 
is to use two of the tablets issued commercially for making a 
1 in 1000 sublimate lotion in 20 oz. of water. Each tablet 
contains 8*75 grains of sublimate. 

In order to determine the strength of the solution in 
which to soak the moss we must find out what will be a 
convenient quantity of fluid to leave in the moss after it 
has been wrung out of the charging solution. This will 
depend, among other things, on the efficiency of the 
squeezing apparatus. The exact quantity does not matter 
so long as the method adopted in making the calculation is 
always adhered to afterwards. When using the appliance 
described below it will be found quite easy by suitably 
adjusting the tightening screw to leave 20 oz. of water in 
every pound of moss. Thus, 16 oz. of dry moss will weigh 
36 oz. after having been soaked and wrung. A few experi¬ 
ments with water should be tried in order to find how many 
threads of the screw have to be brought into action in order 
to produce this result. When this degree of compression has 
been attained this will be the tension required afterwards. 
Any number of gallons of solution can be made by adding 
at the rate of two tablets to each imperial pint of water. 
This, a 1 in 500 solution, is a very powerful antiseptic. 

With regard to premises and apparatus, I have, after 
consultation with an architect friend, Mr. Jerdan, trans¬ 
formed an empty hay-loft with a wooden floor into a sub¬ 
limating and a drying-room, and have equipped it with 
the necessary appliances of a simple character so as to 
make sure that such a scheme is feasible at a small cost. 
The methods employed can be carried out in country districts 
with the help of a village carpenter. Modifications of 
such an arrangement could be easily made if the principles 
involved in this example are understood. 

The drying roam may be described first, since this involves 
structural alteration. We need a chamber the air of which 
can be heated to 70° or 80° F., while the air is being 
constantly renewed so that the accumulating vapour may be 
carried off. 

As the heating arrangements bear a proportion to the 
cubic space to be heated, it may sometimes be necessary, as 

my case, to run a partition across a room which is bigger 
than required. It occurred to me that a very simple form 
o* partition would serve if it were composed of two air¬ 
proof surfaces with a good layer of air, as a non-conducting 


medium, between them. This has proved quite satisfactory. 
An open frame-work of wood was erected from floor to 
ceiling at the desired distance from one end of the large 
room. The light standards employed W9re 6 inches broad 
to ensure sufficient air space. The coarse canvas known by 
builders as “scrim” was then stretched over each side of 
the frame-work and nailed to the wood, and white wall¬ 
paper was pasted over the canvas. The position of the 
doorway through the partition was chosen so as to be close 
to the spot where the stove was to stand for a reason 
explained later. 

The heating arrangements were carried out so as to 
utilise all the heat available from a slow-combustion stove 
while ensuring a constant exchange of air. At one corner 
of the room, now shut off by the partition, an open form of 
stove had been previously fixed up with a large flue running 
vertically upwards inside the room to the roof. This 
stove was removed and the flue cut off a few feet from 
the roof. (I had wanted it cut at a higher level, but the 
present arrangement—finished before I saw it—seems to 
work quite well.) 

A slow-combustion stove' 2 was placed on a paving stone 
near the door (Fig. 1) at the opposite end of the room 
from the site of previous stove, and the flue from the new 
stove, 4A inches in diameter, was carried obliquely upwards, 
suspended from the roof, until it passed inside the cue end of 
the original flue 6} inches in diameter. (Fig. 2.) The space thus 
left between the two flues serves a double purpose—viz., it 
obviates risk of fire at the roof and it causes a steady up¬ 
draught of vapour-laden air during the drying process. 

The entrance for cold air is provided in the lower panels 
of the door, where a number of inch holes bored through 
the wood are protected with adjustable shutters. The 
windows are covered over with translucent tracing cloth at 
a little distance from the glass to establish an air-space, and 
as all other apertures in the room are closed the cold fresh air 
has only a few feet to traverse before it reaches the stove. 
Having been thus heated low down at one end of the room 
it rises and circulates until it escapes near the ceiling at the 
other end. The hot flue, as it passes through the room, of 
course greatly supplements the heating action of the stove. 
The floor of the drying-room measures 14 ft. 6 in. by 12 ft. 
The partition is 10$ ft. high and 14 ft. 6 in. long, 'except 
where the door passes through it. The ceiling extends at 
the full height of the partition for 4 ft., after that it slopes 
down to a height of 6 ft. at the outside wall of the building. 

When the drying room was tested the air in the outer or 
sublimating room was about 47° F., as shown by a thermo¬ 
meter hung against an outer wall—i.e., much the same as 
the temperature of the outer air on that day. A thermo¬ 
meter hung against the partition stood at 50°. In the drying 


2 Smith and Wellstood, Eclipse No. 12. 

Fig. 2. 



Drvlng room bags hanging^on lines. 
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room a thermometer on the partition back to back with the 
one in the sublimating room registered 76°, and in a warmer, 
but not the warmest, part of the room a fourth thermo¬ 
meter stood at 79°. A series of sublimated bags were dried 
in 12 hours. Considering that sphagnum moss is very 
difficult to dry, and that the stove was not being burned at 
all fast, these results are quite satisfactory. 

Fic. 3. 



Sublimating room : the apparatus required. 

Sublimating room .—This room need not be larger than 
suffices for the convenient working of the sublimating 
appliances. It should be as near as possible to the drying 
room, if not actually next to it. The sublimating process 
involves making the solution, soaking the moss in it and 
wringing the moss partially dry again. (Figs. 3 and 4.) 

To make the solution we require a supply of the tablets of 
corrosive sublimate (to be had through a chemist); an 
enamelled or earthenware bowl and a pestle, or a piece of 
hard wood, for breaking them down quickly, a pail, and a 
pint measure for measuring out the required quantity of 
water. 

The moss must be soaked in a wooden, enamelled, or 
earthenware tub, as corrosive sublimate will attack any 
exposed metal. For the same reason the solution should not 
be allowed to pass down metal drain pipes; this restriction 
will cause no inconvenience, since the solution squeezed out 
of a given quantity of moss can be used over and over again. 
A large oak washing-tub, 26 inches in diameter and costing 
9*. or 10k., makes as good a soaking tub as one could 
wish. It should stand on a “tub-chair” or “tub-stool” 
such as is used by cottagers; they are to be had 
ready made. On the upright rail or back of the tub-chair 
the wringer is attached, and to facilitate the work of 
“ sublimating.” the following simple woodwork should be 
fitted under the wringer by a carpenter. On the tub side 
of the wringer one shelf should slope down from the rail 
towards the tub. It should have a fillet of wood on each side 
so as to make a channel which narrows from the full width 
of the rollers as it passes backwards. This channel leads the 
solution squeezed out back into the tub. On the other 
side of the rail a second shelf sloping away from the tub 
directs the moss bags as they leave the wringer into a clothes- 
basket placed below. Between the two shelves a short 
vertical partition should rise up to prevent the solution, 
carried forward by the lower roller, from reaching the front 
shelf and wetting the moss again. Its upper edge should 
be about h inch below the line of junction between the two 
rollers and about \ inch from the surface of the lower one— 
not closer. The wringer I have used is known as the 
“ Acme,” costing about 24k. It has rubber-covered rollers, 
16 inches broad. Other patterns w'ould, no doubt, serve the 
purpose equally well. 

For the purposes of a simple outfit there are several 
advantages in sublimating the moss in muslin bags rather 
than in loose form, which is only required when the moss 
is to be compressed into plates by hvdraulic pressure. A 
medium-sized bag, about 7x4 inches, will be found very 
suitable. In the bag form the moss is very easily handled 
when being soaked, wrung, and dried; it ‘is not exposed 
outside its bag after having been sublimated, and there are 
no loose fragments of moss to make a dust or catch fire 
in the drying room. In addition, by the use of the wringer 
the dried bags can be compressed to a degree which is of 
great practical use for packing purposes, although not 
so complete as that produced bv expensive hvdraulic 
machinery. 

The actual work of sublimating can be done well by 
one person, but better by two. The bags are thoroughly 


soaked in the solution for a few' minutes, then gently 
squeezed with the hands and passed through the wringer. 
Rubber gloves are necessary to protect the hands, as the 
sublimate hardens and cracks them. 

A convenient and cheap way of hanging up the damp 
dressings in the drying room is to have a series of lines or 
ordinary tape hung up in suitable places. A common 
safety-pin is inserted first through the tape and then through 
the edge or corner of a bag. This is repeated at intervals of 
6-8 inches until the line is full. (Figs. 1 and 2.) A good test 
of a bag being dry is that it crackles when gently pressed. 
Unless the bags were fixed to the line they would sag 
together at the centre, whereas for rapid drying each should 
hang clear of the other. When a bag is taken down the 
safety-pin remains to do duty for the next one. 

Compression with wringer.-— This method may be employed 
when it is important to reduce the bulk of the dressings for 
transport. The bags must be thoroughly dry in order to be 
compressed; a damp bag is elastic and springs out again. 
The rollers if damp must be dried with a clean towel. The 
maximum pressure having been produced by the tightening 
screw of the wringer each bag is passed through tw'ice, once 
in its ordinary shape, a second time when folded once upon 
itself. This makes it into a firm easily handled piece less 
than half its original bulk. 

The bags after having been sublimated and dried are 
ready for use whether in the compressed or the loose form. 
They must on no account be sterilised by steam. When 
being packed for transit they may be enclosed in either 
flannelette bags which have been separately sublimated or 
sterilised, in paper bags, preferably waterproof, or in water¬ 
proof cloth. All moss dressings being very absorbent should 
be protected from moisture, but this is specially true of 
compressed moss, which if w r et w'ould probably burst open 
the packing cases. 

Fig. 4. 



At work in the sublimating room. 

The structural alterations were carried out by Messrs. 
John Watherston and Sons, builders, Edinburgh, at a cost 
of £10, exclusive of the disused stove, which, with its iron 
tray, originally cost about £2. The “tub-chair,” costing 
about Is ., was procured for me and altered to my design by 
Mr. Mitchell, 8, Lady Lawson-street, Edinburgh. Mr. A. H. 
Baird’s photographic assistant, Mr. McConnachie, took the 
excellent flash-lamp photographs with which the paper is 
illustrated. No attempt has been made in this paper to 
describe the appliances kindly put at the disposal of the 
Edinburgh War Dressings Supply Organisation by Sir John 
Cowan at Messrs. Redpath, Brown, and Co.’s workshops at 
Albion-road, Edinburgh. The processes are exactly similar 
in principle but conducted on a much larger scale by the 
use of expensive machinery requiring steam and electricity. 
Sir John Cow'an has kindly invited anyone practically 
interested in the subject to visit the works and inspect all 
that is being done. 

Edinburgh. 
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A NOTE ON THE PRECIPITIN REACTION 
IN TUBERCULOUS FLUIDS. 

By S. ROODHOUSE GLOYNE, M.D. Leeds, D.P.H., 

PATHOLOGIST, CITY OF LONDON HOSPITAL FOR DISEASES OF 
THE CHEST, VICTORIA PARK, E. 

Since Kraus 1 first noted that precipitation took place 
when the blood sera of animals immunised against cholera 
were added to the filtrate of cholera cultures a new chapter 
of immunity has been written. Until quite recently, how¬ 
ever, precipitins have received attention chiefly from the 
standpoint of the biologist and the medical jurist (Nuttall, 2 
Graham Smith and Sanger s ). The work of Ascoli ‘ on pre¬ 
cipitins in anthrax, Isabolinsky and Patzewitsch'* in the 
typhoid-coli group, Iwicki r * in swine fever, Piras 7 in bubonic 
plague, and Faginoli H in tuberculous sputum has suggested 
to the writer that this precipitin or bacterio-precipitin 
reaction might be of some use in the diagnosis of tuberculous 
pleural fluids in which bacilli often cannot be found without 
great difficulty. 

Method. 

Various dilutions of the fluid were made in test-tubes— 
viz., 1 in 5, 1 in 10, 1 in 25, and 1 in 50. A row of small 
test-tubes (3 inches x i inch), each containing 05 c.c. of 
Koch’s old tuberculin, was placed in a rack. To the first of 
these was added 0*5 c.c. of undiluted fluid, care being 
taken to pour it down the side of the tube, as in doing the 
nitric acid test with urine (a graduated pipette is almost 
essential for this). To the second tube was added 0 5 c.c. 
of a 1 in 5 dilution of the pleural fluid, to the third a similar 
amount of 1 in 10 dilution, and so on. Controls were also 
made with (1) 0 5 c.c. saline -I-0 5 c.c. tuberculin, and 
(2) 0 5 c.c. saline 4* 0 5 c.c. undiluted pleural fluid. The 
rack of tubes was placed in the incubator for one hour and 
at the end of this time a positive result was indicated by the 
presence of a white ring at the junction of the two fluids. 
Isually this precipitation took place in all dilutions tested— 

1. e., up to 1 in 50—though occasionally it was absent in this 
last dilution. 

Results. 

Four definitely tuberculous fluids were tested (three con¬ 
tained bacilli, and the fourth, though no bacilli were found, 
was verified post mortem). Of these four fluids three gave 
positive reactions (75 per cent.). Fourteen fluids were also 
tested in which the diagnosis could not be definitely 
proved by the finding of bacilli, but in which a lymphocyte 
count, high protein content, &c., strongly suggested a 
tuberculous origin. Of these, five (36 per cent.) gave a 
positive reaction, two (14 per cent.) a doubtful, and seven 
(50 per cent.) a negative result. Four non-tuberculous fluids 
used as controls were all negative. 

Conclusions. 

It would be extremely unwise to draw any very definite 
conclusions from the few results here recorded, but it seems 
possible that the test may be of some use in cases of tuber¬ 
culous effusion where bacilli have not been found in the fluid. 
It is also probable that the results might be improved greatly 
with more careful technique and a more delicate antigen. If 
it should prove reliable, the test has at least the advantage of 
simplicity. 

Ilibliography.—l. R. Kraus: Wien. Klin. Wochcnschr., 1897, p. 736. 

2. G. H. F. Nuttall. Blood Immunity and Blood Relationship. 

1904. 3 Graham Smith and F. Sanger: Journal of Hygiene, 1903. 
4. Ascoli: Virchow’s Archiv f. Path. Anat., vol. ccxiii., 1913. 5. Maud 
I»bolinskv and B. Patzewltsch: Centralbl. f. Bakt., Abt. 1, Orlg., 
vol.lxx., 1913. 6. M. Iwicki: Ibid., vol. lxxl., 1913. 7. L. Piras, Ibid. 

8. A. Faginoli: Munch. med. Wochenachr., 1913. 

Victoria Park, E. 


Asylum Workers’ Association.— The annual 
general meeting of this association will be held at 
11, Chandcw-street, Cavendish-square, W., on Wednesday, 
May 17th. The chair will be taken at 3 p.m. by Sir John 
Jardine, Bart., M.P., president of the association. The 
annual report will be submitted, officers elected, and 
presentations will be made of medals for long and meri¬ 
torious nursing service. Matters of much importance to 
a^vlum workers will be discussed, and it is hoped that there 
*dl be a large and representative gathering of members and 
mends of the association. 


Clinical Jjtoies: 

MEDICAL, SURGICAL, OBSTETRICAL, AND 
THERAPEUTICAL. 


IMPERFORATE HYMEN IN A BABY : 

A NOTE FOR PRACTISERS OF MIDWIFERY. 

By Herbert R. Spencer, M.D., B.S. Lond., 
F.R.C.P. Lond., 

OBSTETRIC PHYSICIAN TO UNIVERSITY COLLEGE HOSPITAL, LONDON. 


For many years I have been in the habit of examining 
in the course of the puerperium the vulva of the babies I 
have delivered, with the view of detecting abnormalities, 
especially of the hymen. For want of this simple exami¬ 
nation imperforate hymen escapes notice till menstruation 
occurs, when the pain, distension, ill-health, and non- 
appearance of the menstrual discharge lead to a gynaeco¬ 
logical examination and the condition is discovered. Un¬ 
fortunately, sometimes the distension of the genital tract 
has involved the Fallopian tubes when the case is seen; 
the patient has been rendered sterile, and the risk of 
treatment is much increased. All the cases I have seen 
of this condition have recovered after evacuating the 
menstrual blood through an incision in the hymen ; but 
one patient in whom hscmatosalpinx had already formed 
and who refused to have the tubes operated on had a 
severe attack of peritonitis after the evacuation of the 
blood from the vagina and uterus. 

The object of this note is to urge practisers of midwifery 
to make a routine inspection of the vulva of female babies 
before the puerperal attendance ceases. If the hymen 
is found to be imperforate and bulged forwards by secretion, 
a snip with a pair of scissors will save the patient from a 
grave risk to her fertility, health, and even life. The point 
may be illustrated by the following case in which the 
malformation was discovered by an observant mother. 

A baby girl 11 weeks old was 
brought* to University College 
Hospital on Dec. 4th, 1915, on 
account of a swelling in the 
vulva which the mother had 
first noticed a fortnight pre¬ 
viously. On inspection the 
labia were separated by a 
cystic swelling of the size of 
a small marble which became 
a little more prominent when 
the infant cried. It was obvi¬ 
ously the imperforate hymen. 

(See illustration.) Its most 
prominent part was seized 
with mouse-tooth forceps and 
an elliptical piece was snipped 
out; about a drachm of mucus 
escaped from the vagina, and 
the hymen sank back to its 
normal position. A thin strand 
of oiled gauze was inserted into 
the hymeneal opening for a 
few days. A fortnight later the 
parts had a normal appear¬ 
ance. The mother was instructed to bring the baby to 
the clinic from time to time in order to make sure that 
the aperture did not close. 

Harley-street, W. 

A CASE OF IMPERFORATE HYMEN. 

By William Robertson, M.D.Glasg. 

The patient was a strong native, otherwise without defect, 
17 years of age, and had had menstrual molimina for three 
years. These had been severe and characterised by abdominal 
pain and pain in the back, but without the escape externally 
of any blood. Lately micturition and defaecation had been 
painful and obstructed. Everywhere the abdomen was soft 
and painless to palpation and only slightly distended. Per¬ 
cussion was normal. There was no fever or loss of appetite. 
There was perfect cessation of pain between attacks. The 
genitals were normal but for the thick, bulging membrane 
completely closing the introitus vaginae. The urethra and 



Case of imperforate hymen in a 
baby (natural size). 
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anas were more or less everted and distorted. The bulging 
septum, 3 inches long and II inches broad, was evidently 
under strong pressure, and resembled generally protruding 
membranes. Examination per rectum discovered a great 
tumour obliterating the lumen of that tube. 

After passing the catheter and drawing off several ounces 
of clear, normal urine, with a trocar and cannula the 
septum was perforated (not easily) and black tarry fluid was 
ejected a yard or two. In all about 20 ounces of this fluid 
was allowed to run off gently. The next day I withdrew 
some more. Then with a catheter in the bladder and observing 
the anus (for the parts were now much contracted) a free 
opening was made with scissors and finger in the septum, 
notching it all round. All the parts were normal but for 
the huge distension of the vagina. The operation of emptying 
this hsematocolpos produced no discomfort at all, while 
defecation and micturition became normal and discharge 
from the vagina abundant and odourless; no injection was 
used. One or two salt and citrate tabloids were left in the 
vagina. 

No doubt the menstrual flow was inhibited in amount 
owing to the pressure experienced during the three or four 
years of the obstruction. Escape of blood through the fimbriae 
had not taken place in this case. The tendency for the opening 
to close is great in these cases ; every effort must therefore 
be used to maintain the ground gained by suitable measures. 

St. Mark's, Cape Province, South Africa. 


JjJtbital Sflcifties. 


ROYAL SOCIETY OF MEDICINE. 


SECTION OF PSYCHIATRY. 

The Psychology of Humour. 

A meeting of this section was held on March 28th, Dr. 
F. W. Mott, the President, being in the chair. 

Dr. Bernard Hart read a paper entitled “The Psycho¬ 
logy of Rumour.” Rumour he defined provisionally as the 
transmission of a report through a succession of individuals, 
the product of the narratives of a series of witnesses. The 
reliability of a rumour depended on the accuracy with which 
such statements were transmitted, and ultimately upon the 
accuracy of the report furnished by the first member of the 
series, who was assumed to have seen or heard the occurrence 
itself. The report furnished by the actual witness of an 
event constituted “evidence” in the legal sense of the term, 
and it was clear that an investigation of its psychology 
must logically precede that of rumour. In former days the 
criterion of reliability was held to be the moral character 
of the witness. The question debated at that period was 
whether a witness was honest or dishonest, or whether he was 
trying to mislead with definite conscious ends in view. If 
such scrutiny resulted in the individual’s favour all his 
evidence was accepted. Nowadays, however, the reliability 
of each individual statement was separately estimated, each 
possible influencing factor being taken cognisance of, 
including the unconscious action of political and other bias. 
Extensive experimental investigations into the psychology of 
evidence had been carried out, especially by Stern and his 
school. The method adopted generally consisted of submitting 
a predetermined experience to a number of subjects who 
were subsequently required to furnish a report of their expe¬ 
rience. These reports were compared with the original expe¬ 
rience, and the various results in that way were evaluated. 
Two methods of obtaining the report were employed, the 
narrative and the interrogatory (cross-examination). These 
experimental investigations completely upset the naive views 
still held generally by the laity—namely, that evidence 
given with the best knowledge and interest was a correct 
reproduction of actuality; and, secondly, that evidence 
which was false must be due to either lying or culpable 
carelessness. Completely correct reports were not the rule 
but the exception. One investigator found in 240 reports 
only 2 per cent, of errorless narratives. The average 
reporter, when no suggestive or leading questions were 
employed, exhibited a coefficient of accuracy of only 75 per 
oent. Attestation was not found to be a guarantee of accuracy, 


for even in sworn testimony 10 per cent, of errors were found 
to be present. On increasing the time-interval between the 
event and the report it was found that though range and 
accuracy were both diminished the degree of assurance of the 
reporter showed a surprising constancy. Hence a person's 
degree of assurance and readiness to swear to the truth of 
his testimony depended on the character of the person 
rather than upon the quality of his memory. Evidence 
given by children should be accepted with the greatest 
caution, for the assurance of children was relatively high, 
while their capacity for reproducing what they had seen 
was very low. After a historical r6sum§ of the work of 
previous investigators. Dr. Hart proceeded to analyse the 
psychological factors leading to the perveision of evidence, 
dividing the processes involved into perception, conserva¬ 
tion, and reproduction, and especially dwelling upon the 
part played by “complexes" in the distortions affect¬ 
ing each of these processes. The facts of pathology 
were of great help, and a consideration of hallucina¬ 
tions, illusions, the paramnesias of alcoholics and 
paralytics, and particularly of the condition known as 
“ pseudologia phantastica," showed precisely the same 
causes at work as in the perverted evidence of the normal 
man, but, of course, in a more exaggerated degree. The 
action of phantasy was of the greatest importance both in 
pathological conditions, such as hysteiia, and in the pro¬ 
duction of certain rumours in normal men. Dr. Hart parsed 
on to consider rumour as a social phenomenon and analysed 
its relation to the psychology of the crowd. The views of 
Le Bon, Conway, and Trotter were described and criticised. 
The peculiar susceptibility of the crowd to the action of 
“herd instinct” explained the ease with which non-rational 
opinions and beliefs were embraced by it, and hence its 
increased liability to the acceptance and propagation of 
rumours. During a great war herd instinct was stimulated 
to a maximum degree, and the prevalence and vitality of 
rumour were, for the same reason as in the case of the crowd, 
also greatly enhanced. Dr. Hart concluded by enumerating 
and classifying the various types of rumours, analysing the 
factors responsible for their origin, and illustrating his con¬ 
tentions by examples drawn from recent history. 

The ensuing discussion was participated in by the 
President, Sir George Savage, Mr. J. C. FlUgel, Pro¬ 
fessor H. W. Carr, Dr. W. H. B. Stoddart, Dr. Percy 
Nunn, Dr. Ernest Jones, and Mr. J. Herbert Parsons. 

Dr. Hart briefly replied. 


iEscuLAPiAN Society.—A meeting of this 

society was held on March 17th at the Metropolitan Hospital, 
Dr. P. Hamill, the President, being in the chair.—Dr. Stansfeld 
read a paper in which he considered the following applica¬ 
tions of transfusion : 1. Immediate supply of red blood 
corpuscles in various types of anaemia. 2. Haemostatic 
action. 3 Stimulation of blood formation. 4. Influence 
upon certain toxaemic conditions, such as the toxaemias of 
pregnancy, urticarias and bullous skin eruptions, &c. These 
indications, except the first, were, he said, met by the 
administration of serum, and the serum employed need not 
necessarily or always be of human origin. But against 
animal serum, even if proved to be as efficient as human 
serum, there are the objections of serum disease and the 
rendering of the patient anaphylactic, so that subsequent 
repetition of treatment may be harmful and even dangerous. 
Serum he considered to have advantages over whole blood in 
that it can be safely kept and more easily administered, while 
the changes which occur during the processof clotting may be 
of importance, and possibly they are sometimes advantageous. 
But in the treatment of anaemias, at least, he held it most 
rational to administer whole blood intravenously. The donor 
must be carefully selected. Isohaemagglutinins and isohaemo- 
lysins should be absent from the blood of both donor and 
patient; separate tests should be carried out for each pair 
of individuals, as even blood relationship doeB not necessarily 
afford security. The method employed could be : (1) Direct, 
by anastomosis, with or without a cannula; (2) indirect: 
{a) by syringe, as used by Lindemann ; (b) by syringe and 
two-way tap; (o) with paraffin-lined receiver; (if) with 
receiver and use of an anticoagulant, such as hirudin or 
sodium citrate. Dr. Stansfeld then demonstrated his own 
apparatus, and reported the results in some of the oases 
treated, with special reference to pernicious anaemia. 
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The Positive Sciences of the Ancient Hindus. 

By Brajendranath Seal, M.A., Ph.D. London: 

Longmans, Green, and Co. 1915. 

One of the most important signs of a great awakening in 
India at present is seen in the fact that some of her best sons 
who were hitherto content to learn from oriental scholars like 
Sir William Jones, Colebrpok, Wilson, Max Muller, and 
others are now diligently searching their Sanskrit literature 
themselves, and by their original investigations are furnishing 
much material to widen the scope of comparative science and 
thought. Dr. Brajendranath Seal, an eminent student of the 
literature of the East and the West, has, in his recent 
volume, given an insight into the early scientific achievement 
of the Hindu mind. In dealing with the positive sciences of 
the Hindus the author has largely confined himself to the 
millennial period, 500 B.C.-500 A d. In the wide range of 
their intellectual activities the ancient Hindus excelled chiefly 
in philosophy, mathematics, and medicine. 

1. Philosophy.— The main bulk of the philosophical 
systems of the Hindus must have been thought out about the 
time of Buddha, if not earlier. It is wonderful that with 
such poor materials and crude instruments at their disposal 
they should have made so much progress and anticipated so 
many discoveries of the last few centuries. To give one or 
two instances. The atomic theory of Kanada, the theory of 
the propagation of sound, of ether (fik&sa) in space, the 
statement that light and heat are but different forms of the 
same substance excite our admiration even at this distant 
date. The evolution theory of Kapilla, the originator of the 
oldest philosophy in the world, is remarkable for its 
originality and its daring conception of the oneness of the 
universe and of life. The ancients said: ‘‘The original 
Energy is one and ubiquitous, and ,everything therefore 

exists in everything else. Inorganic matter, vegetable 

organisms and animal organisms are essentially and ulti¬ 
mately one so far as Mass and Energy are concerned.” 
At the present day we are struggling in our doubt as to 
whether the inorganic can ever pass into the organic world, 
or matter into life. The ancient Hindus more than 2500 
years ago believed that matter has no separate existence, but 
is only a manifestation of spirit, and that life is immanent 
in all things—thus brushing aside modern classification as 
artificial. 

2. Mathematics. —Professor Monier Williams submits that 
“to the Hindus is due the invention of algebra and 
geometry and their application to astronomy.” The 
Vaisesika theory of motion is' the nearest approach to 
Newton’s First Law of Motion. The Vyasa-Bhashya (6fth 
or sixth century a.d at latest) contains the theory of 
potentials in a nutshell—the finest example before Newton of 
the exercise of scientific imagination. Dr. Seal supports the 
claim of Bhaskara (1150 a.d.) to be regarded as the pre¬ 
cursor of Newton in the discovery of the differential calculus 
as well as its application to astronomical problems and 
computations. 

3. Medicine and Chemistry. —Susruta’s (of pre-Christian 
era) description of making caustic alkalies from the ashes of 
plants i« a proof of the high degree of perfection the Hindus 
attained in scientific pharmacy at an early age. They were 
the first nation to employ preparations of mercury internally. 
The processes of calcination and sublimation were discovered 
by them. In the preparation of mineral acids and metallic 
salts, in advancing the knowledge of chemical compounds 
and utilising them in the service of medicine, Indians like 
N4garjuna and Patanjali anticipated Paracelsus and his fol¬ 
lowers by several centuries. In chemical industries must be 
mentioned the three Indian discoveries which enabled India 
to command for so many centuries the markets of the East 
and the West: (a) the preparation of fast dyes for textile 
fabrics ; ( b) the extraction of the principle of indigotin from 
the indigo plant; ( c ) the tempering of steel in a manner 
worthy of advanced metallurgy. The materia medica of the 
Hindus is very voluminous, and many of the Indian drugs 
are found in the writings of Hippocrates, Dioscorides, 
Aetius, and Arabian works, and through them were intro¬ 
duced into European medicine. Clear references to the 
circulation of the blood, the difference between arteries and 


veins occur as early as in the writings of Charaka and 
Susruta who, however, attribute to the liver the part played 
by the lungs in the purification of blood. Susruta believed 
that the blood derived its colouring matter from the spleen. 
The Hindus were the first among the ancients to practise 
the dissection of the human body for purposes of demonstra¬ 
tion. They used various forms of surgical instruments made 
from the finest steel for which India was justly famous 
from remote times. They performed amputations, abdominal 
section, lithotomy and cranial surgery, and gave as anaes¬ 
thetics medicated wine, the inhalations of fumes of burning 
h*-mp, and a drug called sammohini (producer of uncon¬ 
sciousness). 

The more that Sanskrit works are examined by competent 
Indian scholars, the more it will be evident how thoroughly 
the Hindus cultivated medical and other sciences as early as 
500 B.C , between which period and 500 a d they seemed to 
have reached the high-water mark in their civilisation. The 
author does not claim that the present volume contains 
a complete account of the subject. But by his original 
research he has broken new ground, and has therefore made 
a valuable contribution to the study of the scientific 
achievement of the ancient Hindus. 


A Handbook of Medical Diagnosis for the Use of 
Practitioners and Students. 

By J. 0. Wilson, A.M., M.D., Emeritus Professor of the 
Practice of Medicine and Clinical Medicine in the 
Jefferson Medical College, and Physician to its Hospital. 
Fourth edition, thoroughly revised. London and Phil¬ 
adelphia : J. B. Lippincott Company. Pp. 1441. Price 25*. 
In our review of the third edition of this work 1 we 
explained the nature and scope of the book and expressed 
the favourable opinion we bad formed of it. The present 
edition has brought the subject matter fully, up to date, and 
many necessary changes have been made. The consideration 
of the electrocardiograph has been transferred to its proper 
place among instruments of precision. The normal tracings 
are explained, and some of the characteristic tracings of 
morbid conditions are shown, such a* those of extrasystoles 
and auricular fibrillation. The sec'ion of Diagnosis by the 
Rontgen Rays has been entirely rewritten by Professor W. F. 
Manges. Amongst the more important laboratory tests the 
following have been duly noted : the macroscopic agglutina¬ 
tion test in enteric fever ; the luetin test in the diagnosis 
of tertiary syphilis; the Abderhalden diagnosis of pregnancy ; 
and the complement* fixation test in the diagnosis of 
gonorrhoea. 

In the section on Diseases of the Ductless Glands the 
subject of dyspituitarism and Cushing’s arrangement of its 
clinical types have been added, and attention is called to 
the importance of the polyglandular syndrome. Amongst 
other changes we may mention that the paragraphs relating 
to the etiology of acute poliomyelitis have been rewritten in 
accordance with the results of the experimental work of 
Flexner and his associates at the Rockefeller Institute. These 
observers maintain that the causative micro-organism con¬ 
sists of filterable globoid bodies, measuring from 0 15 
to 0 3 /a in diameter, and arranged in pairs, chains, or 
masses. Inoculation into th& brain or the sciatic nerve and 
peritoneal cavity of monkeys is followed after an incubation 
period of 48 hours to several weeks by the clinical symptoms 
and pathological effects characteristic of experimental 
poliomyelitis. 

The book as a whole is essentially of a practical nature, 
it contains a vast amount of information concerning clinical 
work, and the manner in which it is arranged renders it 
especially suitable for purposes of reference. 

1 The Lancet, March 30fch, 1912, p. 877. 


Royal Victoria Hospital, Belfast.—A t the 
annual meeting in connexion with this hospital, held on 
March 31st, the President, Lady Pirrie, in the chair, it was 
reported that 3189 new intern patients were received into the 
wards during 1915, and 29,145 new extern cases were treated. 
Among the ward cases were a large number of soldiers and 
sailors from active service. The total revenue for the year 
was £18,302, against £17,522 in 1914, and the disbursements 
£20,459, against £18,168 in the previous year, the difference 
being £2291. Seven of the members of the staff are serving 
their country at the front, two (Mr. A. Fullerton ana 
Professor Sinclair) with the temporary rank of colonel 
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A MONTHLY RECORD OF ATMOSPHERIC POLLUTION. 


Committee fob the Investigation of Atmospheric Pollution : 

Summary of Reports for Month ending Oct. 31st, 1915. 


Metric tons of deposit per square kilometre during month. 


Place. 

naimau 

In 

milli¬ 

metres. 

Insoluble matter. 

Soluble matter. 

Total 

solids. 

Included in soluble matter. 


Tar. 

Carbonaceous 
other than tar. 

Ash. 

Loss on 
Ignition. 

Ash. 

Sulphate 
as (SOj). 

Chlorine 

(Cl). 

Ammonia 

<NH t ). 

England— 

Birmingham, Central 1 . 











it Aston ••• m« ... ... 

44 

008 

2-51 

6*71 

100 

, 4*20 

14*50 

200 

0*30 

007 

„ s.w. 

49 

004 

1*00 

3*06 

0*80 

' 3*50 

8*40 

170 

0*20 

0*50 

Bolton . 

58 

013 

4*05 

866 

1*65 

5*81 

20*28 

2*55 

1*17 

0*49 

Exeter . 

136 

6*03 

1-41 

1*94 

1*63 

4 "68 

9 68 

3*81 

0*82 

0*04 

Kingston-upon-Hull. 

23 

0*17 

3-83 

4*73 

4*06 

7*57 

20-36 

3*21 

1*27 

0*02 

Leicester . 

28 

0*06 

215 

2*99 

2*35 

2*79 

10*35 

137 

0*31 

0*10 

Liverpool . 

55 

0*16 

2*53 

4*33 

3*43 

3*98 

1443 

2*58 

090 

0*21 

London— 











Meteorological Office . 

53 

0*21 

1*67 

7*18 

560 

11*20 

26*00 

5*11 

200 

0*24 

Embankment Gardens. 

29 

0-55 

457 

8 60 

3*30 

8*77 

25-79 

3*48 

1*04 

0*04 

Finsbury Park. 

39 

0*15 

104 

3*65 

044 

6*87 

12*15 

1*70 

0*44 

0*03 

Ravenscourt Park. 

31 

0-07 

1*32 

3*66 

106 

4 04 

10*15 

1*76 

0-31 

007 

Southwark Park . 

27 

004 

3*28 

6*19 

DM 

394 

14*33 

1*87 

0*33 

0*07 

Wandsworth Common. 

39 

0-05 

0*61 

1*41 

055 

3*03 

5*65 

1*11 

025 

0*03 

Victoria Park. 

40 

005 

1*05 

2*52 

2*37 

9*96 

15*95 

500 

0-37 

0*10 

Golden Lane . 

55 

0-05 

2*84 

3*42 

2*42 

3*74 

12*47 

2*89 

0*51 

0*33 

Manchester— 










Anco&ts Hospital . 

27 

Oil 

560 

11*91 

2*48 

8*64 

28*74 

4*03 

1*13 

0*10 

Bowdon . 

34 

0*01 

0*48 

2*14 

0*67 

2*44 

5*74 

1*14 

0*43 

0*05 

Cheadle 2 . 

_ 

— 

— 

— 

— 

— 

— 

— 

— 

_ 

Davyhulme . 

38 

0-03 

0*98 

4*13 

1*79 

3*64 

10*57 

1*34 

0*83 

0*11 

Fallowfield 8 . 

_ 

— 

— 

— 

— 

— 

— 

— 

— 

_ 

Moss-side ... . 

38 

0T2 

1*90 

6*25 

1*44 

5*42 

15*13 

2-61 

108 

0*08 

Philips Park . 

30 

0T6 

3*42 

9*74 

1*84 

7*21 

22*27 

2*12 

1*10 

006 

Queen’s Park. 

32 

0*10 

1*92 

6*50 

1*42 

6*71 

16*65 

2*03 

1*25 

0*04 

School of Technology. 

30 

018 

4*73 

4‘75 

1*38 

5*13 

16 17 

2*16 

1*05 

0*06 

Whitefield . 

36 

0*06 

1*61 

4*95 

229 

4 80 

13 71 

1*90 

103 

0*05 

Newcastle-on-Tyne . 

41 

0*37 

8*65 

16*85 

2*23 

652 

34*62 

3*35 

0*29 

0*17 

Oldham. 

42 

0 22 

7*97 

16 24 

3*04 

5*40 

32*87 

2-82 

1*09 

0*23 

York. 

8 

0-04 

102 

1*85 

0*28 

0*56 

3*75 

0*34 

007 

0*01 

Scotland— 











Coatbridge . 

59 

009 

1*74 

3*68 

1*26 

2*18 

8*95 

1*44 

0*28 

0*14 

Greenock ... ... ... ... ... 

80 

023 

2*89 

506 

2*70 

4-34 

15*01 

2*11 

0*16 

0*19 

Leith . 

53 

0-05 

115 

347 

1*91 

3*40 

9*98 

1*38 

0*20 

0-21 


1 Results unreliable ; gauge tampered with. 8 No returns. 3 No returns. 


“Tar” Includes all matter insoluble In water but soluble in CSj. “Carbonaceous” includes all combustible matter insoluble in water and 
in CSs. “Insoluble ash” includes all earthy matter, fuel, ash, Ac. One metric ton per sq. kilometre is equivalent to: (a) Approx. 91b. per 
acre; (5) 2*56 English tons per sq. mile; (c) one gramme per sq. metre; (d) 1/1000 millimetre of rainfall. 

The public health authorities concerned in the supervision of these examinations were as follows: Dr. J. Robertson, Medical Officer of 
Health of Birmingham; Dr. J. E. Gould, Medical Officer of Health of Bolton ; Mr. H. Lloyd Parry, Town Clerk, Exeter ; Mr. A. R. Tankard, 
Public Analj-st, Kingston-upon-Hull; C. K. Millard, D.Sc , Leicester; Dr. E. W. Hope. Medical Officer of Health of Liverpool; The Director of 
The Lancet Laboratory, Meteorological Office, London; Mr. J. Ollis, Chief Officer, Public Control Department, London County Council, London; 
Dr. W. J. Howarth, Medical Officer of Health of London ; Mr. W. Osborne Thorpe, Engineer, Urban District Council, Malvern ; Mr. J. Warrington, 
Secretary, Air Pollution Advisory Board. Manchester; Dr. H. Kerr, Medical Officer of Health of Newcastle-on-Tyne; Dr. J. B. Wilkinson, Medical 
Officer of Health of Oldham; Professor W. P. Wynne, The University, Sheffield ; Dr. E. M. Smith, Medical Officer of Health of York; Mr. A. G. 
Dutch, Sanitary Inspector, Coatbridge; Mr. J. Devine, Sanitary Inspector, Greenock; Mr. Thomas Bishop, Sanitary Inspector, Leith; and Mr. 
W. W. Kelso, Sanitary Inspector, Paisley. 

The analytical work involved in these returns was undertaken respectively by J. P. Liverseege, P.I.C., Birmingham; Harry Hurst, B.Sc., 
F.I.C., Bolton ; F. Southerden, B.Sc., F.I.C., Exeter; A. R. Tankard, F.I.C., Kingston-upon-Hull; S. F. Burford, Leicester; W. H. Roberts, 
M.Sc., F.I.C., Liverpool; S. A. Vasey, F.I.C., Director, The Lancet Laboratory (London Meteorological Office collections); J. H. Coste, F.I.C. 
(Embankment Gardens, Finsbury Park, Ravenscourt Park, Southwark Park, Wandsworth Common, Victoria Park collections), London; F. L. 
Teed, D.So„ Golden-lane, London, E.C.; C. C. Duncan, F.I.C., Malvern; E. Knecht, Ph.D., M.Sc., Manchester collections; J. T. Dunn, D.Sc., 
Newcastle-on-Tyne; Samuel Urmson, Oldham; Professor W. P.Wynne, Sheffield collections; S. H. Davies, M.Sc., York; Messrs. R. R.Tatlock 
and Thomson, Coatbridge; J. W. Biggart, F.I.C., Greenock; A. Scott Dodd, B.Sc., F.I.C., Leith and Paisley. 


ATMOSPHERIC POLLUTION IN SHEFFIELD. 


We have received a copy of a report to the Health Com¬ 
mittee of the Sheffield city council on the results obtained 
by the chemical investigation of rain-water collected at 
various sites in the city area. It is signed by Professor 
W. Palmer Wynne of the University, and his notes on the 
general scheme are of interest. The returns occur with 
those from other places in the monthly reports on atmo¬ 
spheric pollution which, as they are issued, appear regularly 
in our columns. Professor Wynne points out that 
these analytical data, in so far as they bear on the 
problem of atmospheric pollution, do not furnish any clue 
to the amount of impurity in the atmosphere, except when 
rain is falling. In other words, no account of the pollution 
during rainless days is rendered by the rain gauge, and it 
cannot be assumed that the impurity in the air on a rainless 
day is going to stay there until rain comes. However, the 
results are of comparative interest in relation to the amount 


of rainfall. In many respects, and in spite of a reputation 
for a smoky atmosphere, Sheffield’s atmosphere, according to 
the report, compares not unfavourably with that of other 
great manufacturing centres. 


City of London Lying-in Hospital.— At a time 
when the infant life of the country is a specially important 
asset it is satisfactory to know that there has been prac¬ 
tically no falling off in the subscriptions to the City of 
London Lying-in Hospital, and that the donations have 
risen from £420 to £674; but we regret to learn from the 
report for 1915 that there has been a falling off in nearly all 
the other items of income. The total income amounted to 
£6609, being £153 less than in 1914. During the year 1100 
women were admitted into the hospital, and of these 1011 
were delivered, being 44 less than in the previous year, when 
the highest number delivered in any year—1055—was 
recorded. The 1011 women gave birth to 1025 children—viz., 
524 boys and 501 girls. In the out-patient department 651 
women were delivered at their own homes, as against 849 in 
1914. Nine women had twins, 15 children were stillborn, and 
110 children died. 
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The Wittenberg Camp. 

This war has produced some terrible stories, and 
some of the most terrible, after having been 
declared to be unimaginable and therefore con¬ 
cocted, have proved to be true. To this category 
belongs the unspeakable record of the crimes 
committed by the Germans upon their prisoners 
of war at Wittenberg; rumours of these crimes 
had got abroad and were declared to be false 
because incredible, but the authenticated account 
leaves the rumours behind. The account is con¬ 
tained in a report by the Government Committee 
on the Treatment by the Enemy of British Prisoners 
of War; the report is signed by Mr. Justice Younger, 
and is based upon evidence collected from prisoners 
of war repatriated from Wittenberg, and especially 
from information supplied by the following three 
officers of the Royal Army Medical Corps, Major 
Priestley, Captain Vidal, and Captain Lauder. 
The terrible episode upon which these officers gave 
their testimony was an epidemic of typhus fever, 
which broke out at the end of 1914 in the Wittenberg 
Camp for prisoners of war; whereupon the German 
staff, medical as well as military, fled from the camp, 
and from December, 1914, to August, 1915, no direct 
communication was held between the prisoners 
and their guards. All supplies for the wretched 
prisoners were for the future pushed into the 
camp over chutes, and the food for the hospital— 
and such food, and such a hospital!—was run in 
on a trolley over a rail worked by winches. No 
medical attention was provided by the staff, but 
in February, 1915, six English medical officers, 
who were prisoners, were sent to the camp to 
do the work which the German doctors, to their 
unspeakable shame, dare not do. Of these six 
medical men three died, and three have at last 
been able to tell their tale. 

The story as set out in the report is a surprising 
record of blackguardism. The Germans confined 
from 15,000 to 17,000 prisoners within wire entangle¬ 
ments upon 10 acres of ground. A large quantity 
of these prisoners were Russians and were already 
infected with typhus fever, and the infection was 
spread among the other prisoners by lice, with 
which all the prisoners swarmed, for no washing 
facilities were provided and no soap was supplied. 
Six weeks after the vile cowardice of the German 
medical staff in running away from their wretched 
charges, six prisoner medical officers were deported 
to the camp, but their strenuous efforts were sup¬ 
ported in no way by the director of the German 
camp. What it was humanly possible to do they 
did, and their efforts testify to their extraordinary 
courage, self-sacrifice, and resource. Of the six 
medical men only three survived, and we hope that 


their devoted services will not be forgotten. They 
found the improvised hospital of the camp prac¬ 
tically without appliances of any sort. There were 
no proper bedding and no mattresses; dressings, 
bandages, and stimulants were wanting; the 
absence of soap prevented either patients or 
garments or furniture from being washed. The 
German authorities received representations of 
these things with refusal to ameliorate them, and 
the inhabitants of the locality came down to the 
encampment to laugh at the coffins as they were 
removed from the enclosure. 

This horrible story will have been read by most 
of our readers, and makes it necessary that the 
medical men of other countries than Germany 
should decide into what sort of relations they 
propose to enter with the medical profession of 
Germany when this war is over. Medicine knows 
no geographical limits or racial distinctions; it is 
the most essential expression of human service 
to all human beings. But the doctors of other 
countries will not sit in friendly conclave with the 
medical representatives of a country where the 
responsibilities of human service are regarded as 
at Wittenberg. The doctors of other countries do 
not run away from disease; nor wfould it strike 
other populations that the bodies of the deserted 
dead were a good subject for jeers. The doctors of 
Germany will not for some time be welcome at 
international gatherings of medicine. 


Credulity in War Time. 

Psychologists have often pointed out the anti¬ 
thesis which exists between emotion and intellect. 
A man in a passion has to a great extent lost his 
critical faculty; he cannot form a cool judgment; 
if his situation calls for action of an important 
character he takes the advice of his friends as to 
the proper course for him to pursue. A state of 
war is one in which powerful emotions are raised 
among the people; and however much we may 
admire the enthusiasm and driving energy thus 
derived, we have also from time to time to 
deplore the failure of calm discrimination, and 
to admit the readiness to believe in every kind of 
myth that has a pleasant effect upon the feelings. A 
crowd is at all times more susceptible to_emotion 
and less endowed with critical faculties than an 
individual, and it is inevitable that a period of war, 
which knits a nation together, should also be a 
period of credulity. In another column will be 
found a communication on the psychology of 
rumour made by Dr. Bernard Hart to the Section 
of Psychiatry of the Royal Society of Medicine. 
Dr. Hart shows that in war-time the prevalence 
and vitality of rumours are greatly enhanced. 
At the beginning of the war this truth manifested 
itself with surprising intensity—the passage of 
a Russian army through England and the appear¬ 
ance of the angels at Mons, are only flagrant 
examples of beliefs entertained by large numbers 
of people, not only without a scrap of reliable 
evidence in their favour, but in direct opposition 
to all that calm thought would have suggested. 
I And as war goes on the willingness to swallow 
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impossible narratives and to pat faith in absurd 
theories does not abate, while it is possible that 
real mischief may be done if the tendency increases. 

A long article appeared recently in the Daily 
Chronicle , entitled “ Supernatural Communications 
in War Time,” written by M. Maurice Maeterlinck, 
in which that eminent and charming writer set 
forth the doctrine that it is possible for civilians at 
home to get into touch with their friends and 
relations fighting abroad, by some means of 
spiritual clairvoyance. It is, we think, singularly 
unfortunate that a doctrine so much calculated to 
raise false hopes and to culminate in disappoint¬ 
ment and unhappiness should be published with an 
air of authority by a newspaper of very wide 
circulation, whose deservedly high reputation only 
serves to reinforce the error among uninformed 
minds. M. Maeterlinck starts out with a statement 
that is simply untrue, and, indeed, he does not seem 
to believe his own words. He says that the existence 
of the faculty of clairvoyance “ is no longer seriously 
denied by anyone who has given some little attention 
to metaphysics; and it is easily verified by those 
who will take the necessary trouble.” Yet he points 
out that the medium finds it easier to relate the 
past than to foretell the future. Efforts in the 
latter direction appear to have failed. “ Errors 
are almost the rule.” “ There is scarcely any 
accuracy of vision.” When mediums attempt to 
predict a general event such as the result of a 
war, an epidemic, or an earthquake “they almost 
invariably deceive themselves and us.” More¬ 
over, even about the present their statements 
are not found by M. Maeterlinck to be accu¬ 
rate. A medium may say that she sees the 
subject of inquiry “ailing slightly, lying in 
a deck chair in a garden of such and such 
a kind, surrounded by certain flowers and 
petting a dog of a certain size and breed. On 
inquiring you will And that all these details are 
strictly correot, with this exception, that at that 
precise moment this person, who ordinarily spends 
his time in the garden, was inside his house or 
calling on a neighbour.” Yet instead of writing 
down this medium as a fraud, M. Maeterlinck 
thinks it worth while to suggest that the scene 
has occurred at some previous part of the 
individual’s life. Of course it has; we must 
nearly all have found ourselves taking part in 
the identical scene at some time of our lives. 
Such an episode should not be presented to 
the public aB evidence of the spiritual prowess of 
the medium, even if M. Maeterlinck does not 
consider the medium to be condemned by the 
circumstance that the subject was in point of 
fact altogether differently engaged from the way 
in which clairvoyance alleged. M. Maeterlinck 
tells us how the medium can give information 
about a British prisoner in Germany, can describe 
the fortress or huts in which he is interned, 
and the appearance of the camp; can do much, in 
fact, except give the name of the place. Yet 
this, unfortunately, is the one point that 
can be immediately tested. The medium tells 
us with the most marvellous precision all 
about the things which we cannot verify; she is 
totally nonplussed by one item, the one which 


would furnish us with testimony of her veracity. 
M. Maeterlinck does not seem to see that she thus 
becomes unworthy of any notice. He offers one 
instance of successful clairvoyance of many that 
he could enumerate if the Daily Chronicle were 
the place to become communicative, the uncivil 
implication being that his readers could not appre¬ 
ciate the evidence if it was offered. Belief in 
fetishism he takes as the level of their intelligence, 
for one of M. Maeterlinck’s most competent 
mediums can tell all about a person from inspecting 
an object which has been handled or touched by 
that person. The object, he presumes, absorbs 
like a sponge a portion of the spirit of the 
person who touched it, and remains in constant 
communication with him. This leads us straight 
back to the fetishism of primitive peoples. 
The uneducated cannot distinguish between a 
thing and its properties: they think that a part 
of a man's personality passes into his possessions. 
We have heard of the African native who would not 
walk by a river lest a crocodile should seize his 
shadow on the waters. We have heard of the 
Chinook who would not tell his name lest it should 
be stolen. It is very common to And objections in 
native tribes to being photographed, on the ground 
that the photographer henceforward possesses some 
part of the personality of the sitter. Such hopeless 
mental confusion is natural to the savage. But the 
British public can hardly have sunk to so gross a 
form of superstition. 

Finally, M. Maeterlinck, admitting that all 
which he has written sounds incredible, says 
that it is hardly more so than radio-activity or 
the Hertzian waves and other scientific phenomena. 
Such an argument might be made to justify any 
absurd folly; for is it not the case that the 
wonders of nature far exceed those that the 
most imaginative human mind can invent? Our 
spiritualists, by using this analogy, merely disclose 
the barrenness of their own minds, their ignorance 
of the infinite beauties and marvels of nature. 
If their minds really need mysteries and wonders let 
them study science. How ignorant of natural pheno¬ 
mena they must be who set up for our admiration 
the crude imaginings of their unwholesome minds. 
And the particular form of credulity which M. 
Maeterlinck, a really great litterateur, has elected 
to advocate has a larger significance and a larger 
importance than that of merely misleading unfor¬ 
tunate persons as to the fate of their relatives 
fighting abroad. It is typical of that dangerous 
mental softness that will not face a fact, and insists 
upon entertaining not the beliefs that are true but 
the beliefs that are agreeable. To live in a fool’s 
paradise is fatal, especially when we are at war. To 
know and recognise the truth, whatever it may be, 
is the essential attribute of a virile mind : to seek 
the truth is the highest task of the philosopher. 
How is it that a great and popular newspaper can 
lend its authority to M. Maeterlinck’s rubbish ? It 
almost seems as though it were easier to obtain 
prominence in our daily newspapers for the 
lucubrations of charlatanry than for true and useful 
scientific doctrines. The misfortunes of Europe 
have brought us back once more to medieval 
conditions in the realm of action. Let them not 
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drag ns also into the barbarities of medieval 
thought. At this juncture in our history we have 
not only to act but to think like men. For there 
can be little doubt that in the last analysis our 
existence as a powerful and independent empire 
depends upon our readiness to accept scientific 
ways of thinking, to recognise and admit truth 
on all occasions, and to harden our minds by that 
intellectual discipline which is no less essential 
to our welfare than is physical discipline to the 
soldier. 


^nitfltalions. 

“Ne quid nimls.” 


ACUTE POLIOMYELITIS. 

In another column we publish an abstract of the 
Lumleian lectures on acute poliomyelitis delivered 
before the Royal College of Physicians of London 
by Dr. Frederick E. Batten. The first lecture was 
devoted to the epidemiology and pathology of the 
disease, the second to the experimental researches 
which had been carried out, and the third to the 
clinical consideration of the subject. The lecturer’s 
idea throughout was not to introduce new theories, 
but to discuss in a way that would be valuable, 
both by clearness and inclusiveness, a condition 
which is obscure in many of its manifestations 
and which has proved particularly dangerous on 
occasion to our troops. The clinical features were 
particularly well described. Dr. Batten adopted the 
grouping suggested by Wickman, which is based on 
an anatomical distribution—viz., (1) the spinal form; 
12) the bulbar,pontine, and mid-brain form; (3) the 
cerebral form; (4) the cerebellar form; (5) the 
neuritic form; (6) the meningitic form; (7) the 
abortive form. This classification indicates the 
variety of symptoms which may occur. In the 
lectures attention was drawn to the phenomena 
which present themselves when different muscles 
are involved. -One variety consists in the paralysis 
of the neck muscles without affection of the 
bulb or shoulder muscles. Dr. Batten pointed out 
that weakness of the neck muscles makes it impossible 
for the patient to walk, owing to the power of balanc¬ 
ing beinglost. The meningitic form isoneof the most 
interesting groups, and the meningitis is indicated 
by the presence of lymphocytic cells in the cerebro¬ 
spinal fluid, but the symptoms frequently lead to 
errors in diagnosis. The remarks on treatment are 
well worthy of attention. Rest was particularly 
insisted on as the most important factor. The 
principles by which physiological rest can be 
secured to the muscles were considered, and Dr. 
Batten emphasised the importance of placing the 
paralysed muscles into the “ zero position.” This 
<an be carried out by placing the paralysed limb or 
limbs in celluloid splints, accurately fitted to the 
limb. These splints were first introduced into this 
country by Mr. H. J. Gauvain. They are light 
but firm, and their efficacy in giving support to 
diseased joints is familiar to those who have seen 
them in use at Sir William Treloar’s Cripples’ 
Home at Alton. In poliomyelitis, whilst keeping 
the paralysed muscles in a normal zero position, 
other muscles which may have been more or less 
affected must be re-educated to resume their 
normal function. If this treatment is adopted at 
an early stage of the disease, not only will recovery 


be facilitated, but deformities will in a great 
measure be prevented. These lectures should 
spread the knowledge of acute poliomyelitis in a 
valuable way. ___ 


THE DIAGNOSIS BETWEEN POWDER EMBEDDED 
IN THE SKIN AND LEAD PARTICLES. 

The present trench warfare has been attended 
with a great many wounds due to the debris of 
projectiles of high velocity which are broken up on 
striking the parapets. When a bullet strikes a 
hard stone the greater part of the force is converted 
into heat, the lead is fused and, with the debris of 
the sheath, is projected in fine droplets, which the 
resistance of the air makes smaller and smaller. 
At a meeting of the Academie de Medecine of Paris 
M. Ducellier, radiologist of the Saint-Roch Hospital, 
Nice, has called attention to the importance of the 
resulting injuries. The particles are so small that 
their power of penetration is slight, and they are 
easily arrested by the clothes. Hence the wounds 
are mostly on the face or hands. They usually 
take the form of several small wounds surrounded 
by a bluish more or less circular zone according to 
the greater or lesser obliquity of the skin to the 
line of flight. The discolouration is due to pene¬ 
tration of the skin by small particles of lead, and 
these may be mistaken for powder granules. The 
diagnosis is important, because if the wound is in the 
hand the question may arise whether the soldier has 
injured himself voluntarily—a serious offence. The 
circumstances of the wounding will usually enable 
a correct conclusion to be drawn, but for absolute 
certainty it is necessary to demonstrate the nature 
of the particles embedded in the skin. If they are 
powder, a firearm has been discharged at close 
quarters; if lead, all possibility of voluntary mutila¬ 
tion is excluded. Removal of a piece of skin and 
chemical tests would settle the question, but this 
method may not be available at the front. The 
X rays, which are always at hand, thanks to the 
motor-cars equipped with the apparatus, will at 
once solve the problem. When the discolouration 
is due to powder the plate shows normal trans¬ 
parency of the tissues, but when the spots are 
clearly visible they are due to particles of the pro¬ 
jectile. But it is necessary to take a plate and 
not trust to radioscopy. The screen has not the 
sensitiveness of the plate, and fails to show metallic 
particles of some size. 


COMPULSORY TREATMENT OF VENEREAL 
DISEASE. 

In the Majority Report of the Swedish Royal 
Commission on Venereal Disease a scheme has 
been outlined with the object of rendering treat¬ 
ment of venereal disease compulsory under certain 
conditions. In this scheme these four main 
principles have been kept in view: 1. It must 
secure the sanitary objects aimed at, it must not 
give the public a false sense of security against the 
dangers of immorality, and it must not frighten 
patients from seeking medical treatment voluntarily. 
2. It must give satisfaction morally. Thus, it must 
not weaken the defences against immorality or in¬ 
terfere with the development of public morals in the 
right direction. 3. It must not discriminate between 
the various classes of society, the greatest possible 
equality of treatment for the two sexes must be 
secured, and opportunities for arbitrary action by its 
administration must be reduced to a minimum. 4. It 
must not curtail personal liberty unnecessarily 
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it must not give an opening to spies and black- I 
mailers, and it must not entail great adminis¬ 
trative machinery or expense. On the basis of 
these principles measures have been proposed 
giving the sanitary authorities powers to make 
treatment compulsory for patients notified by 
medical men as being a source of infection, for 
persons convicted under the Vagrancy law of pro¬ 
fessional immorality, and for persons accused of 
certain crimes and suspected of being infected 
with venereal disease. Under the present system 
of regulation in Sweden it is impossible to take 
summary measures except in the case of the pro¬ 
fessional prostitute. According to the Commission’s 
scheme, not only would the “ whole-time ” prosti¬ 
tute be subject to compulsory treatment, but this 
could also be prescribed for the occasional prosti¬ 
tute and other women infected with venereal 
disease, as well as for men known to be sources 
of infection. It is also pointed out in this Majority 
Report that under the present system the syphi¬ 
litic “ whole-time ” prostitute is kept in hos¬ 
pital for treatment only as long as there are 
infectious manifestations of the disease. According 
to the Commission’s scheme, such a patient would 
be kept under observation as long as the 
disease was infectious, whether there were any 
demonstrable symptoms or not. In a Minority 
Report, signed by Professor Johansson and Hrr. 
Westerberg, compulsory measures against infec¬ 
tious venereal disease are described as superfluous 
and unjuBt. The signatories say that the majority’s 
proposals entail notification of venereal disease 
and tracking down sources of infection, steps 
which they consider harmful as well as ineffective. 
In defence of this opinion they point out that at 
present many infectious patients seek medical aid 
voluntarily, whereas compulsory treatment would 
prejudice hospitals and doctors with this class Of 
patient, who would shun them. Further, it is 
urged, the Commission’s scheme is involved, and 
open to the abuses of circumlocution, mistakes of 
identity, and false notification. In the campaign 
against venereal disease compulsory measures 
should be directed rather against institutions such 
as brothels, which are perfect hot-beds of infec¬ 
tion, than against the individual. Thus, it is 
evident that, as with so many other proposals by the 
Swedish Royal Commission on Venereal Disease, 1 
this particular scheme is regarded with disfavour 
in certain quarters. _ 

THE VALUE OF SCIENTIFIC DENTISTRY. 

Dr. F. J. Waldo, coroner for the City of London 
and the Borough of Southwark, embodies a variety 
of matter in his annual report of inquests held by 
him during the past year, and his remarks on the 
value of scientific dentistry are very timely. The 
connexion between dentistry and inquests is not at 
first apparent, but a coroner holds inquiries upon 
occasions when evidence pointing to starvation gives 
reason to suspect an u unnatural ” death, and Dr. 
Waldo refers in his report to examples of deaths due 
to lack of teeth or to the presence of septic stumps 
only—of death, that is to say, which might have 
been averted by the dentist’s care and by the supply 
of artificial teeth. He relates also that a report of 
an inquest upon a case of this class, held by him, 
was read with a most gratifying result by Mr. 
Edwin Tate, who by a gift of £5000 thereupon 
inaugurated a fund to be administered at St. 


Bartholomew’s Hospital for the provision of artifi¬ 
cial teeth for necessitous and deserving out-patients. 
We congratulate Mr. Tate upon his generosity and the 
corooer upon having prompted him to set an example 
which we hope may be followed by others. Well- 
to-do persons, who so easily procure for themselves 
artificial teeth when those fail with which nature 
endowed them, do not realise that for their poorer 
neighbours inability to masticate their food implies 
not merely discomfort, but loss of health, and even 
in extreme cases of life itself. No doubt other 
hospitals would gladly profit by similar gifts to that 
which St. Bartholomew’s Hospital has received. 
Although artificial teeth may be too expensive gifts 
for hospitals to provide for their patients out of 
their ordinary funds, a sum of not many hundred 
pounds per annum, earmarked for that purpose by 
their givers, would supply a substantial number 
of sets to patients for whom it is too late to recom¬ 
mend conservative measures in dentistry. 


THE CONSERVATION OF INFANT LIFE IN 
SCOTLAND. 

The infantile death-rate in Scotland is about the 
same now as it was 60 years ago. This matter of 
serious national importance receives attention in a 
report by Mr. D. W. Kemp to the Convention of 
the Royal Burghs of Scotland, 1 which ancient and 
honourable body represents two-thirds of the popu¬ 
lation. A chart, prepared by Dr. James C. Dunlop, 
shows a curve of the infant mortality in Scotland 
for the period 1855-1915. In the report is empha¬ 
sised this most unsatisfactory and disappointing 
state of affairs, especially considering the large 
sums of money spent in public health, in dealing 
with Blums and housing, the improved food 
and milk supplies, as well as the advances in 
medical and obstetrical science. Mr. Kemp adds : 
“ But for the numerous voluntary agencies working 
for the welfare of infancy during the last decade, 
the death-rate would probably have been much 
higher.” In the report are reproduced from 
The Lancet 2 a leading article and a letter con¬ 
cerning the preservation of infant life. Our corre¬ 
spondent’s idea, it will be remembered, was to 
enlist the active sympathies of the public, the 
personal interest in a particular baby being stimu¬ 
lated by monthly bulletins or otherwise. We trust 
that Mr. Kemp’s report, which is to be circulated 
all over Scotland, will accelerate the efforts being 
made to reduce the deaths of infants and to promote 
child and maternity welfare. 


POISONING BY DAFFODIL BULBS. 

At a recent meeting of the Pharmaceutical 
Society in Edinburgh a paper was read by Mr. 
W. G. McNab in which he described the uncom¬ 
fortable consequences of the error of a cook who, 
it would seem, was sadly ignorant of the botany 
of the kitchen garden. Briefly, the cook, in con¬ 
cocting a 8<>upe & Voiqnon , had mistaken the bulbs 
of the daffodil for those of the onion, and neither the 
appearance of the bulbs nor her tearless eyes while 
preparing them for the pot told her that anything 
was wrong. The soup was served, and every 
member of the family, cook as well, experienced 
symptoms of nausea followed by violent vomiting 

1 Third Report on Infant Mortality in Scotland, and the Executive 
Meetings of the National Association for the Prevention of I* 1 **"; 
Mortality and the Welfare of Infancy, by D W. Kemp (Assessor to 
Dornoch), Representative of the Royal Burghs Convention to tnc 
National Association. 

1 Thx Laxckt, Jan. 29th, 1916. 


1 Thk Lahcet, March 18th, 1916, p. 629. 
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and diarrhoea. Thereafter on three consecutive 
occasions when the family had soap for dinner 
the same thing occurred. . It was not until an 
investigation revealed the facts that the box in 
which the domestic onions were stored had long 
been empty and that the cook had been drawing her 
supplies from an adjacent box containing garden 
bulbs that the cause of the trouble was discovered. 
Judging from like experiences related in the course 
of the discussion which followed the reading of 
the paper, similar mistakes are not uncommon, 
and it might therefore be wise if medical practi¬ 
tioners called in to diagnose obscure cases of family 
sickness would cross-examine the cook. Daffodil 
bulbs contain an alkaloid the action of which, 
according to authorities, varies as to whether the 
alkaloid is extracted from the flowering bulb or 
from the bulb after flowering. Thus in the former 
case the alkaloid produces dryness of the mouth, 
checks cutaneous secretion, dilates the pupil of the 
eye, quickens the pulse, and slows and weakens 
the heart contractions. On the other hand, the 
alkaloid from the bulbs after flowering produces 
copious salivation, increases cutaneous secretion, 
contracts the pupil of the eye, produces slight 
relaxation of the pulse, and slight faintness and 
nausea. Apparently there is no record of a case of 
fatal poisoning from daffodil bulbs. 


INFANTILE SYPHILIS: AN ANALYSIS OF 100 
CASES. 

Dr. B. S. Veeder and Dr. P. C. Jeans bring out some 
instructive points in relation to infantile syphilis 
in a paper in the American Journal of Diseases 
of Children for March. Of congenital syphilis 
they recognise four types: foetal syphilis includes 
the majority of abortions and premature births 
doe to syphilis ; infantile syphilis includes cases in 
which the child is born apparently healthy but 
develops signs of syphilis within a year; late or 
tardy syphilis embraces those in which signs of 
syphilis develop after infancy; and in the latent 
type are grouped those children, apparently healthy, 
but in whom the Wassermann reaction is positive. 
It is with the second group only that this paper 
deals. These infants are taken to the medical prac¬ 
titioner because of either coryza or rash in the large 
majority of cases, occasionally for epiphysitis. Bash 
was present in 77 per cent., rhinitis in 74 per cent.; 
the two are not always associated. Epiphysitis 
occurred in 14 cases. The spleen was enlarged in 
82, and it is stated that, where this is the case in a 
child under 6 months old, in absence of any exuda¬ 
tive diathesis, syphilis is probable. In 60 the 
weight was below normal, but in 10 it was above. 
The Wassermann reaction was positive in 92’6 per 
cent. In 81-85 per cent, the symptoms began in 
the first two months. As regards prognosis, this is 
had. There is a mortality of 40 per cent, in spite 
of all treatment. All the deaths occur in the first 
six months of life. It is significant that treatment 
appears to have no effect, though neosalvarsan 
given intravenously (a proceeding which seems to 
he well borne) into the external jugular vein 
causes rapid disappearance of the rhinitis. Nutrition 
has the greatest influence upon the chances of 
survival. This is strikingly brought out by 
a comparison of infants breast-fed and those 
artificially fed. Of 42 infants who were breast-fed 
a period longer than three months only 3 
died (7T per cent.), whereas of 17 breast-fed only 
for a month 9 died (52*9 per cent.). 


A DIETETIC VIEW OF THE TAX ON AERATED 
WATERS. 

Water in its aerated form is clearly a luxury, 
and the addition of carbonic acid gas to water 
justifies a tax according to this view. The tax will 
diminish the consumption of all aerated beverages, 
and a return to the use of plain water will ensue. 
For the whole community, teetotal or otherwise, a 
beverage that is not carbonated, and which is there¬ 
fore not taxed, will be cheaper. But the physio¬ 
logical action of a water briskly effervescing with 
carbonic acid gas is different from that of a plain 
water or of a water which is not effervescent, and 
a general return to plain water therefore raises 
some dietetic questions. Apart from msthetic con¬ 
siderations, questions, for example, of its acid 
attractiveness, carbonated water exerts, according 
to some observers, a specific effect in the stomach. 
Aerated beverages in most cases promote the 
chemical processes of digestion by causing an 
earlier and more abundant secretion of gastric 
juice, while the carbonic acid gas may also act 
as a stimulant to the movements of the stomach, 
and thus aid the mechanical process of digestion. 
Possibly the effervescent action of the carbonated 
water causes a circulation or distribution of the 
food particles. In England the introduction of 
cheap soda-water was largely responsible for 
making whiBky a popular alcoholic beverage, 
and incidentally the public were unconsciously 
basing their preference of aerated water to still 
water on the agreeable effects on digestion which 
in so many cases an aerated beverage produces. 
It is well known, moreover, that an effervescing 
alcoholic beverage is a more rapidly diffusible 
stimulant than a still fluid. It is important, how¬ 
ever, to remember that the duty on table water is 
designed to apply not to the manufacture of these 
waters but to their sale, which means that the 
tax is charged separately on the quantity contained 
in a separate bottle, the term “ bottle” including 
,any reservoir. Premises for manufacture will 
require to be licensed under a fee. For domestic 
purposes, however, the manufacture of soda- 
water as in a seltzogene or similar vessel, with 
which most of us are familiar, will be neither 
taxed nor is it intended that a licence charge be 
imposed. The definition for “ table waters ” makes 
this clear, for they are described as “any aerated 
waters and any beverages sold or kept for sale in 
bottles other than (a) any liquor for retail sale of 
which an Excise licence is required; and ( b) syrups 
or other liquors intended to be consumed in a 
diluted form.” _ 


THE ARMY MEDICAL CIVILIAN RESERVE. 

Mr. Bickard W. Lloyd has brought to our atten¬ 
tion a letter written by the late Mr. C. B. Keetley 
11 years ago which is of considerable topical 
interest at the present moment. The letter was 
addressed to a certain number of medical men 
entirely upon Mr. Keetley’s own responsibility, but 
he had assured himself that the Director-General 
of the Army Medical Staff (then, as now, Sir Alfred 
Keogh) would view with the greatest approval the 
formation of a Voluntary Medical Beserve. Mr. 
Keetley’s straightforward letter is characteristic of 
the man. 

The Director-General of the Royal Army Medical Corps 
has pointed out that, in the case of a great war, be would be 
the only member of that Corps left in the kingdom. There 
would be no trained Medical Reserve. There would be the 
Volunteer medical officers, but they would have their own 
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duties. Lord Roberts B&id on Saturday, speaking of the 
army in general: “ There is a great deal more necessary, and 
that is that, in addition to the army and reserve forces, 
there should be a great potential reserve of the whole 
nation.” The Director-General is most anxious to see a 
great potential reserve of the medical men of the nation. 
It seems to me that this could be furnished without any 
great sacrifice on anyone's part. Medical men possess 
medical knowledge to begin with. They have not to learn 
to shoot. From a soldiering point of view, therefore, a 
doctor is comparable to a gamekeeper, or, better still, to 
a Volunteer who has made rifle-shooting his hobby. All 
the medical man needs is instruction in the official and 
routine duties of a medical officer in charge of a hospital 
or of a body of troops. I am assured by the highest 
authorities that this could be given in a dozen lessons or 
less. No drill is required. I think that in the case of a 
large number of medical men who are not officers of 
Volunteers, that it would not ask too much of their 
patriotism for them to be willing to receive thesa lessons. 
All medical men who thus qualified themselves could be 
organised into a corps with strictly local subdivisions. In 
the case of a great war no member of this corps should be 
expected to do army medical duties at any great distance from 
his own locality , or without proper payment. No expense 

in uniform would be required. Among the thousands 

of members of such a reserve medical corps there would 
be, when war broke out, some hundreds who would be 
both qualified and willing to serve abroad—in fact, to act as 
a reserve to the Royal Army Medical Corps abroad. Without 
the organisation I have indicated, and without the lessons in 
time of peace, these hundreds might be willing, but they 
would be very imperfectly qualified. 

PS.—I am writing this entirely on my own responsibility, 
but not without first assuring myself by consultation with 
the highest army medical authorities that the scheme would 
be received with favour. The enthusiasm and energy of the 
present Director-General of the Royal Army Medical Corps 
are well known, and his intense desire to establish a proper 
reserve. In fact, his views with regard to the Royal Army 
Medical Corps are precisely those of Lord Roberts with regard 
to the army in general. I am sure you will agree with me 
that the country is fortunate in possessing such men at this 
juncture, and that it is our duty as individuals to second 
their efforts. 

Mr. Herbert Chambers, writing from Goldhawk-ro&d, 
Hammersmith, tells us that Mr. Keetley’s letter 
resulted in 40 men in the Hammersmith district of 
London interesting themselves in the movement, 
who at the termination of the course had mostly 
obtained a rough idea of regimental officers’ duties. 
“ The Territorial scheme,” he adds, “ was shortly 
after introduced and completely smothered indi¬ 
vidual effort.” _ 


THE INFLUENCE OF COLD UPON THE 
TRICHINOUS LARV/E. 

Previous to the research conducted by Mr. B. H. 
Ransom, the author of a pamphlet dealing with this 
subject, 1 it had been generally accepted that the 
larvae of trichinella spiralis were very resistant to 
cold. Extended investigation was made into the 
matter. Quantities of trichinous meat varying 
in weight from a few grammes to nearly 400 lb. 
were frozen and kept for periods varying from 
a few minutes to 57 days at various tem¬ 
peratures below the freezing point of water. 
The meat on removal from the freezer was gener¬ 
ally allowed to thaw slowly at ordinary house 
temperatures. Frozen meat after thawing was 
artificially digested and examined microscopically 
on a warm stage and the number of inactive and 
active trichinae were recorded. Trichinous meat from 
the same carcass as the frozen meat was used for 
controlling the effects of the process of digestion. 
Another portion of frozen meat, after thawing, was 
fed to test animals, in most cases white or hooded 
rats. Unfrozen meat from the same carcass was fed 
to control test animals. The test animals as they 

i Effects of Refrigeration upon Larva* of Trichinella Spiralis, by 
B. H. Ransom, Chief of the Zoological Division, Bureau of Animal 
Industry, Journal of Agricultural Research, Department of Agriculture, 
Washington, U.S.A. 


died, or after about a month if they lived so long, 
were examined for trichinae. About 30,000 trichinae 
were examined from artificially digested frozen and 
unfrozen meat, and over 500 test animals and control 
animals were fed and examined. A considerable 
portion of the trichina in meat exposed to a 
temperature of about 15° F. for periods of 23 day* 
or less survive and are quite lively after thawing, 
but such meat frequently fails to infect test 
animals. Some of the trichina in meat exposed to 
a temperature of about 10° for periods of 57 days or 
less generally survive. A temperature of 10° is 
more injurious to trichina than a temperature of 
15°, but like the latter its effects are uncertain, 
although meat exposed to it for 14 days or longer 
has generally failed to produce infestation. No 
infestation has been produced by trichinous meat 
exposed to a temperature of about 10° for 20 days or 
longer. Temperatures of 5° F. or lower profoundly 
affect the vitality of trichina. Only a very 
small proportion survive an exposure of more than 
five days. Artificial digestion of trichinous meat 
has no apparent effect upon the activity or structure 
of the trichina. In the practical application of 
refrigeration as a means of destroying the vitality 
of trichina meat should be refrigerated at a tem¬ 
perature not higher than 5°F. for not less than 
20 days, a period which allows a probable margin 
of safety of nearly 10 days. The employment of 
higher temperatures of refrigeration as a means of 
destroying the vitality of trichina is not justified 
in the light of our present knowledge, because of 
the uncertainty of the effects of such temperatures. 
Whether temperatures higher than 5°F. may be 
safely employed by lengthening the period of 
refrigeration remains to be determined. 


We regret to announce the death of Sir Alexander 
Russell Simpson, professor of midwifery and 
diseases of women in the University of Edinburgh, 
which occurred on April 6th in Edinburgh as the 
result of an accident. An obituary notice will 
appear in a later issue. 


The death has also occurred, we are sorry to 
say, of Colonel Arthur E. J. Barker, A.M.S., 
professor of surgery and clinical surgery in 
University College of London, and surgeon 
to University College Hospital, who died while 
discharging military duties. 


Mr. Hugh M. Rigby, M.S. Loud., F.R.C.S. Eng., 
has been appointed a consulting surgeon to His 
Majesty’s Forces in France with the rank of 
Colonel, A.M.S. _ 


The library and offices of the Royal Society of 
Medicine will be closed from Thursday, April 20tb, 
to Tuesday, April 25th, both days inclusive. 


Royal Institution.—A mong the day lectures to 
be delivered after Easter the following are announced:— 
Professor Charles S. Sherrington (two): Harvey and Pavloff. 
Dr. T. M. Lowry (two): Optical Research and Chemical 
Progress. Sir Ray Lankester (three): Flints and Flint 
Implements. Professor W. H. Bragg (two): X Rays and 
Crystals—(1) New Methods of Research ; (2) First Results 
and tneir Applications (the Tyndall lectures). The Friday 
evening discourses will be resumed on May 5th. Sir J. 
Mackenzie Davidson: Electrical Methods in Surgical 
Advance. Professor Charles G. Barkla: X Rays. Mr. 
Ernest Clarke: Eyesight and the War. 
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OFFICER OP HEALTH AND SCHOOL 
MEDICAL OFFICER OF LONDON 
FOR 1914. 


Health of the Metropolis in War-time. 

The annual report of Dr. W. H. Hamer for the year 1914 has 
recently appeared. 1 A third year’s experience of the policy of 
coordination as applied to the administration of public health 
and elementary education in London materially strengthens the 
confidence we have before expressed in the principle involved. 3 
We should be prepared to advocate its extension to other 
communities of smaller but still sufficient size provided that 
suitable administrative arrangements could be secured. 
Careful reading of the volume before us conveys the 
impression that, in spite of the distracting influence of the 
European War, the highest possible efficiency has been 
maintained throughout the year in those departments of 
the Council with which our profession is concerned. In no 
respect have the interests of public health or education been 
sacrificed to existing emergencies. 

The arrangement of subject matter adopted in the two 
preceding reports has been continued in the present volume, 
the contents of which may be indicated as follows: Fart I. 
discusses the question of metropolitan public health generally, 
vith particular allusion to the degree in which it has been 
affected by the war. Part II. gives account of the advisory 
action of the medical officer in his capacity as school medical 
officer; it also furnishes particulars of the administration 
of the Council as the education authority for London. 

Part I .—Public Health. 

The efficiency of sanitary administration in London must 
have been severely tested by the conditions of war obtaining 
since the autumn of 1914. On the outbreak of hostilities 
many of the borough medical officers of health were accepted 
for service in connexion with the housing and .feeding of 
troops, the maintenance of sanitary conditions, and the 
adoption of precautions against disease. These services are 
rendered under military direction and are additional to the 
duties ordinarily performed by officers of a sanitary authority. 
It is gratifying to learn that in spite of the unprecedented 
conditions referred to, and notwithstanding the ever-pressing 
necessity of meeting exceptional demands for medical 
service, a satisfactory amount of preventive work has been 
accomplished by the sanitary authorities and their officers, 
central as well as local. 

Vital statistics.—Movement of population .—Commenting on 
the vital statistics of London the medical officer again 
invites attention to the question of population movement as 
affecting the age constitution of the community. In the 
annual report for 1912 evidence was presented showing the 
persistence of a distinct outward flow from London of young 
married persons and their families. Again, in the report for 
1913 the importance of local migration was shown, firstly by 
comparing London with the provinces in respect to age 
constitution of their population, and subsequently by similarly 
comparing the areas north and south of the Thames. It 
was further pointed out that London attracts females at the 
ages of 25-35 in greater numbers than males. The striking 
differences of the figures given accentuate the necessity of 
still bearing in mind the changes in age constitution of the 
community which exercise so marked an influence in 
London. 3 In particular regard should be had to the effect 
of these changes upon the rates of births, marriages, and 
deaths, as well as upon the rates of infantile mortality. 

Antenatal and postnatal mortality .—In further discussing 
the question of loss of life among infants, the medical 
officer discriminates between the group of causes attri¬ 
butable to antenatal (or natal) conditions, including 
premature birth, atrophy, and marasmus on the one 
hand, and the group of postnatal causes constitut¬ 
ing the large category of “general diseases” on the 
other. After eliminating, for specified reasons, the deaths 
from diarrhoea and the common infectious diseases, and 
dividing the last ten years into quinquennial periods, it is 
indicated that the prenatal group of causes shows a relative 


1 King sad Sons, Westminster. Pp. 156. Price 2s. 6d. 

* Tax Lajtcit, April 18th, 1914, p. 1137. 

* The Laxcet, April 3rd, 1915, p. 720. 


increase from 48*2 per cent, in the first period to 51*4 per 
cent, in the second, whilst the postnatal group shows a con¬ 
siderable decline throughout. A further remarkable point 
respecting the assignation of cause of death is this, that 
the death-rate from premature birth has increased from- 
10*3 per 1000 in 1871-5 to 18*7 in 1906-10, whilst the 
death-rate from atrophy and debility has correspondingly 
diminished. It appears doubtful, however, whether pre¬ 
mature births are relatively more frequent now than for¬ 
merly ; and it is possible that the discrepancy is capable of 
explanation by assuming considerable changes of fashion in 
nomenclature. With reference to the happily persistent 
decline of infant mortality, it is evident that its explanation 
might be sought not in aDy local but in some common 
influence operating over a wide area. The effect of migra¬ 
tion upon changes in the social status of present-day parents 
as compared with those of 50 years ago must certainly be 
regarded as influencing infantile mortality. The decline in 
that mortality has resulted in part from definite improve¬ 
ment in “environment,” and in part from interchange 
between London and the country generally of certain elements 
of the population. To this iatter factor almost as much 
importance should be attached as to the former. 

Tuberculous disease : provisions for treatment .—The scheme 
of the Council for the treatment of tuberculosis has been 
approved by the Local Government Board. 4 In formulating 
this scheme the Council was animated by the desire to 
ensure the cooperation of all existing medical agencies, so as 
to provide that the patient’s progress should be supervised 
from the date of his attack until the completion of treat¬ 
ment, and that he should receive medical care even beyond* 
that period. An advisory board has been appointed con¬ 
sisting of representatives from the great hospitals, whose 
duty consists in securing uniformity of standard in the 
selection of patients for treatment—a rota of physicians 
being nominated by them for the examination of exceptional 
cases. Considerable difficulty was at first encountered in 
obtaining suitable residential accommodation, and that 
difficulty has been accentuated since the outbreak of war. 
But in spite of this the Council has succeeded in keeping 
pace with the demand, and in the case of children has pre¬ 
vented the accumulation of a long “waiting list.” They 
have secured accommodation for residential treatment to the 
extent of 160 hospital beds, 240 beds in sanatoriums, and 
150 children’s beds ; and negotiations have been opened with 
the Metropolitan Asylums Board for further accommodation 
in future. 

Meningeal and aibdominal tuberculosis: question of diagnosis. 
—In his annual report for 1913 the Registrar-General com¬ 
ments on the evidence that abdominal tuberculosis causes a 
relatively low mortality among children in London, whilst 
meningeal tuberculosis is more destructive there than else¬ 
where. He raises the question whether this is in accordance 
with fact. It is common knowledge that the mortality 
from abdominal tuberculosis tends to rise in years of 
exceptional fatality from diarrhoea, and it is credible that 
this may be due to the erroneous return as tuberculous 
of some deaths not really caused by that infection. If the 
deaths so certified now are not all due to tubercle, this 
would probably have been still oftener the case 30 years ago, 
which would help to account for the existing low mortality in 
London, where there is reason to believe that death certifica¬ 
tion is at its best. With the object of ascertaining whether 
any reduction of this mortality has followed the County 
Council’s treatment of tuberculous milk Dr. Hamer has 
prepared an instructive diagram, from which it appears that 
in Manchester where action against tuberculous milk was 
commenced nine years previous to 1908, when similar action 
was initiated in London, the decline of tuberculous mortality 
is actually less marked than in the metropolis. This 
behaviour of the rates lends support to the theory that the 
fall experienced is mainly due to improvements in medical 
diagnosis and consequently in death certification. The 
medical officer considers it premature to ascribe the recent 
decline of tuberculous mortality among children to the 
promotion of special measures for the protection of the milk- 
supply against contamination. 

Scarlet fever: etiological considerations .—During the year 
London experienced a considerable increase of scarlet fever, 
which formed part of a general prevalence throughout the 
country. The London attacks were more numerous than in 


4 See Report of the London Oonnty OonncU for 1913, vol. ill.,, 
pp. 226,227. 
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any year since 1907. In the report for 1911, pp. 62, 63, 
special study was recorded of the seasonal prevalence of 
fleas in relation to the spread of scarlet fever, and the subject 
is again discussed in the present report. Respecting the 
etiology of this disease certain facts have been established. 
We know, for example, that scarlet fever is wont to exhibit 
maj *r curves of prevalence in which the interval between 
crest and crest is from 6 to 8 years. Accordingly a wave- 
crest was due to appear about the year 1914, and, as a matter 
of fact, such a wave-crest did actually then occur. Many 
years ago Dr. G. B. Longstaff pointed out that scarlet fever 
displays a remarkable inverse correlation with rainfall—dry 
years, and particularly cycles of dry years, corresponding to 
cycles of excessive incidence of this disease. The subject is 
still under official consideration. Whilst admitting that the 
curves of scarlet fever and flea prevalence tend to rise from 
a low level at the beginning of a six-year period to a high 
level at its end, Dr. Hamer deprecates the formation of a 
precise conclusion until the results can be examined for a 
longer series of years. 

Typhoid fever: chan yes of nomenclature .—Earl yin 1914 a 
“ heightened prevalence ” of typhoid fever was reported in 
London. The increase was limited to the spring, and it is 
noteworthy that there was practically complete absence of 
the usual rise in the autumn of that year. A somewhat wide 
distribution of attacks was revealed by inquiry, which once 
more gave rise to suspicion that food infection was the cause 
of mischief. Information was collected respecting 400 out 
of 789 attacks notified, from which it appears that in nearly 
half the cases infection was conveyed by means of fish or 
molluscs, coming from distant polluted foreshores or from 
remote estuarial waters. Criticising certain of the latest 
theories of causation advanced by Koch and his opponents, 
Dr. Hamer points out in what respects they severally fail to 
account for the recent spread of typhoid. The history of 
the disease in London indicates that typhoid particularly 
affects that section of the population which buys and eats what 
has been termed * • trash ” in the streets. Sometimes purchasers 
of “ haporths ” of fried fish, sometimes eaters of mussels, 
more rarely of cockles, are chiefly affected. On the outbreak 
of hostilities fears were expressed lest London should be 
infected by soldiers or refugees coming from the seat of 
war. That these fears were groundless has been proved by 
subsequent experience. While the low rate of typhoid fever 
incidence in London is highly satisfactory, it is probable 
that to some extent this is due to alterations in nomencla¬ 
ture. It is noteworthy that during the last 14 years in 
which deaths from appendicitis have been separately 
tabulated, the mortality from that disease has steadily 
increased, and at present the deaths thus certified are 
three times as numerous as those from typhoid fever. 
The fact is important, in this connexion, that the 
cases notified as typhoid in recent years are by no 
means always examples of that disease. The Metropolitan 
Asylums Board reports show that the proportion of cases 
erroneously certified before admission as typhoid has never 
been lower than 17 per cent., whilst in three recent years it 
has varied from 37 9 to 40*5. There can be no doubt, 
therefore, that considerable alteration of fashion has taken 
place as regards nomenclature in the case of typhoid-like 
diw’ases. If due allowance be made for this fact the 
estimate of the extent of the decline accredited to typhoid 
fever in London will have to be somewhat modified. 

Cer. bra- tpinal fever and influenza .—The number of cases 
of cerebro-spinal meningitis notified in 1914 was the lowest 
on record. Of the 73 cases reported only 61 could be 
regarded as definitely due to that disease. In the same 
period 58 deaths were registered as from cerebro-spinal or 
post-basic meningitis, including a number of fatal cases 
that were not certified as such until after death. In 1907 
an outburst of cerebro-spinal meningitis occurred in Glasgow 
in the course of which 1238 cases with 838 deaths were 
reported, whilst in Belfast some 725 cases with 548 deaths 
were recorded during the 18 months ended June, 1908. 
Sporadic cases of cerebro-spinal meningitis appear at certain 
seasons of each year in all large communities, and this 
endemic form when occurring in young persons is usually 
designated post-basal meningitis. In regard to infectivity 
and severity, the features of this type of the disease differ 
materially from those of the epidemic variety. The epi¬ 
demic prevalence of the disease occurs in waves of varying 
intensity, and is governed by a complexity of conditions 


as yet imperfectly understood. During the previous seven 
years cerebro-spinal meningitis had not assumed epidemic 
proportions, but towards the end of 1914 cases were reported 
from various parts of the country, and in the early months of 
the following year the disease may be said to have assumed 
an almost epidemic character in London. Evidence of the 
increasing prevalence of the disease was primarily derived 
from the Naval Dep6t at the Crystal Palace. During the 
first ten months of 1914 only scattered cases of cerebro¬ 
spinal meningitis were notified in London; then at the end 
of the year came an outburst of influenza with pneumonic 
complications, and close on its heels the prevalence of 
cerebro-spinal fever. With a view of throwing light on the 
possible relationship between these two conditions the 
services of the borough medical officers of heafth were 
enlisted. As a result of their investigations it appears 
that during the period from Jan. 1st to May 22nd, 1915, 
when influeoza was prevalent, 523 oases of cerebro-spinal 
fever were notified. Among 462 of these cases there 
was a history of influenza in 37 instances, and in 
27 of these the patient was said to have suffered 
from influenza within a week of the onset of cerebro¬ 
spinal fever. Catarrh, sore throat, and “ colds ” were noted 
as having affected 70 patients prior to attack by cerebro¬ 
spinal fever, and 10 patients had recently suffered from 
pneumonia. Contact with cases of influenza colds was 
noted in 66 instances. Dr. Hamer next proceeds to examine 
the main question, whether the number of cases of cerebro¬ 
spinal fever giving a history of recent attack by, or contact 
with, influenza was greater than might have been expected 
as a matter of chance. His provisional conclusion is that 
some definite relation probably exists between the two 
diseases. “ This presumption ” is, in his opinion, 4 4 materially 
strengthened when regard is paid to the large number of 
cases of cersbro-spinal fever giving a history of contact with 
sufferers from influenza.” 

(7b be concluded.) 
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Royal Army Medical Corps. 

The undermentioned Majors to be temporary Lieutenant- 
Colonels whilst commanding Casualty Clearing Stations:— 
W. D. C. Kelly and D. L. Harding, D 8.O. 

The undermentioned are granted temporary rank whilst 
commanding Field AmbulancesTo be Lieutenant-Colonel: 
Brevet Lieutenant-Colonel FitzG. G. FitzGerald, Major B. F. 
Wingate, Major M. F. Grant, Major G. A. K. H. Reed, Major 
G. H. Richard, and Major J. Fair bairn. To be Major: 
Captain V. T. Carruthers. 

Major (temporary Lieutenant-Colonel) T. 8. Dadding 
relinquishes his temporary rank on ceasing to command a 
field ambulance. 

Major (temporary Lieutenant-Colonel) William M. B. 
Sparkes relinquishes his temporary rank on vacating the 
appointment of Assistant Direotor of Medical Services of a 
Division. 

Temporary Major E. W. H. Groves, Captain, R.A.M.C. 
(T.F.), relinquishes his temporary commission. 

Temporary Major A. Lingard to be temporary Lieutenant- 
Colonel. 

Captain W. R. O'Farrell is restored to the establishment. 
To be temporary Captains: H. B. Maunseil, J. R. Currie, 
and A. P. Chown (C.A.M.C.). 

The undermentioned temporary Lieutenants to be tempo¬ 
rary Captains: E. 8. Moorhead, A. Riley, H. A. Haig, A. W. 
Matthew, H. T. L. Roberts, A. M. Pryce, F. W. Wesley, 

G. A. Birnie, W. C. C. Kirkwood, J. H. Wilkinson, E. H. 
Rainey, J. A. D. Radcliffe, L. D. Shaw, W. W. Scott, 
A. J. A. Peters, T. G. Brown, R. Slaney, C. F. Drew, 
W. T. Smith, A. MacKintosh, T. Ferguson, C. J. 
Scholtz, B. W. Gonin, O. S. Kellett, W. E. P. Phillips, 

F. S. Turner, M. J. Fraser, H. Owen, H. R. Brown, 

J. R. Mitchell, H. Dyer, W. A. Rees, E. Rogerson, R. B. 
Lucas, W. H. Godby, N. E. Packer, C. O. Donovan, R. B. 
Carter, E. P. Blashki, J. L. Digby, N. Me. A. Gregg, N. W. . 
Broughton, S. W. G. Ratcliff, C. Farranridge, A. W. 
Raymond, W. H. Allen, T. J. J. Curran, F. A. L’Estrange, 

H. ‘Dudley, J. M. McLachlan, H. R. Souper, C. Burnham, 
H. E. Clutterbuck, 8. Williams, R. E. F. Pearse, W. N. 
Soden, J. W. Robertson, N. Smith, J. B. Hunter, A. Renshaw, 
fl. J. Penny, J. J. O’Neill, B. W. Wibberley, P. P. Noble, 

G. R. Pennant, T. W. David, G. W. Parry, A. R. Gunn, 

A. R. Finn, R. S. Morshead, G. M. C. Powell, G. W. 
FitzHenry, T. H. Whittington, C. O’Brien, and W. Garton. 
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The undermentioned temporary Honorary Lieutenants to 
be Temporary Lieutenants: W. H. Marshall and E. I, Davies. 

The undermentioned to be temporary Lieutenants: G. E. 
Dodson. W. J. May, G. B. King, J. N. Glaister, W. A. Curry, 
D. S. Taylor, V. Wallace, W. J. Tulloch, C. J. McCarthy, 

C. Caimie, W. K. Bell, C. V. Kebbell, R. Orr, C. M. Eadie, 

D. Rees, and W. F. Cornwall. 

The undermentioned temporary Lieutenants relinquish 
their commissions: L. R. G. de Glanville, H. S. Vivian, 
C.R. Wright, J. W. Farrar, D. F. Finlay, L. B. Daly, T. C. 
Last, R. N. Thomson, J. R. Wortabet, H. H. R. Cayley, 
L.W.K. 8cargill, A. E. Goldie, N. D. Mackay, E. H. Kenny, 
K. G. Colquhoun, C. T. Stephen, H. C. Colville, A. Pryde, 
F. W. Harrowell, S. Caplan, P. A. M. Green, J. A. Brown, 
H. J. Moon, L. M. Piggott, and E. Greene. 

Special Reserve of Officers. 

Royal Army Medical Corps. 

Cadet Sergeant-Major G. Morris and Cadet 8ergeant J. A. 
Crawford, Edinburgh University Contingent Officers Train¬ 
ing Corps, to be Lieutenants (on probation). 

Temporary Lieutenant O. D. Price, from the Royal Army 
Medical Corps, to be Lieutenant. Ex-Cadet Sergeant E. W. 
Mann, Belfast University Contingent, Officers Training Corps, 
to be Lieutenant (on probation). 

Territorial Force. 

Army Medical Service. 

Lieutenant-Colonel A. D. 8harp, from West Riding Field 
Ambulance, to be Assistant Director, Medical Services, WeBt 
Riding Division, with the temporary rank of Colonel. 

Lieutenant-Colonel D. Smart, from the Sanitary Service, 
to be Assistant Director, Medical Services, West Lancs. 
Division, with the temporary rank of Colonel. 

Lieutenant-Colonel L. J. Blandford, from the Sanitary 
8ervice, to be Assistant Director, Medical Services, 1st 
Mounted Division, with the temporary rank of Colonel. 

Royal Army Medical Corps. 

London Sanitary Company : Lieutenant A . M. Brown to be 
Captain. D. J. Peebles to be Lieutenant. 

South Midland Casualty Clearing Station: Captain 

E. Whichells, from South Midland Field Ambulance, to be 
Captain. 

South Wales Mounted Brigade Field Ambulance: J. 0. 
Cothbertson to be Lieutenant. 

Northumbrian Field Ambulance: V. J. White to be 
Lieutenant. 

Southern General Hospital : The undermentioned Majors 
to be Lieutenant-Colonels : W. Collier and R. H. A. 
Whitelocke. The undermentioned Captains to be Majors: 

E. C. Bevers. H. E. Counsell, J. C. R. Freeborn, A. G. 
Gibson, W. J. Turrell, and A. T. Waterhouse. 

Attached to Units other than Medical Units. —Captain 
J. G. Denvir, from Yorks Mounted Brigade Field Ambulance, 
to be Captain. J. S. Hopwood to be Lieutenant. 
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HEALTH OF ENGLISH TOWNS. 

In the 96 English and Welsh towns with populations 
exceeding 50,000 persons at the last Census, 8486 births 
and 5868 deaths were registered during the week ended 
Saturday, April 8th. The annual rate of mortality in 
these towns, which in the three preceding weeks had ‘been 
18*7,17*2, and 17*7 per 1000 of their aggregate civil popula¬ 
tion in 1915, was again 17*7 per 1000 in the week under notice. 
Among the several towns the death-rate ranged from 5*1 in 
Enfield, 7*5 in Southend-on-Sea, 7*7 in Ilford, 7*9 in Smeth¬ 
wick, and 9*1 in Willesden and in Tottenham, to 23*8 in Hull, 
261 in Cambridge, 27*6 in Rochdale, 27*8 in Burnley, and 
51*3 in Sunderland. 

The 5868 deaths from all causes were 9 fewer than in the 

S revious week, and included 381 which were referred to 
be principal epidemic diseases, against numbers rising 
from 345 to 420 in the four preceding weeks. Of these 381 
deaths, 141 resulted from whooping-cough, 121 from measles, 
50 from infantile diarrhceal diseases, 45 from diphtheria, 
15 from scarlet fever, 8 from enteric fever, and 1 from 
small-pox. The annual death-rate from these diseases was 
equal to 1*1, or 0*2 per 1000 less than that recorded in 
the previous week. The deaths attributed to whooping- 
cough, which had been 93,137, and 134 in the three preceding 
weeks, rose to 141, and caused the highest annual death- 
mtes of 1*3 in Birmingham and in Manchester, 1*4 
in Warrington and in Sunderland, 1*5 in Burnley, 1*9 
m Cambiidge, and 2*0 in York. The deaths referred 
to measles, which had been 127, 115, and 122 in the three 
preceding weeks, numbered 121 in the week under notice ; 
the highest death-rates from this cause were 2*8 in Swansea. 
5*9 in Newport (Mon.), and 7*5 in Rochdale. The fatal 
cases of diarrhoea and enteritis (among infants under 


2 years), which bad been 68, 65, and 66 in the three pre¬ 
ceding weeks, fell to 50, and included 16 in London, 7 in 
Manchester, and 3 in Nottingham. The deaths attributed 
to diphtheria, which had been 61, 53, and 71 in the three 
preceding weeks, fell to 45, of which 12 occurred in 
London, 4 in Liverpool, and 3 each in West Ham, Bootle, 
and St. Helens. The deaths referred to scarlet fever, 
which had been 19,12, and 20 in the three preceding weeks* 
fell to 15, and included 2 each in London, Stockport, 
and Leeds. The 8 deaths from enteric fever, of which 2 
were registered in Hull, were slightly below the weekly 
average in the last quarter. The fatal case of small-pox 
belonged to South Shields. 

The number of scarlet fever patients under treatment in 
the Metropolitan Asylums Hospitals and the London Fever 
Hospital, which had steadily declined from 2257 to 1768 in the 
11 preceding weeks, rose to 1778 on Saturday last; 252 
new cases were admitted during the week, against 
193, 210, and 214 in the three preceding weeks. These 
hospitals also contained on Saturday last 1425 cases of 
diphtheria, 243 of whooping-cough, 132 of measles, and 42 of 
enteric fever, but not one of small-pox. The 1481 deathe 
from all causes in London were 16 in excess of the number 
in the previous week, and corresponded to an annual death- 
rate of 17 9 per 1000 of the civil population. The deaths 
referred to diseases of the respiratory system, which bad 
been 405, 337, and 328 in the three preceding weeks, further 
fell to 326 in the week under notice. 

Of the 5868 deaths from all causes in the 96 towns, 194 
resulted from violence, 458 were the subject of coroners* 
inquests, and 1673 occurred in public institutions. The 
causes of 60, or 10 per cent., of the total deaths were 
not certified either by a registered medical practitioner or 
by a coroner after inquest. All the causes of death were 
duly certified in Leeds, Bristol, West Ham, Bradford, New- 
castle-on-Tyne, and in 69 other smaller towns. Of the 60 
uncertified causes, 12 were registered in Liverpool, 11 in 
Birmingham, 5 in South Shields, 4 each in Gateshead and 
Tynemouth, and 3 each in London and Manchester. 

HEALTH OF 8COTCH TOWNS. 

In the 16 largest Scotch towns with an aggregate popula¬ 
tion estimated at 2,372,000 persons at the middle of last year* 
1140 births and 890 deaths were registered during the week 
ended Saturday, April 1st. The annual rate of mortality 
in these towns, which had been 18*7, 20*7, and 19*9 
per 1000 in the three preceding weeks, fell to 19*6 per 
1000 in the week under notice. During the 13 weeks of 
last quarter the mean annual death-rate in these towns 
averaged 16*7, against a corresponding rate of 15*7 per 1000 
in the large English towns. The death-rate during the 
week ranged from 6*2 in Ayr, 6*9 in Clydebank, and 12*0 in 
Hamilton, to 24*7 in Paisley, 25*2 in Kilmarnock, and 30*9 in 
Greenock. 

The 890 deaths from all causes were 13 fewer than the 
number in the previous week, and included 95 which were 
referred to the principal epidemic diseases, against 89 and 
82 in the two preceding weeks. Of these 96 deaths. 
52 resulted from measles, 18 from infantile diarrhceal 
diseases, 8 each from diphtheria and whooping-cough, 
7 from scarlet fever, and 3 from enteric fever, but not 
one from small-pox. The death-rate from these diseases 
was equal to 2*1, against 1*3 per 1000 in the large 
English towns. The deaths attributed to measles, which 
had increased from 23 to 43 in the four preceding weeks, 
further rose to 52, and comprised 30 in Glasgow, 6 in 
Kilmarnock, 4 each in Paisley and Coatbridge, 3 each in 
Edinburgh and Dundee, and* 2 in Greenock. The deaths 
of infants (under 2 years) from diarrhoea and enteritis, 
which bad been 8,11, and 12 in the three preceding weeks, 
further rose to 18, and included 7 in Glasgow, 3 in Dundee, 
and 2 each in Paisley and Greenock. The fatal cases of 
diphtheria, which had been 7, 16, and 15 in the three pre¬ 
ceding weeks, fell to 8, and included 2 each in Glasgow and 
Aberdeen. The 8 deaths from whooping-cough were 4 in 
excess of the average in the earlier weeks of the quarter, 
and comprised 3 in Glasgow, 2 each in Aberdeen and 
Paisley, and 1 in Kirkcaldy. The deaths referred to scarlet 
fever, which had been 6, 12, and 8 in the three preceding 
weeks, numbered 7, and included 2 each in Glasgow and 
Greenock. Of the 3 fatal cases of enteric fever, 2 were 
registered in Glasgow and 1 in Greenock. 

The death8 referred to diseases of the respiratory system, 
which had steadily increased from 88 to 212 in the six 
preceding weeks, fell to 189 in the week under notice, but 
were 37 above the number registered in the corresponding 
week of last year. The deaths from violence numbered 24, 
against 26 and 29 in the two preceding weeks. 

HEALTH OF IRISH TOWNS. 

In the 19 town districts of Ireland with populatione- 
exoeeding 10,000 persons at the last Census, 688 births and 
572 deaths were registered during the week ended Saturday,. 





#36 The Lancet,] 


OBITUARY. 


[April 15,1916 


April 1st. The annual rate of mortality in these towns, 
whioh had been 24-5, 21-3, and 24*3 per 1000 in the three 
preceding weeks, rose in the week under notice to 26*0 per 
1000 of their aggregate population, estimated at 1,145,468 
persons at the middle of last year. During the 13 
weeks of last quarter the mean annual death-rate in 
them© towns averaged 20*6, against corresponding rates 
of 15*7 and 16*7 per 1000 in the English and Scotch 
towns respectively. During the week the death-rate 
was equal to 26-9* in Dublin (against 16*9 in London and 
20*7 in Glasgow), 23*0 in Belfast, 33*3 in Cork, 20*2 in 
Londonderry, 32*5 in Limerick, and 20*9 in Waterford, 
while in the 13 smaller towns the mean rate was 28*4 
i per 1000. 

The 572 deaths from all causes were 37 in excess of the 
number in the previous week, and included 47 which were 
referred to the principal epidemic diseases, against 38 and 
45 in the two preceding weeks. Of these 47 deaths, 18 
resulted from measles, 13 from whooping-cough, 8 from 
infantile diarrhceal diseases, 5 from diphtheria, 2 from scarlet 
fever, and 1 from enteric fever, but not one from small-pox. 
The death-rate from these diseases was equal to 2*1, against 
corresponding rates of 1*3 and 2*1 per 1000 in the English 
and Scotch towns respectively. The deaths attributed to 
measles, which had been 18, 16, and 18 in the three pre¬ 
ceding weeks, were again 18 in the week under notice, and 
comprised 13 in Belfast, 4 in Dublin, and 1 in Londonderry. 
The deaths referred to whooping-cough, which had been 10, 
8, and 15 in the three preceding weeks, fell to 13, of which 5 
occurred in Dublin and 4 in Belfast. The fatal cases of 
diarrhoea and enteritis (among infants under 2 years), which 
had been 13,10, and 5 in the three preceding weeks, rose to 8, 
and comprised 5 in Dublin, 2 in Belfast, and 1 in Clonmel. 
The 5 deaths attributed to diphtheria, of which 3 were 
registered in Belfast, were 2 in excess of the average in the 
earlier weeks of the quarter. The deaths from scarlet fever 
were recorded in Belfast and Cork, and that from enteric 
fever in Dublin. 

The deaths referred to diseases of the respiratory system, 
which had been 124, 117, and 134 in the three preceding 
weeks, rose to 142 in the week under notice, and were 23 
above the number registered in the corresponding week of 
last year. Of the 572 deaths from all causes, 171, or 30 per 
cent., occurred in public institutions, and 12 resulted from 
violence. The causes of 23, or 4*0 per cent., of the total 
deathB were not certified either by a registered medical 

P ractitioner or by a coroner after inquest, and included 
in Limerick and 5 each in Dublin and Galway; in the 
large English towns the proportion of uncertified causes 
•did not exceed 1*0 per cent. 

In the 19 town districts of Ireland with populations 
exceeding 10,000 persons at the last Census, 515 births and 
474 deaths were registered during the week ended Saturday, 
April 8th. The annual rate of mortality in these towns, 
which had been 21*3, 24*3, and 26*0 per 1000 in the three 
preceding weeks, declined to 21*5 per 1000 in the week under 
notice. The death-rate was equal to 22*6 in Dublin (against 
17-9 in London and 21*7 in Glasgow), 19*1 in Belfast, 20*4 
in Cork, 22*8 in Londonderry, 31*1 in Limerick, and 32*3 in 
Waterford, while in the 13 smaller towns the mean rate 
was 20*8 per 1000. 

The 474 deaths from all causes were 98 fewer than in the 
previous week, and included 41 which were referred to 
the principal epidemic diseases, against 45 and 47 in the 
two preceding weeks. Of these 41 deaths, 16 resulted from 
whooping-cough, 13 from measles, 8 from infantile diarrhceal 
•diseases, 2 from scarlet fever, and 1 each from enteric 
fever and diphtheria, but not one from small-pox. The 
death-rate from these diseases was eaual to 1*9, against 1*1 per 
1000 in the large English towns. The deaths attributed to 
whooping cough, which had been 8, 15, and 13 in the three 

E receding weeks, rose to 16, and included 7 in Belfast, 3 in 
limerick, and 2 each in Dublin and Cork. The deaths 
referred to measles, which had been 16, 18, and 18 in the 
three preceding weeks, fell to 13, and comprised 8 in 
Belfast, 4 in Dublin, and 1 in Newry. The fatal cases 
of diarrhoea and enteritis (among infants under 2 years), 
which had been 10, 5, and 8 in the three preceding weeks, 
were again 8 in the week under notice, and comprised 
5 in Dublin, 2 in Belfast, and 1 in Londonderry. The deaths 
from scarlet fever were registered in Belfast and Cork, and 
that from enteric fever in Belfast, and the fatal case of 
diphtheria in Dublin. 

The deaths referred to diseases of the respiratory system, 
which had been 117, 134, and 142 in the three preceding 
weeks, fell to 120 in the week under notice, and were 35 
below the number registered in the corresponding week of 
last year. Of the 474 deaths from all causes, 155, or 
33 per cent., occurred in public institutions, and 12 resulted 
from violence. The causes of 13, or 2*7 per cent., of the total 
deaths were not certified either by a registered medical 
practitioner or by a coroner after inquest, and included 5 in 
Dublin and 3 in Belfast, and 2 in Sligo; in the large English 
towns the proportion of uncertified causes did not exceed 
1*0 per cent. 



Sir THOMAS BOOR CROSBY, M.D. St. And., 
F.R.C.S. Eng., J.P., LL.D. St. And. &Dub., 

LATE LORD MAYOR OF LORDOR. 

Wb regret to announce the death of Sir Thomas Boor 
Crosby, which took place on April 7th, after a brief illness, 
in his eighty-sixth year. Born at Gosperton, near Spalding, 
Lincolnshire, in 1830, the son of a farmer, he wa«» educated 
in London, at University College School, and University 
College, and subsequently became a medical student at St. 
Thomas’s Hospital. After obtaining the Licentiateship of 
the Society of Apothecaries of London and the Membership 
of the lioyal College of Surgeons of England in 1852, having 
been demonstrator of anatomy in his medical school, he 
started in practice by joining an old-established firm of 
practitioners in Fenchurch-streefc. At that time the City of 
London was more of a residential quarter than it is to-day, 
and the firm to which he belonged had a busy practice 
among many leading City families. At a later period Dr. 
Crosby took up his residence in Finsbury, a recognised 
medical district less than 50 years ago. There he enjoyed a 
large practice, and there quite recently he described himself 



Sik Thomas Boor Crosby. 

as being ‘ 4 still in harness.” In 1860 he took the Fellowship 
of his College by examination, and in 1862 he graduated as 
Doctor of Medicine at the University of St. Andrews. 

His connexion with municipal affairs dates back to 1877, 
in which year he was elected a Common Councillor of the 
City of London. He became Alderman for the Langboume 
Ward, and 30 years later he served as Sheriff. During his 
year of office as Sheriff he paid, with other representatives of 
the Corporation, a visit to Berlin as the guest of the Berlin 
municipality, and in the same year he was knighted. In 
1911, being the senior alderman below the chair, he was 
elected Lord Mayor of the City of London. He was then 
82 years of age, and the choice of the City gave him the 
double distinction of being the first medical man to occupy 
the civic chair in the metropolis, and of being the oldest 
citizen who had ever undertaken the responsibilities of the 
Lord Mayor of London. In carrying out the duties of his 
office Sir Thomas Crosby was most conscientious and untiring, 
being ably assisted by his daughter as Lady Mayoress. 
During his mayoralty two events of outstanding importance 
occurred—namely, the appalling disaster to the Titanio 
and a coal strike which threatened to assume the dimen¬ 
sions of a national disaster. For the sufferers by the 
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foundering of the great White Star liner Sir Thomas Orosby 
raised £450,000 by a Mansion House Fund. When the 
coal strike was at a critical stage he convened a meeting 
of Lord Mayors, Mayors, and Provosts from all over the 
country at a few hours’ notice, and the resulting intention 
on the part of the municipalities to take concerted action 
against impending danger did much to relieve the stress 
of a dangerous social situation. Oa retiring from the 
position of Lord Mayor the vote of thanks accorded to 
him in Common Hall was especially cordial, as it was 
recognised that he had used his civic position with great 
promptitude in the public cause. 

In private life Sir Thomas Crosby was a shrewd, witty, 
kind, homely man, and his success was the outcome of 
persistent habits of hard work and self-restraint. He 
had no great learning, but he was an admirable 
magistrate, whose decisions were informed throughout with 
that real knowledge of the life of the people which the 
successful and industrious general practitioner cannot fail to 
possess. The distinctions bestowed upon him were many. 
He was an Officer of the Legion of Honour and possessed 
the Orders of the Crown (Germany), St. Olaf (Norway), 
Dannebrog (Denmark), and the Rising Sun (Japan). He 
was also LL. D. of Dublin and St. Andrews, a J. P. for the 
City of London as well as for the County of London, and a 
member of the Senate of London University. 


TOM BATES, L.R.O.P. & S. Edin., M.R.C.S. Eng., 

consulting surgeon to the worcesteb general infirmary. 

Mr. Tom Bates, the well-known Worcester surgeon, died at 
his residence. Foregate-street, Worcester, after a brief illness 
on April 3rd, having just completed 50 years of medical 
practice. 

Mr. Bates was a native of March, Cambridgeshire, and 
after studying medicine at Edinburgh, Glasgow, and Paris, 
took the Edinburgh double qualification in 1866, becoming 
a Member of the Royal College of Surgeons of England two 
years later. At the Glasgow Royal Infirmary he had the 
advantage of being a dresser to Lord Lister at a time 
when that distinguished surgeon was introducing the 
antiseptic methods of surgery a—fact which Mr. Bates 
recalled a few weeks ago in our column*, when he sent 
os for publication a letter which Lister had written to 
him iu 1893 in reference to a ca>e of tuberculous elbow. 
After acting as house surgeon at the Royal Infirmary, 
Glasgow, and holding other appointments at the Glasgow 
Lying-in Hospital and the Glasgow Lock Hospital, Bates 
went to Worcester, where he soon acquired a wide reputa¬ 
tion as a surgeon and obtained a large practice in the neigh¬ 
bourhood. In 1879 he was appointed honorary surgeon to 
the Worcester General Infirmary, and worked assiduously 
for 30 years in the interests of that institution. Elected 
honorary consulting surgeon in 1909, he continued to work 
ungrudgingly for the infirmary, and two years ago, at the age 
of 70. and when he was on the eve of retiring into private 
life, he volunteered to act as resident house surgeon, the 
circumstances of the war having made it difficult to obtain 
house officers. His confreres in Worcester would not allow 
him to make the sacrifice, and the responsibility was shared 
among them. He was also keenly interested in the work of 
the Worcester Ophthalmic Hospital, to which hospital he was 
honorary surgeon for nearly 40 years. When the continu¬ 
ance of the war made the shortage of medical men severely 
felt, he again offered his services as resident in the infirmary, 
although he had by this time definitely retired from practice. 
Later he resumed active work when first one and then the 
other of the two sons who had taken his place in the 
practice accepted commissions in the Royal Army Medical 
Corps. He died, therefore, in the discharge of the duties 
that he loved and understood so well. In addition to the 
two sons, he leaves a widow and two daughters to mourn 
their loss. 

He was buried at Astwood on April 7th, the coffin-plate 
being the name-plate from his house door bearing the 
simple words, “Mr. Bates, Surgeon.” 

THE LATE MARY CHARLOTTE MURDOCH. 

With reference to the obituary of Miss M. C. Murdoch, 
which was published in The Lancet of April 1st, a corre¬ 
spondent writes as follows:—“To those of us who knew 
Dr. Mary Murdoch intimately, to those who knew her as a 


great physician, or as a fearless reformer, a good public 
speaker and leader, or as a generous-hearted friend, it was- 
not surprising that her passing was the occasion of a 
wonderful public tribute to her life and work. Thousands 
of the inhabitants of the city of Hull followed her 
to her last resting-place; friends and colleagues from 
many parts of England, representatives from many societies 
and associations and philanthropic institutions, as well as 
her townspeople, high and low, flocked to do her honour. 
Her life and work in the practice of her profession has for 
many years past been an inspiration to many. She had that 
extraordinary love of little children which one often finds in 
very strong characters. It was an education in itself to do 
the hospital ‘round ’ with her and see the real delight ol the 
little patients and the greeting they gave her when she came 
into the ward, the sound clinical work, the instruction to 
her house surgeons, and the amount of original work 
done ; for she did some valuable scientific research, more 
especially in the field of pericarditis, and the vaccine treat¬ 
ment of many diseases. She was essentially a clinician of 
the first water, a good diagnostician, with a remarkable 
power of pulling her patient round again. Her life was a 
life of devotion and utter self-sacrifice. As a doctor she 
knew no rest. Nothing was a trouble to her where her 
patient was concerned, and she had a wonderful way of 
cheering and bestowing comfort and bringing gladness 
wherever she went. Her loyalty towards her colleagues, her 
generous help to those in trouble or want, her radiant 
personality, her spirit of adventure, and her championship of 
all righteous causes will make her live in the memory o£ 
many as a great physician who will be greatly missed.” 


dUmspanbmc. 

“Audi alteram partem.” 


THE PREVENTION OF BILHARZIA 
INFECTION. 

To the Editor of The Lancet. 

Sir, —There are several means of preventing the spread* 
of bilharziosis amongst civilians, and more especially amongst 
troops now on active service. Up till recently, South African 
practitioners advised persons to avoid swimming in those 
rivers and pools which were known to be associated with the 
disease. The filtering of the town supply of fresh water has been 
attended with a marked diminution of the number of cases 
of bilharziosis in some towns ; but the removal of the inter¬ 
mediary hosts from places where they are exposed to infec¬ 
tion or are likely to cause infection has not received the 
attention it deserves. There is a significant distribution of 
one form of fresh-water snail in Natal. This snail could 
well be removed from certain parts of the country where 
bathing is indulged in. So far we have no reason to suppose 
that these snails are a danger to the community until they 
have come into contact with urine passed by a person 
suffering from bilharziosis. There is reason to suppose 
that infected persons such as coolies and others may 
infect a river at its source, that these snails which abound 
on the rushes lower down stream become a source of danger 
to the water-supply within a month or six weeks, and that 
healthy persons who make use of this river water for drink¬ 
ing or bathing purposes during the next day or two are 
liable to contract the disease. 

Certain snails have been proved to act as intermediary 
hosts for Asiatic schistosomiasis in China and Japan. The 
Bilharzia Mission to Egypt in 1914 demonstrated that 
several varieties of fresh-water snails could act as inter¬ 
mediary hosts for the Egyptian form of the disease. I have 
found a dark sinistral snail, Physopsis africana, abounding 
in several of the bathing-places in Natal which are known 
to be associated with bilharzia infection. These snails were 
particularly abundant in three places where the infection is 
believed to be particularly severe. This common fresh-water 
snail has been found to harbour two different species of 
cercari® presenting forked tails here in Natal. From this I 
infer that this species of snail may act as an intermediary 
host for bilharziosis in South Africa. 

I am, Sir, yours faithfully, 

F. G. Cawston, M.B., B C. Cantab. 

Maritzburg, Natal, March 3rd, 1918. 
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THE OPERATIVE TREATMENT OF OSTEO¬ 
ARTHRITIS. 

To the Editor of The Lancet. 

Sir,—W hile fully appreciating the complimentary refer¬ 
ences to my operative work in connexion with cases of osteo¬ 
arthritis, my attention has been drawn to an injustice to 
Mr. Sampson Handley which your annotation in The Lancet 
of April 1st inadvertently suggests. My case, to which you 
so kindly refer, was admittedly the first of the kind, but 
Mr. Handley, working independently, was the first to 
publish his results, and he also was responsible for the term 
“ cheilotomy.” Mr. Handley published his operative experi¬ 
ences on this subject in the British Medical Journal of 
May 3rd, 1913. My case, although operated upon three 
months before Mr. Handley’s first case, was not published 
until a week later (May 10th) in the same journal. 

I intend to send you a further communication with X ray 
photographs illustrating the operative procedures required in 
the treatment of osteo-arthritis, and will then be able, if 
you will kindly permit me, to fill in the gaps to which 
The Lancet refers.— I am, Sir, yours faithfully, 

Dublin, April 7th, 1916. W. I. DE 0. WHEELER. 


ANESTHESIA FOR ENUCLEATION OF 
TONSILS. 

To the Editor of The Lancet. 

Sir,— In The Lancet of April 8th Dr. J. Blomfleld 
advocates the use of ether for the above operation. No 
doubt in the hands of a general practitioner it is the 
safest anaesthetic, but the results, to my mind, are not to 
be oompared with those obtained by the use of ohloroform 
and oxygen. Addition of the latter lessens the risk, and 
I have used this combination in over 1000 cases successfully. 
All patients over the age of 16 have a preliminary hypo¬ 
dermic injection of morphine and atropine. Anaesthesia is 
induced very gradually with chloroform dropped on to a 
mask with one layer of flannel; as soon as the patient is 
just under, a mouth prop is fixed in position and warmed 
oxygen is passed through chloroform and thence to a 
pips fixed to the mouth prop This usually suffices to keep 
the patient under with no faucial straining for half an hour or 
more, though occasionally it is necessary to use the mask 
for a few minutes after the removal of one tonsil. The 
advantages over ether are : no congestion, less tendency 
to vomiting, more agreeable odour, and the patient comes 
round rapidly. It is easy with practice to keep the patient 
in the ideal stage—that is, deep enough to avoid faucial 
straining and light enough to enable the cough reflex to 
be recovered in a few seconds. 

I am, Sir, yours faithfully, 

Hugh R. Phillips, M.D. Edin., 

Senior Anaesthetist. Italian Hospital, Ac. 

D&wson-place, W., April 9th, 1916. 


THE DROITWTCH BRINE BATHS. 

To the Editor of The Lancet. 

Sir, —In consequence of the large number of soldier 
patients who are receiving free treatment at the brine baths 
at Droitwich an impression appears to be entertained by 
certain medical men that the baths have, for the time being, 
been given over entirely to military patients. 

Such is not the case, and the arrangements for dealing 
with ordinary cases are in nowise affected. 

I am, Sir, yours faithfully, 

J. H. Hollyer, 

Droitwich, April 7th, 1916. Director of the Brine Baths. 

ENTERIC AND TYPHOID: A POINT IN 
NOMENCLATURE. 

To the Editor of The Lancet. 

Sir, —Since the differentiation of the typhoid group of 
disease into the three varieties caused by the Eberth-Gaffky 
bacillus, the B. paratyphosus A, and the B. paratyphosus B 
respectively, a need has arisen for one word which can be 
used for the whole group in common. In the large majority 
of cases it is quite impossible to diagnose clinically the three 
infections one from the other ; and it is not always possible 
to obtain readily bacteriological aid. 

There is no necessity, however, to coin another word, as 
we possess two already which are used interchangeably— 


• * typhoid ” and * ‘ enteric. ” I suggest that the word ‘ * enteric ,! ’ 
be used to denote all or any of the three infections above 
mentioned, and any similar that may hereafter be differen¬ 
tiated ; and that the word “ typhoid ” be restricted to cases 
of infection by the Eberth-Gaffky bacillus. 

I am, Sir, yours faithfully, 

E. W. Goodall. 

Eastern Hospital, Homerton, N.E., April 10th, 1916. 


STEEL HELMET8 FOR THE ARMY. 

To the Editor of The Lancet. 

Sir, —Although no one can approve of the manner in 
which an officer of the Royal Army Medical Corps 
drew attention recently in the House of Commons to the 
need for the issue of steel helmets to the army, yet 
every surgeon who has seen much of the wounds 
received by our soldiers in the present war will agree 
that there is a most pressing need for the supply 
of steel helmets to the soldiers. No small proportion of 
the wounds received involve the head, and the use of a 
steel helmet would have prevented very many of these. 
Even when the bullet or shell fragment has done no more 
than groove the scalp, a convalescence of several weeks 
is required before the soldier can return to the firing 
line, and if we put the matter on the low level of expense, 
it is clear that much money is unnecessarily used in the 
carrying of these soldiers to and fro. The skull itself is, how¬ 
ever, in many cases grooved, and in these cases the throwing 
off of the necrosed portion of bone will take many weeks. In 
other cases still the brain has been injured, and in a large 
proportion of these a fatal result has followed. It is often 
said that a steel helmet cannot be devised which is capable 
of preventing all bullet wounds of the cranium. This is no 
doubt true, but it is equally true that a very large proportion 
of the projectiles would be arrested. The Government has 
already issued a few hundred thousand steel helmets, but the 
delay in issuing the remainder is entirely unnecessary, and I 
cannot doubt that if the authorities appreciated the value of 
the steel helmet very little time would elapse before all our 
troops serving at the front would be provided with it. 

I am, Sir, yours faithfully, 

April 8th, 1916. _ F. R. C. S. 

DIFFERENT NAMES FOR IDENTICAL 
SUBSTANCES. 

To the Editor of The Lancet. 

Sir, —With regard to the annotation in your issue of 
April 8th relative to the use of the word “ Tolamine” as a 
short title for para-toluene-sodium-sulphochloramide, we 
suggested the use of this word to the authors of the research 
in place of chloramine or chloramine-T, the names they gave 
to the substance, because the word chloramine has been 
used by John Wyeth and Brother, Philadelphia, for at least 
25 years to denote a compound chloride of ammonium 
pastille manufactured by them. 

We were desirous of respecting the wishes of the investi¬ 
gators by adopting the title they suggested, but felt bound 
to regard the vested interests of the manufacturers who had 
used the word chloramine for at least a quarter of a century 
to describe a particular preparation of their manufacture. 
We made our position in the matter perfectly clear to 
the investigators and gave them the option of adopting 
“Tolamine” as a common word for the substance, but as 
they did not agree to this suggestion we then explained that 
it was impracticable for us, in the circumstances we had 
mentioned, to use the word chloramine or chloramine-T (the 
latter title still containing the word chloramine), and we 
should therefore issue the preparation under the word 
“Tolamine”and register it as nur trade mark. 

In our opinion the use of the word chloramine involves 
the danger of using one name for many substances, as, quite 
apart from the confusion which will arise with the existing 
proprietary preparation, chloramin and chloroamine are 
applied to the simple compound NH a Cl, and further there 
is additional risk of confusion with the Codex preparation 
chloramide. From the trade point of view the Chemist and 
Druggist has also pointed out that there is likely to be a 
good deal of confusion in the use of the word chloramine 
proposed for para-toluene-sodium-sulpho-chloramide. 

We are, Sir, yours faithfully, 

Burroughs Wellcome and Co. 

Snow Hill Buildings, E.O., April 10th, 1916. 
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The Casualty List. 

The following names of medical officers appear among the 

casualties announced since oar last issue :— 

Killed in Action. 

Major W. L. Hawksley, R.A.M.O. fT.F.), qualified in 1904, 
and held a public health appointment at Liverpool prior 
to the war. 

Died. 

Captain F. F. German, R.A.M.O., qualified in 1881, was in 
charge of the Military Hospital at Seaforth Barracks, 
and was medical officer of health for Waterloo with 
Seaforth, Liverpool. 

Colonel A. E. J. Barker, A.M.S. (Major 3rd London General 
Hospital, R.A.M.C.) was educated at Dublin and at 
Bonn University, and was Professor of Surgery at 
University College, London. 

Major R.' 8. Smyth, R.A.M.C., received his medical 
education at Dablin, qualifying in 1904, and joined 
the R.A.M.C. in 1905. He was mentioned in despatches 
by Viscount French, and was a well-known football 
player in Ireland. 

Captain G. F. Barr, R.A.M.C., qualified in 1914 at Glasgow* 
and joined the R.A.M.C. in January, 1915. 

Wounded. 

Captain C. R. Woodruff, R.A.M.C. 

Lieutenant N. McCall-Smith, R.A.M.C. 


Deaths among the Sons of Medical Men. 

The following sons of medical men must be added to our 
lists of those who have fallen daring the war:— 

Colonel A. E. J. Barker, A.M.S., son of the late Dr. W. 
Barker, of Dublin. 

Major W. L. Hawksley, R.A.M.C., son of the late Dr. H. L. 
Hawksley, of Southport. 

Lieutenant J. Nichol, Royal Scots Fusiliers, and Flying 
Officer, Royal Flying Corps, second son of Dr. F. E. 
Nichol, of Margate. 

Second Lieutenant C. B. Underhill, West Yorkshire Regi¬ 
ment, fourth son of Dr. F. T. Underhill, formerly of 
Tipton, Staffs., and now medical officer of health of 
Vancouver City, British Columbia. 


Mentioned in Despatches. 

In a despatch to the Chief of the General Staff, Army 
Headquarters, India, dated Jan. 1st, 1916. dealing with the 
operations in Mesopotamia, General Sir John Nixon, K.C.B., 


mentions the following 
service 

Surg.-Oen. H. G-. Hathaway, O.B. 
Col J. F. D- negan, R.A.M.O. 

Col. P. Hehir, L%!.S. 

Col. H M. Adamson, R.A.M.C. 
Lt-Col. K. Jennings. I.M.S. 
U.-Col. H. O. B. Brown-Mason, 
R A.M.C. 

M»j H R. Brown, I.M.S. 

E*j. A. rpitteler. I.M.S. 

Maj. 8. Anders n. I.M.S. 

Maj. F. c. Lambert, R.A.M.C. 


officers for distinguished 


Capt. G. Wilson, R.A.M.O. 

Capn. P. B Bbarucha, I.M.S. 
Capt. R. Clifford, I.M.S. 

Opt. K. E. Flowerdew, I.M.8. 
Capt. F. A. Koblnson, R.A.M.C. 
Capt K K Mukorji, I.M.S. 

Capt. J *>t«rtln, Ii A.M.O. 

Lt. K. V. Martin, I M.S. 

Lt F.T. Simpson, R.A.M.C. 

2nd Class Asst.-Surg. B. S. Shede 
3rd Class Assb.-Sarg. H. A. Cotton 


Military Orthopedics. 

Lieutenant-Colonel Robert Jones, R.A.M.C. (T.), has been 
appointed by the War Office Inspector of Military Ortho¬ 
paedics, and military hospitals will be organised and 
conducted under his supervision specially to deal with the 
injuries to limbs and joints of men wounded in the war. 
*ith the object of fitting them for civilian employment. 
The support and practical assistance of the British Red 
Cross have been secured for a scheme which those who have 
witnessed at the Roehampton Hospital what can be done in 
^ese directions know will have a valuable outcome. 


Medical Notes from the Salonica Force. 

A Field Ambulance Officer with the Salonica Force writes 
as follows:—Everyone is aware of the somewhat unique 
position of the Allies’ army around Salonica. The medical 
arrangements of the Salonica Force, after the retreat, have 
been carried out under conditions somewhat easier than those 
in a country where it has been necessary to plan and erect 
hospitals at the time when heavy fighting has already 
commenced. The outstanding feature of medical interest 
while British troops were in the Lake Doiran district was 
the amount of frost-bite—true frost-bite—cot the “frozen 
feet ” of France in the winter of 1914-15. At the present 
time the lines of communication are not long, but the 
similar medical units exist as in France—field ambulances, 
casualty clearing stations, stationary and general hospitals. 
The railroads and roads are few, and so transport of sick 
and wounded forms one of the difficulties of the medical 
service. The methods adopted to overcome these difficulties 
and the sanitation of the camps are the interesting topics 
to the medical man. 

The present tactics have made it possible to have all the 
hospitals and casualty clearing stations on good roads, and 
motor transport is available between these and the quay. 
In France motor ambulances were able to work with the 
field ambulances; in Greece that is not at present possible 
owing to the few roads in existence. The method of transport 
available will be mentioned later. The general hospitals are 
under oanvas and have been able to find good sites owing to 
the extent of open plain which exists on two sides of the 
town for some distance. 

The hospitals are occupied with treating the average 
influx of sick from the army. There is no outstanding 
disease, although a type of fever not simulating any text-book 
fever has been prevalent. It is of a relapsing type—hence 
comparable to 4 4 trench fever. ” It occurs in men of every 
age and commences suddenly with pyrexia of about 100° F., 
the pulse-rate rising correspondingly. The pyrexia lasts 
48 hours as a rule, and then an apyrexia period follows, 
lasting three, four, or five days; some observers state as 
long as seven days. Then a pyrexial period recurs lasting 
48 hours. Cases are established with three and four relapses. 
Symptoms are not plentiful and often limited to back pains 
and pains in the legs, particularly down the shins. No 
physical signs of anything abnormal in the circulatory, 
respiratory, and alimentary systems exist; a few observers 
record some cases with diarrhoea, but this is the excep¬ 
tion. The noticeable feature is the persistence of pains 
during the apyrexial period. There are no cases recorded of 
important complications, but patients require a considerable 
time to convalesce after several relapses of fever. Patho¬ 
logists have shed no light on the origin of the disease at 
present. The population of the town suffer from malaria, 
and this occurs in all the villages of the district. It appears 
that the worst months are August and September. Cholera 
occurs iu epidemics, the last two being in 1911 and 1913. 
All the medical officers are able to acquaint themselves with 
a knowledge of local diseases and conditions, owing to the 
early formation of the Salonica Medical Society, of which 
Surgeon - General W. G. Macpherson, C.B., is the president. 
This society meets weekly at each hospital in tnrn, and 
discussions and demonstrations lasting about two hours 
are eagerly attended. The proceedings will be published 
from time to time in the Jovmal of the Boyal Army 
Medical Corps. 

The success of the sanitary arrangements will be tested 
when hotter weather commences and flies begin to breed, 
but the details of these as carried out by the Salonica force 
are of interest, as are also the means of transport from the 
regiments and ambulances to the clearing stations, and with 
the aid of the few sketches here reproduced these will be 
described. 

Sanitation. 

The country around Salonica occupied by the army consists 
of a range of hills, in most places about 1000 feet above sea- 
level, with plain on each side of the range. These hills are 
broken up by many gorges, in each of which runs a stream 
after any fall of rain, and in the larger valleys always one 
finds a stream rushing down. The larger streams at this 
time of year increase to double their size after 12 hours of 
steady rain. The oonntry therefore possesses one outstanding 
advantage for camping sites—plenty of streams, and hence 
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a persistent water-supply at this time of year. On the other 
hand, the tendency for the water to stand on much of the 
level ground makes every camp wet unless properly drained. 

It has been somewhat easier to carry out sanitary arrange¬ 
ments in the Salonica army than in some fighting zones, for 
there has been no fighting in the present position. Regi¬ 
mental sanitation has not been difficult, for in most cases 
the regiments have been divided up, and a camp of under 
500 men with few horses and mules is not difficult to keep 
clean. In regard to the water, this is brought from the 
stream on mules, each mule carrying a metal urn covered 
with cloth on each side of the pack saddle, or a “pakkal,” 
which consists of a rubber bag inside a canvas valise. From 
these the water is poured into zinc tubs, each provided with a 
lid. In these tubs is placed chloride of lime to purify the 
water. The water, however, is extraordinarily pure. Most of the 
streams that have been tested have proved to be of excellent 
water. In fact, one gathers that the only water-supply that 
has been polluted at any time was one near the base ; in this 
case a pipe came from the stream to large storage tanks near 
a road, and from the tanks the water was drawn for sur¬ 
rounding units. The water is clear, and so clarification is 
not required except after a heavy storm, such as causes the 
streams to bring down mud with the water. In some places 
the purification of the water does not rest with the unit, as 
is usually the custom, but the divisional sanitary officer 
employs some of his orderlies to carry out the necessary 
purification of the water at the edge of the stream or beside 
the spring from which the water is drawn. This system has 
obvious advantages, and is carried out by having a series of 
zinc tubs beside the supply. These are kept full and the 
requisite quantity of chloride of lime added from time to 
time. By this method disease due to water contamination 
is unlikely to occur, but of course would affect a large 
number of men. A source of water which has not been 
mentioned is the ancient aqueduct. This sounds perhaps 
fabulous, yet several fine aqueducts still exist and show 
signs of modern workmanship. Each has a cross-section of 
about one square foot and is walled and roofed by good 
cement. The water is excellent, both clear and free from 
all salts and organisms. It flows uphill in places and forms 
part of the water-supply to the town. There is no chance 
of pollution of these aqueducts except at the small openings 
from which water is drawn. What quantity of water will 
be available from these natural sources in the hotter weather 
cannot be foretold. 

The disposal of all forms of refuse and excreta is a subject 
on which much has been written, and so many methods are 
adopted, each of which fulfils the same purpose. From 
-experience in France most units adopt the method of burning 

Fig. 1. 


C 




Incinerator showing method of heating water, a, Roof; b, mud walls 
C, chimney; n, biscuit-tin containing water. Size, 6 ft. square; 
incinerator, 6 ft. by 3 ft. by 2 ft. 

all solid refuse, and treating all liquids so that they will be 
absorbed by the earth from pits. Dealing first with solids, 
one finds that horse and mule dung predominates over all 
other refuse in the majority of units, as it is necessary to 
have mules for transport. This is dealt with by incinera¬ 
tion, thus preventing any accumulation of manure. The 
incinerator used in m ist units is about 4 feet square and 
4 feet high, and if one is insufficient several are built out of 
mud and stones. A new type is in use in some places con¬ 
sisting of a central support such as a biscuit tin and radiating 


iron strips fixed on pieces of wood protruding 18 inches from 
the ground. The iron strips are the bands fixing the fodder 
together, and about a dozen are required for the incinerator. 
The manure is thrown on to this and burns well, as it is 
raised off the ground and has a free draught from below. 
An ingenious incinerator has been devised, which serves a 
double purpose, the second one being to heat water for 
washing purposes. This is done by building with mud and 
stones round the incinerator an additional wall. It is only 
possible in a square or rectangular incinerator. Between the 
two walls the floor is raised with more mud, and on this are 
placed biscuit tins with water in them. It is found that 
when an incinerator is burning well the water is quickly 
heated, and six or eight tins of two gallons’ capacity can be 
heated at the same time. (Fig. 1.) 

Human excreta are dealt with in a similar manner to 
manure—i.e., incineration. Surgeon-General Macpherson 
takes a great interest in latrine systems, and while Director 
of Medical Services to the First Army in France he 
introduced a system of latrine, which became popular where 
it was in use. This type of latrine has become much more 
general in the units of the Salonica army, and is seen at its 
best at the New Zealand Stationary Hospital. Full details 
of the latrine were published last January in the Journal of 
the Royal Army Medical Corps. There are two tins (see 
Fig. 2), each consisting of half of a Pratt’s petrol tin. Each 

Fig. 2. 



Macpherson latrine system. Two half-tins in position, a, End of tin 
(everted to raise end); B, handle of wire; C, for urine; v, for farces. 

tin is placed on the ground with one end raised 4 inches, 
the two raised portions being together. A man squatting 
over these tins defecates into one and urinates into the 
other. That is not all. A piece of newspaper, about 
12 inches by 18 inches, is placed in the hindmost tin, and 
the stool is passed on to this ; when the man has completed 
his defecation it is then his duty to remove his own excreta 
from these tins. The front tin is emptied into a drain 
leading into a pit, so that the urine is absorbed by the earth. 
The newspaper is taken with the stool inside it and placed 
on a special incinerator. The tins are replaced in position, 
and a piece of paper laid on to the hindmost tin so as to be 
ready for the next man. The incinerator is kept in mo9t 
hospitals for dealing with feces alone. It is found that feces 
burn well with an odour to which all grow accustomed, and 
it has been likened to that of a bad Turkish cigarette. Some 
prefer to dry the feces at the side of the tin in which 
they are burning. Any quantity can be dealt with by this 
method. The advantage of burning feces is obvious, and the 
simple method of separating feces and urine facilitates 
their destruction by burning. Strict discipline is necessary 
for this latrine system to be worked, so that tins are never 
soiled. After a lecture and posting of rules how to use 
these latrines it has been found that they work excellently, 
especially if an orderly or convalescent patient is employed 
at the latrine to supervise the adherence to the rules. The 
advantages of the system are manifest when one realises 
that flies have no place to lay eggs in any fecal matter, for 
only a minute elapses between the passing of the stool and 
its disposal in the incinerator. Some units separate feces 
and urine by two tins under a seat, as a rule consisting of a 
V-shaped piece of wood placed on three uprights, the point 
of the V being in front. Prevention of breeding of flies is 
the object of all, and the chief point aimed at is the 
incineration of all solid matter. 

A matter of sanitary interest in this area is that during 
December and January whenever a unit went to a new camp 
site it was almost invariably necessary for them to remove 
carcasses from the ground. The Greek has a habit of driving 
a bullock, mule, pony, or donkey until the beast actually 
falls down dead. He then leaves the beast beside the road. 
Later he appears and removes the hide, leaving the carcass 
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on the spot. From the number of these carcasses one would 
imagine the mortality of the beasts of burden is high. The 
vultures attack the carcasses, and a most insanitary state of 
affairs exists until dealt with by our sanitary officers. 

Transport. 

As the tactics differ in trench warfare and fighting in 
mountainous country, so likewise the medical arrangements 
in toto suitable in France would be unsuitable for any army 
fighting around Salonica or in Bulgaria or in Serbia. Thus 

Fig. 3. 



Miller-James collapsible stretcher carrier. 

changes in the equipment and transport of field medical units 
of the Salonica force have been made to make units previously 
in the Dardanelles or France efficient to deal with sick and 
wounded in a country with geographical conditions differing 
from those which such units have formerly experienced. In 
France trench stretchers and motor ambulances were neces¬ 
sary accessories to the original equipment, but in the Near 

Fig. 4 



Mono-wheel Btretcher carrier. 

East improvisation of stretchers and modes of transport are 
necessary, as roads are few and hill tracks are all that can be 
depended on as a route for casualties from field units. Hence 
one finds the motor ambulance confined to a small area close 
to the sea. Horse ambulances (Mark VI. and Mark I.) can go 
further; the former is heavy, weighing tons, and in winter 
sinks deeply into the mud ; the latter is light and well 
sprung, and weighs $ ton, and is suitable for good hill tracks. 

Fig. 5. 



Simple travois (after Greenleaf). a. Shoe. 

Wheel stretchers are being modified that mules can pull 
them up tracks. In some cases shafts are fixed to these, and 
in others the traces are fixed to swingle-trees attached to the 
carriage. Three forms of wheel stretcher exist—the army type, 
the carriage, ambulance-stretcher, Mark I., which has large 
wheels; the Miller-James folding carriage, consisting of two 
motor-bicycle wheels and metal framework (Fig. 3), and a 
mono-wheel introduced during the last year, which consists 


of one motor-bicycle wheel and light folding framework. 
(Fig. 4). Travois are being made by units, and many 
different kinds were displayed at an exhibition in January. 
Some were cumbersome and others would not stand the 
trial given to them over a piece of rough ground. The 
essential requirements are that a wounded man may be able 
to lie on a stretcher (or improvised substitute) and be pulled 
by a mule with as little shaking as possible, the whole 
vehicle being able to get over ditches and rough ground. 
To suit these conditions it is found that the travois made out 
of green wood takes the first place. The simple travois, after 
the style of Greenleaf’s travois (Fig. 5), is not a great success, 
but the shock of going over rough ground is diminished 
50 per cent, by making one leg of the travois 1 foot 
to 8 inches shorter than its fellow. Another method of 
obviating this difficulty is to have a third and larger leg in 

Fig. 6. 



Harris travois. Patient lies between A and b on sack tilled 
with leaves. 

the centre, which only comes into use on uneven ground and 
diminishes the shaking of the patient greatly. (Fig. 6.) 
Manufacture of these conveyances is facilitated by the 
quantity of wood in many of the places which ambulances 
have chosen for their dressing stations. 

Mule transport for patients is useful for such as need not 
travel lying down. A strong mule is required to carry two 
patients sitting in cacolets, one patient on each side of the 
pack-saddle. (Fig. 7.) This is not an uncomfortable chair, 

Fig. 7. 



a. Pack saddle ; B, leather cushion ; c, collapsible Iron frame 
i», strap; K. foot support. 

and the stronger mules work readily if the weight is equally 
balanced. Litters have been made to fix to the pack-saddles, 
one litter each side of a mule or two between two mules. 
Stretchers are not adaptable for fixing on to mules for 
transport of lying-down cases. It is more than probable 
that the lying-down case will experience great hardship as 
he is evacuated. 

To sum up the available transport:—I. In any locality: 
(1) hand-carriage—( a ) on army stretcher (Mark II.), (ft) on 
trench stretcher in which patient’s back is supported against 
the back of the front bearer; (2) wheel-stretcher— (a) mono¬ 
wheel, (ft) two-wheeled, either may be pulled by a mule; 
(3) travois ; and (4) litters. II. Where tracks exist: Horse 
or mule ambulances— (a) heavy, and (ft) light. III. Where 
roads exist: Motor ambulances. 
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OBITUARY OF THE WAR. 


JOHN TEMPLE LEON. M.D., B.Sc. Lond., M.R.C.S., 
L.R.C.P. Lond., D.P.H. Camb., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS (T.). 

Captain John Temple Leon, who died at Southsea on 
March 30th from cerebro-spinal meningitis, contracted from a 
military patient under his care, was 50 years of age. He 
started with the intention of being a scientific chemist, and 
after leaving Clifton went to Germany. Subsequently he 
entered at University College, London, where he was 
Tufnell scholar in 1885. Two years later he graduated as 
B.Sc. Bond., and in 1890 was appointed assistant lecturer on 
physics and demonstrator of chemistry in St. Mary’s Hospital 
Medical 8chool. After holding those appointments for 
three years he commenced his medical studies at St. Mary’s, 

where he had a 
successful career, 
graduating as M.B. 
Lond. in 1896 and 
D.P.H Camb. in the 
following year. After 
qualifying he was 
appointed on plague 
duty in India, where 
he did useful work in 
collaboration with 
Professor Haffkine. 
Subsequently he served 
throughout the South 
African War and was 
for the greater part 
of the time attached 
to No. 8 General Hos¬ 
pital at Bloemfontein. 
On his return from 
South Africa he was 
for a time assistant 
medical superin- 
tendent of Paddington Infirmary, after which he settled 
in practice at Southsea and was shortly afterwards appointed 
honorary assistant physician to the Royal Portsmouth and 
Gosport Hospital. On the outbreak of the present war he 
was mobilised as captain in the Royal Army Medical Corps (T.) 
and was appointed sanitary specialist officer for Portsmouth. 
His duties involved the inspection of the sanitation of 
the various camps in Hampshire, and the carrying out 
of the bacteriological work in connexion with the various 
epidemics that arose. He worked assiduously at these 
posts, and there is no doubt that his death was due 


to his unsparing devotion to duty. He had for several weeks 
been thoroughly overworked, and proved susceptible to 
infection from a severe case of cerebro-spinal meningitis. He 
first showed the symptoms of the disease on March 20th. It 
rapidly acquired a virulent form, and in spite of tue devoted 
attention that he received from his colleagues, Lieutenant- 
Colonel C. F. Routh and Major C. A. S. Ridout, he died ten days 
later. He leaves behind him the record of a brave man who 
worked unsparingly for his country, whilst the medical pro¬ 
fession in Hampshire is the poorer for an excellent physician 
and an able bacteriologist. _ 

RONALD WINGRAVE DUNCAN, L.R C.P., L.R.C.S. 
Edin., L.F.P.S. Glasg., L D.S. R.C S. Edin., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain Ronald Wingrave Duncan, who was killed in 
action in Mesopotamia, at the age of 33, received his 
medical and dental 
education in Edin¬ 
burgh. After qualify¬ 
ing in 1906 he held 
appointments at the 
West Bromwich 
District Hospital ; 
balford Royal Hos¬ 
pital ; Norfolk and 
Norwich Hospital ; 

David Lewis Epileptic 
Colony, Alderley 
Edge ; Monsall Fever 
Hospital, M a n- 
chester; and Lady- 
well Sanatorium, 

Salford. He left the 
last appointment in 
November, 1914, to 
take a commission 
in the Royal Army 
Medical Corps. He 
was attached to the 
2nd Black Watch, Bareilly Brigade, Merut Division, Indian 
Expeditionary Force. 

Dr. James Fletcher writes of him : “ Mr. Duncan was a 
most pleasant and capable colleague to work with, and though 
naturally of a very retiring disposition he was a thorough 
sportsman, with a keen sense of humour, which found its 
full vent when in congenial company. His extremely 
kindly disposition and sympathy for others endeared him 
to his patients and the staff, and I shall always 
have the happiest recollections of my association with 
him.” 




The Recruiting of Pharmaceutical Chemists. 

The following provision has been substituted for that 
previously in force as regards chemists dispensing under 
the National Insurance Acts :— 

Men lawfully and habitually engaged in dispening medi¬ 
cines to be exempted if agreed to be indispensable for the 
needs of the population by the Military Representative, after 
consultation with the Insurance Committee for the area/ 
or if recommended by the National Health Insurance 
Commission and approved by the Army Council. 

* The Insurance Committee shall consult the Pharma¬ 
ceutical Committee before deciding which cases to recom¬ 
mend for exemption. 

This provision places the Insurance Committee for the area 
in a position of responsibility as regards the dispensing 
service of the whole of the civil population, and not solely 
as regards the dispensing service of insured persons ; but the 
National Health Insurance Commission points out that the 
proper consideration of the insured must necessarily involve 
attention to the needs of the civil population as a whole, 
since it is doubtful whether in any circumstances the require¬ 
ments of insured persons could be adequately served unless 
the available chemists were in a position to cope simul¬ 
taneously with the needs of the uninsured. The Insurance 
Committees are therefore enjoined to consult with the 
Pharmaceutical Committee a. k to the list of persons to be 
recommended to the Military Representative for exemption, 
and in the event of any disagraement between the Insurance 
Committee and the Military Representative as to the exemp¬ 


tion of any of the persons whom the Committee, after con¬ 
sultation with the Pharmaceutical Committee, consider to 
be indispensable, the question can be referred to the Com¬ 
missioners. 


Soldiers and Sailors Dental Aid Fund. 

The committee of this fund announces the termination 
of its work, as from March 11th. Sir Arthur May, Director- 
General of the Naval Medical Service, has informed the 
committee that the Admiralty will supply artificial teeth, 
if necessary, to all sailors and recruits for the navy and 
all the overseas men. The War Office has decided to supply 
artificial teeth, if necessary, to all overseas men, but not 
to the home-service army. The committee can congratulate 
itself upon the success of its efforts on behalf of the two 
services; the appreciation of its work has been constantly 
expressed by the authorities. The report of the work of 
the committee shows that since its inception the fund 
has dealt with over 11,000 fighting men, and this without 
paying salaries, rent, rates, or taxes. Owing to the 
patriotism of the press and the generosity of the sup¬ 
porters of the fund no expenses have been incurred in 
advertising. Since November, 1915, the committee has 
paid for all the artificial teeth of the home-service men. 


Among the new justices of the peace for the 
County of London is Mr. Morgan I. Finucane, surgeon and 
barrister, of Ashley-place, S.W. 
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University op Oxford.—T he following degree 
has been conferred 

Doctor of Medicine —Alfred Leslie Pearoe Qould, Cbr. Church. 

Examining Board in England by the Royal 
Colleges of Physicians of London and Surgeons of 
England.— A(> the Second Professional Examination in 
Anatomy and Physiolology held on March 30th and 31st, and 
April 3rd and 4th, 78 candidates presented themselves, of 
whom 56 were approved and 22 were rejected. The following 
are the names and medical schools of the successful 
candidates:— 

Yenny Abdel- Messiah. King's College; Abraham Abelson and Norman 
Dyer Ball, University College ; Margarita Sargood Barfield, London 
8chool of Medicine for Women; Jules Samuel Borucbowitz, 
Brussels University and University College; Jean Auguste Andre 
Bouic, Guy's Hospital; Osmond Hayman Brown, Channg Cro«s 
Hosplttl and King’s College; Norman Carwanline Cooper, Bristol 
University; Andrew Normwn Macdonald Davids >n and Evan 
8herrab Davies. King’s College; Frank Swinburne Drewe, 
8t. Thomas’s Hospital; Abraham Eldinow, London Hospital; 
Frederick Knowles Escritt, Guy’s Hospital; Frederick Augustus 
Bvans. London Hospital; Paul Faraci. Beirut and King’s College; 
John Eskdale Flshburn. Guy’s Bospital; James O'Farrell Fletcher, 
8t. Mary's Hospital; Richard Gainsborough, Oxford University ; 
Edwin S to well Gawne. Liverpool University ; Nannie Gibson, 
London School of Meiicine for Women; Cnapple Gill-Carey, 
Guy’s Hospital ; Philip Eldon Gor-t. Liverpool University; 
Lawrence Bandy, St. Bartholomew's Hospital ; Herbert 
William Hill and Tom Robert Ernest Hlllier, Middlesex 
Hospital; Anthony Bancroft Isaacs, St. Thomas’s Hospital; 
George Henry Johnson, Middlesex Hospital; Ernest Francis 
Kerby. Guy’s Hospital; H»jl Hy derail Khan. Bombay University 
and Guy’s Hospital; Francis Wharton Le marc hand, St. Bartholo¬ 
mew's Hospital; Pierce Lloyd-Wllliams. Douglas McClean, and 
John Joseph Myles MacDonnell, St. Thomas’s Hospital; Charles 
Moffatt, Guy’s Hospital; John Stephen Moore, St. Thomas's Hos- 

g ital; Arthur Richard Neckles, Guy’s Hospital; Clement Nicory, 
t. Thomas’s Hospital; Arthur Gordon Ord. Guy’s Hospital; 
Leonard Duncan P^rteous, St. Bartholomew’s Hospital; Percival 
George Quinton and Walter Ernest Quitman, Universi y College; 
David Hesketh Richards and Enoeh Sanders, Liverpool University ; 
Malcolm Catchlck Sarkies, Henry Meams 8*very and Walter 
Manley Savery, Middlesex Hospital; Ernest Algernon Sparks, 
Bt. Thomas’s Hospital; Victor Alexander Trevor '•pong, St. 
Bartholomew’s H<«pital; Graham McKim Thomas, Guy’s Hospital; 
John Henry Tigbe, Birmingham University; Bertie Moorwood 
Tonkin, Guy’s Hospital; William Stephen Tunbridge, Oxford Uni¬ 
versity and St Bartholomew’s Hospital; Jacob Eliza de Villlers 
Van der Merwe, Guy’s Hospital ; Frederic Fr-ncla Wheeler, 
8(. Mary’s Hospital; Herbert Edward Williams, London Hospital; 
and Robert Wolff, Middlesex Hospital. 

Royal College of Surgeons of England.— 
At the Preliminary Science Examination for the Licence in 
Dental Surgery, held on March 28th, 29th, 30th, and 31st, the 
following candidates were successful:— 

Chemistry and Physics.— Alfred Meredytli Bennett, Westminster 
8chH>l; John Heath Broadhead, Technical College, Darlington, 
and Bootham School, York; Christopher Egbert George Bus bridge, 
' Plymouth Technical School; Harold Edward Fus»e11, County 
School, Wrexham ; Graham Murr-ty-Sbirreff, Bristol University; 
Harry Sydney Kemp Seal, University College; Victor Leslie 
Simpson, Polytechnic Institute; William Sandford Waid, Eastern 
District Secondary School, Douglas ; John William Ernest Wnrren, 
Birkbeck College ; James Andrew Whittle. Royal Dental Hospital; 
Norman Buist Wells, Municipal College, Bournemouth; and 
Frank Woodford, Guy’s Hospital. 

Chemistry.— John William Kewley Cain, Eastern District Seonndary 
School. Douglas; and Allistair Hyland Grieve, Birkbeck College. 
Physics.— William Thomas Lloyd Douglas, London Hospital; and 
Thomas Edward Hoggins, Birmingham University. 

Society of Apothecaries of London.—A t exa¬ 
minations held recently the following candidates were 
successful:— 

Primary Examination, Part II. 

Anatomy.— W. M. Anthony, St. Tbomis’s Hospital; G. E. Aspin- 
wall, Cambridge and Guy’s Hospital; W. A. Bibby, Manchester; 
T. L. Bonar, Cambridge and Middlesex Hospital ; J. Brodetsky, 
London Hospital; K. R. Chappie. St. Bartholomew's Hospital; 
B. 8. Davies nnd it. A. Dyer, King’s College; J. Gordon, Leeds; 
J. Gorsky, King’s College; W. R. G. Harris, London Hospital; 
R. A. Hickley, St. Mary’s Hospital; A. R. Hill and O. S. Hillman, 
Middlesex Hospital; C. Holmes, Liverpool; R. E. Jenkins, 
London Hospital; E. F. J. Jones, Cardiff; R. M. Jones, Llver- 

r l; F. W. Kemp, Charing Cross Hospital and King’s College; 

H. Kettlewell, Bangor and Middlesex Hospital; W. Kilroe, 
Guy’s Hospital; P. Lloyd Williams, St. Thomas's Hospital; L. 
Lyme, Guy’s Hospital; J. J. M. MacDonnell and J. 8. Moore, St. 
Thomas’s Hospital; G. K. Morgan, Oxford and London Hospital; 
H. S. Morris. Guy’s Hospital; W. R. Ranson, Middlesex Hospital; 
G. V. RiebardB. Guy’s Hospital; S. Robinson, Belfast; A. H. 
ShelBwell and H. W. Southgate, Guy’s Hospital; E. A. Sparks, St. 
Thomas's Hospital; J. Stephen, Manchester; A. C. Teuton, St. 
Mary’s Hospital; C. de B.Thomson, Middlesex Hospital; audA.E. 
Young, Bristol. 

Physiology.— W. M. Anthony, St. Thomas's Hospital; G. B. Aspin wall, 
Cambridge and Guy's Hospital; J. Brodetsky, London Hospital; 


B. 8. Davies and J. Gorsky, King’s Hospital; W. R. G. Harris, 
London Hospital; A. R Hill and O. S. Hillman, Middlesex 
Hospital; O. Holmes, Liverpool; R. B. Jenkins. London Hospital; 
B. F. J. Jones Cardiff; F. W. Kemp, Charing Cross Hospital and 
King’s College; J. S. Lewis, St. Mary’s Hospital; P. Lioyd- 
William8. St. Thomas’s Hospital; L. Lyne, Guy’s Ho pltal. J. J. M. 
MacDonnell and J. S. Moore. St. Thomas’s Hospital; G. E. Morgan, 
Oxford and London Hospital; H. S. Morris. Guy'B Uo-piral; W. R. 
Ran-on, Middlesex Hospital; G. V. Richards, A. H. abelswell, and 
H. W. Southgate, Guv’s Hospital: E. A. Sparks, 8t. Thomas’s 
Hospital; A. 0. Teuton, St. Mary’s Hospital; and A. B. Young, 
Bristol. 

Primary Examination, Part I. 

Biology.— K. J. H. Davies, Guy's Hospital; and H. T. M. Price, 
Birmingham 

Chemistry.— K. J. H. Davies. Guy’s Hospital. 

Materia Mcdica and Pharmacy.— L. B. A. B Parr, Cambridge and 
King’s College Hospital; and T. F. Reason, 8t. Mary’s Hospital. 

London School of Tropical Medicine.—A t the 
examination of this school at the termination of the fiftieth 
session (January-April, 1916) the following candidates were 
successful :— 

W. N. Leak (distinction, highest marks, Duncan medal). H. Bayon 
(distinction), Miss V. G. Field, B. A. Blok, and J. A. Beela. 

University of Manohester.—T he following has 
obtained the Diploma in Public Health : Harold Heatncote, 
M.B., Ch.B. Manch. 

Royal College of Physicians of Edinburgh, 
Royal College of Surgeons of Edinburgh, and Royal 
Faculty of Physicians and Surgeons of Glasgow.— At 
examinations held recently the following candidates were 
successful :— 

First Examination. 

Thomas Arnoldus du Toit, Robert Berry Forgan, William Harvie 
Kerr, Richard Francis Kerr, Lizzie Robertson Clark, Mayberry 
Hugh Carleton. Jung Bahadur Singh, and George Ooote Field. 

Biology. - Peter Edwin Malloch. 

Chemistry.— John Murray and Andrew Wood Smith. 

Second Examination. 

Albert Ernest Hempleman, Reginald Edward Hopton, Arthur 
Stanley Hughes, BduArd Louis A iendorff, Rebecca Goodman, John 
Kohler Steel, and william Gibb. 

Anatomy. — Hugh William Howatson. 

Physiology.— Jacob Johannes van Niokirk, Gordon Spivey Woodhead, 
and James Foster Cook. 

Third Examination. 

Cecil Vale Sam well, Ernest Ebenezer Bronstorph, George Patrick 
de Silva, Henry Shaw, Andrew Inglis Meek, and Christopher 
Robert Cecil Moon. 

Pathology. —Mahmoud Abdel Kader Mofroh, Biiza Jean Stuart, 
Patabendimuhandirange Martin Fernando, and Donald Stewart. 

Materia Mcdica.— Daniel Cornelius Howard. 

Final Examination. 

Zacbariah Albert Green, James Edward Ainsley, John Cardew 
Bed well, Harold Cranwell Alovsius Haynes, Bertram Conrad 
Haller, James Byrne, James Virgtl Reynolds Rohan, Salamon 
Julius Abrahams, James Blackburn, Charles Harris, Andrew Gaston, 
and Robert Christian WilBon Spence. 

Medicine.— Stanley Wall Hoyland. 

Surgery.— John Joseph Curtin. 

Midwifery. - John Adami and John Joseph Curtin. 

Medif 'al Jurisprudence.— John Herbert Blackburn, Reginald Vincent 
Clarke, Charles George Book, William MoBlroy, and Maurice 
Andrew White. 

University of Glasgow.—A t the Fourth (Final) 
Professional Examination for the Degree of M.B., Ch.B., the 
following candidates were successful:— 

•William Dick Allan, John Alston, William Baird, Christina Blair 
Buchanan, liuncati Cameron, * Joseph Chalmers, Douglas Hamilton 
Coats, William Kerr Connell, Alexander Finlay Cook, Archibald 
Shankland Cook, W dter Gow Cook, John Norman Cruickshank, 
Andrew Davidson, Jane Beattie Davidson, *John Dunbar, James 
Brown Fisher, Matthew Malr Frew, Thomas Ronald Fulton, 
William Hamilton Gibson, Jessie Crawford Gilchrist, John 
Glaister, James Scott Kinross, tGeorge Klrkbope, William Joseph 
Brown Lavery, Robert Linfay, M.A., Dorothy M’Cubbin, James 
Wallace Maclarlane, John Maclnnes, Keith Stuart Macky, 
Duncan M’Laren, Elizabeth 8tewart Martin. Frederick Robertson 
Martin, James M’Donald Matbeson, William Watson Morrison, 
Alexander Morton, William O'Brien, James Alexander Paterson, 
Thomas Smith Paterson, James Herbert P ul, M.A., B.Sc., William 
James Poole, Thomas Joseph Desmond Quigley, James Richardson. 
Alexander Wilkie Kitchie, George William Honaldson. "Mary Helen 
Routledge, Mary Ishbel Sinclair, JJane Stalker, William Mitchell 
Stewart, John Lawrence Torley, Robert Smellie Weir, *011 ve Alan 
Whittlngham, and "Marion Bail lie Darling Wilson. 

" Distinguished in Midwifery, 
t Distinction in Surgery and Clinical Surgery. 

1 Distinction In Medicine and Clinical Medicine. 

Typhoid Fever along the Shannon.—D uring 
the past winter, as in several successive years, large stretches 
of country on either side of Qie Shannon have been flooded, 
and for several weeks the ^praesteads on the banks have 
been submerged in several 'feet of water and have been 
evacuated. On the return offthe inhabitants to their homes 
this year an outbreak of typhoid occurred in the recently 

flooded areas near Athlone. **• 

« 
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Royal Commission on University Education in 
Wales. —His Majesty the King has been pleased to approve 
the appointment of a Royal Commission on University 
Edncation in Wales. The terms of reference of the Com¬ 
mission are as follows: 44 To inquire into the organisation 
and work of the University of Wales and its three con¬ 
stituent colleges, and into the relations of the University to 
those colleges and to other institutions in Wales providing 
education of a post-secondary nature, and to consider in what 
respects the present organisation of university education in 
Wales can be improved, and what changes, if any, are 
desirable in the constitution, functions, and powers of the 
University and its three colleges.’* The following are the 
names of the persons appointed to serve on the Commission: 
The Right Hon. Viscount Haldane of Cloan,O.M.,K.T.,F.R.S., 
LL.D., chairman; Professor W. H. Bragg,F.R.S.,M.A., D.Sc., 
Quain professor of physics in the University of London; 
the Hon. W. N. Bruce, C.B., a principal assistant secretary 
under the Board of Education; Sir Owen M. Edwards, 
M.A., Chief Inspector of the Welsh Department of the 
Board of Education ; W. H. Hadow, M.A., D.Mus., Principal 
of Armstrong College, Newcastle ; A. D. Hall, M.A., F.R.S., 
a Commissoner under the Development Act; Sir Henry 
Jones, M.A., LL.D., D.Litt., professor of moral philosophy 
in the University of Glasgow; Sir William Osier, Bart., 
F.R.S., M.D., D.Sc., LL.D., D.C.L., Regius professor of 
medicine in the University of Oxford ; and Miss Emily 
Penrose, M.A., Principal of Somerville College, Oxford. The 
secretary to .the commission is Mr. A. H. Kidd, of the Board 
of Education, to whom all communications should be 
addressed. 

Petrol Consumption by Irish Medical Men.— 
An inquiry has been issued from the office of the Lord Lieu¬ 
tenant of Ireland to all medical men, who are asked to state 
on a form their consumption of motor spirit and the type of 
car or motor cycle used by them. After these returns have 
been collected it will be decided what amount of spirit each 
medical practitioner will be entitled to receive during 
war time. 


Ijarliantentarg Intelligence. 


NOTES ON CURRENT TOPICS. 

The Local Government (Emergency Provisions) Bill. 

Two clauses in this Bill have special relation to medical 
men. One of these clauses, provisions as to the notification 
of diseases, reduces the fee payable to a practitioner for the 
notification of a case of infectious disease from half-a-crown 
to one shilling. When the Bill was in Committee in the 
House of Commons on Tuesday, Sir Philip Magnus 
moved an amendment to the effect that the fee should 
remain unchanged except in the case of measles. Mr. 
Hayes Fisher, the Parliamentary Secretary to the 
Local Government Board, resisted the amendment. 
The proposal to reduce the fee came from the Retrench¬ 
ment Committee, and he was afraid that he could hold 
out no hope that the Local Government Board would 
forego the clause, at any rate for the period of the war. The 
amendment was negatived without a division and the clause 
was agreed to. 

The text of the clause is in the following terms: “ Not¬ 
withstanding anything in the Infectious Diseases (Notifica¬ 
tion) Act, 1889, or in any other Act, or in any Order of the 
Local Government Board, the following provisions shall 
have effect: (a) The fee to be paid to a medical practitioner 
for a certificate or notification sent by him to a medical 
officer of health in respect of a case of disease to 
which the Act or Order applies, occurring in his 
private practice, Bhall be one shilling and no more ; (b) Every 
case of infectious disease occurring in any building, tent, 
van, shed, or similar structure in the occupation of any of 
His Majesty’s forces, or of any person employed by or under 
the Admiralty, the Army Council, or the Minister of Muni¬ 
tions shall be notified to the medical officer of health of the 
district by the medical attendant if it would have been his 
duty to notify it if it had occurred elsewhere; and the local 
authority shall pay to the medical attendant (unless he is a 
medical officer or practitioner who holds a commission in 
any of His Majesty’s forces or is employed by the Admiralty 
or Army Council and is prohibited from engaging in private 
practice) for the certificate or notification a fee of one 
shilling, whether the case occurs in his private practice or 
otherwise.” 

Another clause in the Bill has reference to the payments 
by county councils in respect of the salaries of medical 
officers. *It runs ” If a temporary substitute is appointed 
with the sanction of the Local Government Board to replace 
any medical officer of health or inspector of nuisances who 
has been granted leave of absence in accordance with the 
provisions of this Act to serve in or with His Majesty’s 


forces, the county oouncil shall be liable under paragraph 
(c) of subsection (2) of section twenty-four of the Local 
Government Act, 1888, to pay to the local authority one half 
of the sum actually paid by the local authority to the 
medical officer or inspector of nuisances so replaced or his 
wife or other dependants nominated by him under this Act, 
and of the salary of the temporary substitute as sanctioned 
by the Local Government Board, taken together.” 

The Bill has passed through Committee and been reported 
with amendments to the House. 


HOUSE OF COMMONS. 

Wednesday, April 5th. 

Royal Commission on Venereal Diseases. 

Mr. King asked the Chief Secretary to the Lord Lieu¬ 
tenant of Ireland whether his attention had been drawn to 
the recommendations in the report of the Royal Commission 
on Venereal Diseases with respect to the examination of 
prisoners; whether it was his intention to carry them into 
effect in Ireland, and whether he would give an undertaking 
that no female prisoner or female person detained in a 
Borstal institution would be locally examined except by a 
woman doctor.—Mr. Birrell wrote in reply : So far as the 
General Prisons Board for Ireland is concerned no difficulty 
will be made in giving effect to the recommendation of the 
Royal Commission on Venereal Diseases that where the 
medical officer of a prison considers that an examination of 
a woman is necessary, it should only be made by a woman 
doctor. In the only prison that is wholly occupied by women 
prisoners in Ireland the medical officer is a woman. 

Thursday, April 6th. 

Artificial Limbs for Soldiers and Sailors. 

Mr. Forster (Finaucial Secretary to the War Office) 
informed Mr. W. Thorne that artificial limbs were supplied 
in kind at Government expense to disabled soldiers and 
sailors, and the recipients were fully maintained in hospital 
at public expense while they were being fitted. 

The Health of Munition Workers. 

Replying to Major Astor, Dr. Addison, Parliamentary 
Secretary to the Ministry of Munitions, said : The girls and 
women at Messrs. Vickers’s works at Erith, who have been 
recently changed from the three-shift to the two-shift system, 
were not medically examined prior to making this change. 
There is, however, a qualified medical man in residence 
close to the works who has been specially appointed to look 
after the health of all the firm’s workers, and he has a 
surgery, first-aid station, and the assistance of a qualified 
nurse.' 

Major Astor asked the honourable gentleman how many 
controlled establishments where women were employed had 
changed from three 8-hour shifts to two 12-hour shifts since 
the recommendations of the Health of Munition Workers 
Committee recommending 8-hour shifts were published.— 
Dr. Addison answered: So far as I am aware only one 
establishment—namely, Messrs. Vickers, Limited, of Erith, 
have changed their system of shifts for their women 
employees from a three to a two-shift system since the issue 
of tneflealth of Munition Workers Committee’s memorandum 
on the subject of hours of work. My honourable friend 
should understand that under the system introduced there 
work is confined to six days a week, and that the total 
working hours per week are from 58 to 60. One of the chief 
reasons which induced the Minister of Munitions to agree to 
this experiment, after a careful report by a leading Home 
Office inspector, was that the weekly rest time was increased 
from 16 continuous hours to 26 in each of the first two weeks, 
and from 24 to 48 in the third week. 

Mr. Ashley : Surely 60 working hours a week are too much 
for girls to work even on munitions ?—Dr. Addison : I agree, 
but that is within the limits of the Home Office regulations 
and the Munition Workers Committee’s recommendations. 

Mr. Lewis Haslam asked whether the recommendations 
of the Health of Munition Workers Committee with regard 
to ventilation and mechanical devices for ensuring workers 
against the inhalation of poisonous fumes, etc., were being 
carried out with the cooperation and under the guidance of 
the factory inspectors’ department at the Home Office.—Dr. 
Addison said in reply: The precautions in question 
recommended by the Committee are, I understand, already 
being enforced by the inspectors of the factory department of 
the Home Office as a part of their general administration. 

Dr. Addison, replying to a further question by Mr. 
Haslam, stated that the exercise of compulsory powers to 
prevent the continuance of evils indicated in the reports of 
the Committee had not been hitherto found necessary, but 
if occasion arose the Minister of Munitions was prepared to 
take this course. 

The Nary Medical Service. 

Mr. Aneurin Williams asked the Secretary to the 
Admiralty how many qualified medical men were now 
employed in connexion with the navy —Mr. Macnamara 
wrote in reply: The number employed is 1118. This does 










846 The Lancet,] NOTES, SHORT COMMENTS, AND ANSWERS TO CORRESPONDENTS. [April 15,1916 


MANCHESTER NORTHERN HOSPITAL FOR WOMEN AND CHILDREN, Park- 
place, Cheetham Hill-road.—Female House Surgeon. Salary £120 
per annum, with apartments and board. 

Manchester Royal Infirmary.— Resident Medical Officer and Resi¬ 
dent Surgical Officer. Salary £225 per annum each. Also Assistant 
Resident Surgical Officer, Accident Room House Surgeon, and 
Resident Medical Officer (Central Branch). Salary £200 per 
annum In each case. 

New Hospital for Women, Buston-road, N.W.—Female Temporary 
Assistant Surgeon for six months. 

Newcastle-upon-Tyne, Royal Victoria Infirmary.— Four Resident 
House Physicians, Four Resident House Surgeons, Resident 
Accident Room House Surgeon, Resident House Surgeon to Aural 
and Ophthalmic Department, Resident House 8urgeon to Skin and 
Gynaecological Department, and Resident House Surgeon to Out¬ 
patient Dressing Department. 

Northampton General Hospital.—Two House Surgeons. Salary £150 
per annum each, with apartments, board, washing, and attendance. 

Putney Hospital, Lower Common, S.W.—Resident Medical Officer. 
Salary £150 per annum, with rooms, board,and laundry. 

Queen’s Hospital for Children, Hackney-road. Bethnal Green, B.— 
House Surgeons for six months. Salary £100 per annum, with 
board, residence, and washing. 

Rochester, St. Bartholomew’s Hospital, Kent.—Senior Resident 
House Surgeon. Salary at rate of £300 per annum. 

Salisbury General Infirmary.— Assistant House Surgeon, un¬ 
married. Salary £100 per annum, with board, lodging, ana washing. 

Sheffield, Jessop Hospital for Women.— Female Junior House 
Surgeon, unmarried. Salary £80 per annum, with board, 
residence, and laundry. 

Sheffield Royal Infirmary.— House Physician. Salary £120 per 
annum, with board and residence. 

Southampton Free Eye Hospital.— House Surgeon. Salary £100 
per annum, with board, lodging, and laundry. 

Vkntnor, Isle of Wioht, Royal National Hospital for Con¬ 
sumption and Diseases of the Chest.— Assistant Resident 
Medical Officer. 

Victoria Hospital for Children, Tite-Btreet, Chelsea, 8.W.—House 
Surgeon. Salary at rate of £200 per annum, with board and lodging. 

Warwickshire and Coventry Joint Committee for Tuberculosis. 
—Resident Medical Officer for B ram cote Sanatorium, near 
Nuneaton. Salary at rate of £250 per annum, with board, Ac. 

West Ham and Eastern General Hospital, Stratford, E.—House 
Physician. 

Winchester, Royal Hampshire County Hospital.— Female Assist¬ 
ant House Surgeon. Salary £1C0 per annum, with residence, 
board, and washing. _ 

The Chief Inspector of Factories, Home Office, London, 8.W., gives 
notice of a vacancy for a Certifying Surgeon under the Factory 
and Workshop Acts at St. Faith's, in the county of Norfolk. 


®arriagts, anb gtatjp, 


BIRTHS. 

Cox.—On April 9th, at 8, Ellerdale-road. Hampstead, to Dr. and Mrs, 
R. J. H. Cox, C.M.S.. Bannu. N.W.F.P., India, a daughter. 

Dykbs.— On March 28th, at the Nursing Home, College-avenue, 
Maidenhead, the wife of T. Campbell Dykes, L.D.S., Dental 
Surgeon, of a daughter. 

Reiohardt.— On April 4th, at Dorset House, Ewell, Surrey, the wife 
of E. N. Relchardt. M.D. Lond.. of a son. 

Wheaton.— On April 9th, at Rastcll-avenue, 8treatham-hill, S.W., the 
wife of S. W. WheatOD, M.D. Lond., F.R.C.P. Lond., of a daughter. 


MARRIAGES. 

Denham—Briggs.— On April 11th, at Trinity Presbyterian Church, 
Kensington, Captain Charles Holmes Denham, R.A.M.C., to Irene, 
youngest daughter of the late James Cronshaw Briggs, of The Firs, 
Cheadle, Cheshire. 

Habty—Clark.— On April 8th, at All Saints Church, Nottlng-hlll, 
John Percy Ingham Harty, M.B. Irel., F.R.C.S. Eng., Captain, 
R.A.M.C. (T.), to Helen Dorothy, second daughter of Mr. and Mrs. 
J. G. Clark, of Iadbroke-gardens, W. 

Johnstone—Grahame.— On April 4th, at St. Columba’s, S.W.. Thomas 
Johnstone, M.D. Edin., M.H.C.P. Lond., of Harrogate, to Agnes 
Mary Grahame, of Rlpon, daughter of the late John Anthony 
Grahame, of Westminster and 8uasex-garden8, W. 

Smith—Aokerley.— On April 6th, at St. Matthew’s Church, 8urbiton, 
Austin Nlmmo Smith, Captain. R.A.M.O , to Muriel Alice, daughter 
of Dr. R. Ackerley, of Llandrindod Wells. 

Smith—Mallinbon.— On April Uth, at Walthamstow, Philip 8mith, 
Captain, R.A.M.O., to Evangeline Dorothea, younger daughter of 
William Mallinson, J.P.f of The Limes, Walthamstow. 


DEATHS. 

Blades.— On April 9th, at 182, Clapham-road, Charles Corbett Blades, 
M.D., in his 82ndyear. 

Brice.— On April 5tb, at Swansea, Major Ernest Brice, R.A.M.O., 
M.R.C.S., aged 52 years. 

Cole —On April 11th. of wounds received on March 22nd, Major A. H. 
Cole, F.R.C.S., aged 46 years. 

Phelps.— On April 8th, at Baxter-gate. Loughborough, Philip Phelps, 
M.R.C.S. Eng.. F.R.C.P. Edin , L.M.,aged 63 years. 

Powell.— On April 5th, H. Fit/Gerald Powell, M.D. St. And., 
F.R.C.S. Edin., Surgeon, Throat Hospital, Golden-square, W. 

Killed on Duty. 

Nichol.— On April 5th, accidentally killed while flying at night on 
the North-East Coast of England, John Nichol, aged 22, Lieutenant, 
Royal Scots Fusiliers, and Flying Officer, Royal Flying Corps, 
second son of Dr. ami Mrs, Nichol, of Margato. 

N.B.—A fee of 5s. is charged for the Insertion of Notices of Births , 
Marriages, and Deaths. 


JMes, Comments, ait^nsfoers 
to Correspondents. 

CHOLERA IN THE MALAY STATES. 

Reports lor the year 1914 on the States of Kedah, Perlis, 
Kelantan, and Trengganu have been laid before the Houses 
of Parliament. The territories in question are portions of 
the Malayan Peninsula not included in the Federated 
Malay States, but the rights of their protection, administra¬ 
tion, and control were transferred by Siam to Great 
Britain by the Anglo-Siamese Treaty of March 10th, 1909. 
Kedah, which lies on the west coast of the Peninsula, and 
includes the Langkawi group of islands, has an area of 
3800 square miles and an estimated population of 250,000. 
The capital is Alor Star, eight miles inland on the Kedah 
River, with a population of about 12,000. There are 
38 British officials employed in the public works, survey, 
police, and medical departments. The acting British 
adviBer to the Kedah Government is Mr. L. E. P. Wolferstan, 
whose report gives special attention to the outbreaks of 
cholera which have occurred in the State from 1907 to 
1914. He quotes the following extracts as to these from a 
report made by Dr. A. L. Hoops: “ First epidemic (August 
to September, 1907). The disease began after a long spell 
of dry weather in what is usually a wet season. 333 cases 
were recorded, and 247 deaths. Probably at least double 
the number of cases and deaths occurred. The epidemic 
did not spread much outside Alor Star and Kuala Kedah. 
Second epidemic (March and April, 1908). This was more 
widespread; 125 cases were reported from Kuala Muda 
district out of 686, with 541 deaths Third epidemic 
(February to July, 1911). 1211 cases recorded with 966 
deaths. Cases were better reported than formerly. It is 
calculated that at least 1500 deaths were caused by the 
disease. Alor Star and environs suffered severely. Most 
of North Kedah was attacked, and Langkawi Island 
suffered for the first time. Fourth epidemic. This really 
started in November, 1913, with 11 cases in Alor 
Star and Kuala Kedah. Unlike previous outbreaks, 
it began after an excellent wet season and before the 
rains ceaBed, but only became serious when drought 
set in. 2196 cases were recorded and 1502 deaths. Few 

E laces escaped; the disease spread to Kuala Muda, in 
outh Kedah, and up stream to Baling. Undoubtedly 
there was a good deal of concealment, mainly in Kuala 
Muda and Baling districts. Though the deaths in these 
districts exceeded the deaths of the year before by 1051, 
only 325 were returned as due to cholera.” 

Mr. Wolferstan’s report proceeds as follows:—“It is a 
conservative estimate that there have been 5500 deaths 
from cholera in Kedah in the past eight years out of a total 
of 37,000 from all causes—that is to say, cholera is 
responsible for nearly 15 per cent, over the whole period. 
In 1914 one-third of the deaths were due to cholera. The 
State surgeon says that he is convinced cholera has not 
been imported into Kedah, though some medical text¬ 
books give it as a truism that cholera is an imported 
disease. None of the outbreaks in Kedah has been 
traced to an imported cause. Conditions in Alor 
Star favour the lire of the cholera bacillus owing to 
the nature of the river and shallow well water, while the 
clay subsoil forms an ideal culture medium for its growth. 
Dr. A. J. Stanton, of the Medical Institute, Kuala Lumpur, 
visited Alor Star in April, 1914, and on his return to Kuala 
Lumpur made some interesting experiments with water 
drawn from the Wan Mat Canal, which is practically Alor 
Star river water. Emulsions of cholera bacilli from a 
Kedah case were added to samples of this water; it was 
found that even when the water was previously sterilised 
vibrios grew and multiplied rapidly in it. On the 
contrary, emulsions added to Kuala Lumpur tap-water 
(unsterilised) rapidly died out. Dr. Stanton concludes 
that Alor Star water itself contains ingredients favour¬ 
able to the spread of cholera. He forms the hypothesis 
that there is within certain areas in Kedah a natural 
reservoir of virus, the renewed activitv of which is derived 
from some special combination of circumstances. During 
the epidemic drinking of river water was forbidden; no 
bathing water was allowed to be carried to houses. 
Sikh guards were detailed to enforce restrictions. In 1911 
an iron catchment area had been erected for collecting 
rain-water, with tanks holding 480,000 gallons of water. 
Drinking water was supplied from the tanks, and when 
this source failed 70 tons of drinking water were brought 
daily from Penang. Part was pumped into tanks at Kuala 
Kedah for use of surrounding villages. For the railway 
coolies special tanks were constructed and water boiled 
and supplied from them. An assistant surgeon and four 
dressers were sent by the Railway Department to assist. 
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Dr. J. H. Tennenfc, from the colony, was lent to help in 
combating the disease. The State surgeon himself fell a 
victim, and was laid up for a month. At Christmas¬ 

time cholera started in the Wong; this followed on a 
debauch on toddy amongst a number of Tamils; 21 cases 
in all occurred.” * The report goes on to record the com¬ 
pletion of new waterworks, adding the comment: “That 
cholera will not break out in Alor Star again in the future 
can hardly be hoped, but, if the same success attends the 
provision of a good supply of water in Alor Star as was the 
case in Malacca some years ago, it may be hoped that the 
disease will never assume an epidemic form of considerable 
magnitude.” 

The report on the State of Perlis (area 300 square miles, 
population 32,740) mentions that cholera broke out in 
March, 1914; there were 45 cases, with 40 deaths. The 
outbreak came to an end in June. The infection came 
from Kedah. There appear to have been no correspond¬ 
ing outbreaks either in the State of Kelantan or the State 
of Trengganu. 

The principal diseases, apart from cholera, prevalent in 
Kedah during the year were dysentery, ankylostomiasis, 
and malarial fever. In Perlis the chief ailments treated 
in the Government dispensary were malaria and skin 
diseases. In Kelantan the diseases mostly causing ad¬ 
mission to hospital were dysentery (80), beri beri (33), 
malaria (124), venereal diseases (172), and ankylostomiasis 
(40). Of 14,073 out-patients, 1115 Malays and'345 of other 
nationalities were treated for venereal diseases. Mr. C. N. 
Maxwell, the British Agent in Trengganu, observes in his 
report: “The Bundi Tin Mining Syndicate employ a quali¬ 
fied medical man on the mine in Ulu Kemaman. There is 
no other qualified doctor in the State (which has an area of 
6000 square miles and a population of 154,037). There is a 
considerable amount of disease, and I am occasionally 
informed of deaths from cholera, small pox, fever, and 
dysentery. A large number of people suffer from skin 
disease, and many of the children are disfigured with yaws 
and other eruptive complaints. Sanitation does* not 
exist. Fortunately there were no serious epidemics during 
the year. I am occasionally asked for medicines, which I 
provide in simple cases. A*matter to which I have drawn 
the Sultan’s attention is the absence of any proper burial- 
grounds. Corpses are buried anywhere ana everywhere, 
and Kuala Trengganu is one vast burial-ground with 
graves at every few yards.” 

NOTIFICATION FEES AND THE CERTIFICATE 
QUESTION. 

A correspondent writes: “In the matter of opposing the 
proposed reduction in notification fees (from 2*. 6 d. to Is-.), 
this is not a time for attacking the much-harassed 
medical profession. If we agree to this reduction, no doubt 
in a few- years we shall be compelled, as in the case of 
notification of births, to give all certificates without any 
payment. I foresee the time when 2.s. 6 d. will be regarded 
as a munificent fee for a doctor in general practice. Our 
expenses are increasing by leaps and bounds, while our 
emoluments are one by one disappearing.” We have not 
quite the same gloomy forebodings as tlie writer of this 
letter. That a medical man would give his services, to say 
nothing of a written record of them in the shape of a certi¬ 
ficate, gratuitously was commonly assumed a few years 
ago. Our legislators now know a little better. During the 
war the medical practitioner is certainly bound to suffer, 
and the efforts of all must be directed towards equalising a 
general burden. The prospects of practice after the war 
seem to us brighter than they do to our correspondent. 

MR. H. G. WELLS AND DOCTORS. 

To the Editor of The Lancet. 

Sir, —What is the matter with Mr. Wells? In the Daily 
Mail of April 8th he says the Government has refused the 
offer of Mr. Barker to treat injured men in the present war. 
May I point out that by S. 36 of the Medical Act, 1858, it is 

provided Chat “no person shall hold any appointment. 

in the Military or Naval Service.unless lie is registered 

under this Act.” Cannot Mr. Wells induce Mr. Barker to 
take a registrable medical diploma ? 

Mr. Wells next describes the medical profession as a “trade 
union.” I wish he would make it a union ! Many doctors now 
find how difficult it is to obtain a living, because so many 
well-to-do people obtain free treatment from Poor-law 
infirmaries, voluntary hospitals, municipal fever hos¬ 
pitals. sanatoria for consumptives, free vaccination, free 
school examination, and cheap panel doctors. Would 
any skilled craftsman have anything to do with schemes 
which supplied free labour to the public? Would they agree 
to work for the same wages on Sundays and on night work? 
Not likely. Would skilled union craftsmen agree to give 
their services at a few shillings a year on a panel system? 
Mr. Wells is in error in referring to the “ atrocious incapacity 
of the general practitioner a term which, as a matter of 


fact, includes nine-tenths of all doctors. Let Mr. Wells 
help to improve the financial position of doctors by having 
them paid for their services to the public, and not by a 
payment of about Id. a week, gross, as he agrees to pay 
panel doctors. If he agrees to start a medical trades union 
he will have my active help, and the practical gratitude of 
all doctors. I am. Sir, yours faithfully, 

Liverpool, April 10th, 1916. Robert R. Rentoul. 

RIDDING HOUSES OF INSECTS. 

A RECENT issue of the Scientific American Supplement gives 
an ingenious method of clearing houses from summer 
swarms of small insects. Lighted lamps are placed in 
convenient places, and as the insects gather around the 
lights they are rapidly and effectively collected and disposed 
of by holding the nozzle of a vacuum cleaner near the lamp. 
Presumably the lamp referred to should bean incandescent 
electric bulb or a flame well protected by a glass chimney, 
otherwise the suction caused by the cleaner would possibly 
extinguish the flame. 

Communications not noticed in our present issue will 
receive attention in our next. 


Httbical Jlianr for % ensuing Meek. 


SOCIETIES. 

ROYAL MICROSCOPICAL SOCIETY, 20, Hanover-square, W. 

Wednesday.— 8 p.m., Prof. B. Moore: Early Stages in the Evolution 
of Life.—Mr. F. M. Duncan: Studies in Marine Biology.—Mr. 
J. W. Purkias: Some Suggestions regarding Visual Efficiency 
in the Use of the Microscope and other Optical Instruments. 


LECTURES, ADDRESSES, DEMONSTRATIONS, Ac. 

POST GRADUATE OOLLBOB, West London Hospital, Hammersmith- 

road, W. 

Mojtday.— 2 p.m., Medical and Surgical Clinics. X Rays. Mr. Gray : 
Operations. Mr. B. Harman: Diseases of the Bye. Dr. Slmson: 
Diseases of Women. 

Tuesday.— 2 p.m., Medical and Surgical Clinics. X Rays. Mr. 
Addison : Operations. Dr. Banks Davis: Diseases of the Throat, 
Nose, and Bar. Dr. Peraet: Diseases of the Skin. 
Wednesday.—10 a. m., Dr. Saunders: Diseases of Children. Dr. Banks 
Davis: Operations of the Throat, Nose, and Bar. 2 p.m., Medical 
and Surgical Clinics. X Rays. Mr. Pardoe: Operations. Dr. 
Slmson : Diseases of Women. 

Thursday.— 2 p.m., Medical and Surgical Clinics. X Raya. Mr. Gray: 

Operations. Mr. B. Harman : Diseases of the Bye. 
Saturday.—10 a.m., Dr. Saunders: Diseases of Children. Dr. Banks 
Davis: Operations of the Throat, Nose, and Bar. Mr. B. Harman : 
Bye Operations. 2 p.m., Medical and Surgical Clinics. X Rays. 
Mr. Pardoe: Operations. 

NORTH EAST LONDON POST-GRADUATE COLLEGE, Prince of 
Wales's General Hospital, Tottenham, N. 

Monday.— Clinics10.30 a.m.. Surgical Out-patients (Mr. E. 
Gillespie). 2.30 p.m., Medical Out-patients (Dr.T. R. Whtpham): 
Gynaecological Out-patients (Dr. Banister). 3 p.m., Medical 
In patients (Dr. R. M. Leslie). 

Tuesday.— 2.30 p.m., Surgical Operations (Mr. Carson). Clinics: — 
Medical Out patients (Dr. A. G. Auld); Surgical Out-patients 
(Mr. Howell Evans); Nose. Throat, and Ear Out-patients (Mr. 
C. H. Hayton). Radiography (Dr. Metcalfe). 3.30 p.m., Medical 
In-patients (Dr. A. J. Whiting). 

Wednesday.— Clinics 2.30 p.m., Throat Operations (Mr. 0. H. 
Hayton). Children Out-patients (Dr. T. R. Whipham),- Eye Out¬ 
patients (Mr. R. P. Brooks); Skin Out-patients (Dr. H. W. 
Barber). 5.30 p.m.. Eye Operations (Mr. R. P. Brooks). 
Thursday.—2.30 p.m., Gynaecological Operations (Dr. A. B. Giles). 
Clinics:—Medical Out-patients (Dr. A. J. Whiting); Surgical 
Out-patients (Mr. Oaraon); Radiography (Dr. Metcalfe). 3 P.M., 
Medical In-patients (Dr. R. M. Leslie). 

Pbiday.— 2.30 p m.. Surgical Operations (Mr. Howell Evans). 
ClinicsMedical Out-patients (Dr. A. G. Auld); Surgical Out¬ 
patients (Mr. B. Gillespie); Bye Out-patients (Mr. R. P. Brooks). 

THE THROAT HOSPITAL, Golden square, W. 

Monday.— 5.15 p.m.. Special Demonstration of Selected Cases. 
Thursday.— 5.15 p.m.. Clinical Lecture. 

For further particulars of the above Lectures, 4m..see Advertisement Pages. 


METEOROLOGICAL READING 8. 

(Taken daily at 8.80 a.m. by Steward's Instruments.) 

The Lancet Office, April 12th, 1916. 
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Chesterfleld Hospital, Secretary 
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Messrs. Cassell and Co., Lond.; 
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City of London Lying-in Hos¬ 
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tary of; Mr. O. C. Coker, Big- 
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D. - Captain H. B. Dixon ; Messrs. 


Certifying Factory Surgeons, 
Lond. 

J. — Jessop Hospital for Women, 
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Sanitary Compounds Co., Lond.; 
Dr. Smith Ely JellifTe, New York. 

K. —Messrs. H. S. King and Co., 
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Local Government Board, Lond.; 
Messrs. Lever Bros., Port Sun¬ 
light; Major J. C. Holdkih 
Leicester, I.M.S., Bombay. 
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Dr. J. C. Me Walter, Dublin ; 
Dr. Alastair Macgregor, Lond.; 
Mr. J. Y. W. M&cAlister, Lond.; 
Mr. J. B. R. McDonagt Lond.; 
Dr. G. A. McDonald. Wimbledon; 
Mr. Humphrey Milford, Lond.; 
Haltine Manufacturing Co., 
Lond.; Messrs. Mahie, Todd, and 
B*rd, Lond.; Captain J R. C. 
Mackintosh, R.A.M.C., France; 
Maison Boissat Evans, Lond.; 
Manchester Royal I u firmary, 
Secretary of; Dr. John Purse 
McMillan, Sandown; Messrs. J. 
Maclehose and Sons, Glasgow; 
Dr. James Metcalfe, Lond.; 
Manchester Northern Hospital, 
Secretary of; Medical Review. 
Lond., Manager of; Messrs. 
Macmillan and Co., Lond.; 
Messrs. May and Phllpot, Lond.; 


Dale, Reynolds, and Co., Lond.; 
Messrs. W. Dawson and Sons, 
Load.; Dr. J. Duff, Chester; 
The “ Duty and Discipline ” 
Movement, Lond., Founder of; 
D. D. F. 

fi.—Messrs. Evans, Sons, Loach rr, 
and Webb, Lond.; Mr. Finley 
Ellingwood, Chicago ; Mr. L. A. 
Edwards, Lond.: Mr. D. A. Sadie, 
Edinburgh; Mr. C. W. Bnslie, 
Lond.; Dr. W. d’Este Emery, 
Load.; Eugenics Education 
Society, Lond. 

F.—Dr. J. Graham Forbes, Lond.; 
Factories, Chief Inspector of. 
Load. 

41.— Mr. E. Griffiths, Torpoint; 
Galway County Hospital, Clerk 
to the; Guest Hospital, Dudley, 
Secretary of; Dr. S. R. Gloyne. 
Lond.; Mr. H. Ginn, Worcester; 
Dr. B. W. Good all, Lond.; G.C.; 
Major B. W. Hey Groves, 
R.A.M.C. 

H.—Major A. F. Hertz, R.A.M.C.; 
Messrs. Hirscbfeld Bros., Lond.; 
Dr. E. Rivaz Hunt, Brighton; 
Hospital for Consumption, Ac., 
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Mr. A. S. Morley, Lond.; Mysore 
| Government, Bangalore, Senior 
| Surgeon to the. 
i 0.—Dr. R. A. O’Brien, Lond.; 
j Dr. C. O’Gorman, Malvern; 

! Ontario Medical Association, 
| Toronto. 

; P.— Messrs. A. Pellant. Lond.; 
Dr. D. P. Penhallow. Paignton; 
Dr. Hugh R. Phillips, Lond.; Dr. 

I J. Farquh&rson Powell, Lond.; 
j Miss F. Pollard, Lond.; Provin¬ 
cial Sanatorium, Kentville, N.S., 
Medical Superintendent of; 
P. P Paddington Dispensary, 
Lond., Medical Officer of. 

R. — Mr. Aubrey Richardson, Lond.; 
Dr. J. Maxwell Ross, Dumfries; 
Royal Meteorological Society, 
Lond.; Royal Society, Lond.; 

| Rochester and Chatham Printing 
Co., Rochester; Royal Hamp- 
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■ Dr. R. R. Rentoul, Liverpool; 
| Dr. William Robertson, St. Mark’s, 
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S. — Smith’s Advertising Agency, 
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House, Drumcondra, Superin- i 
tendent of; Home for Epileptics, ’ 
M&ghull. Secretaries of ; Dr. 
A. fi. flowitt. Lond.; Messrs. A. 
Hey wood and Son, Lon<l.: Hoff¬ 
mann-La Roche Chemical Works, 
Lond., Secretary of; Hunterian 
Society. Lond.; Harrogate Royal 
Baths, General Manager of. 

I.—Incorporated Association of | 


Surgical Manufacturing Co., 
L<md.;St. Martin’s Motor Works, 
Lond.; Dr. S. P. Shlvdas, Bom¬ 
bay ; Sclnff House of Recovery, 
Cobham, Secretary-Superintend¬ 
ent of; Society of Public 
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T.— Sir fcitClsir Thomson, Lond.; 
Dr. J. Taylor, Load.; Messrs. 
Chss. Tuckey and Oo., Lond.; 


Mr. W. M. Tate, Bradford; well, Melton; Mr. J. T. Ainalie 

Miss R. Turner, Lond.; Mr. J. Walker, New York; Professor 

Thin. Edinburgh. W. Palmer Wynne, Sheffield; 

U.—University of London Press, Dr. E. W. Ainley Walker, Oxford; 

Lond., Manager of. Mr. J. R. Williamson, Lond.. Dr. 

W.— Mr. E. F. White, Lond.; W. I. de C. Wheeler, Dublin; 
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MANAGERS NOTICES. 

ALTERATION OF INLAND SUBSCRIPTION RATES. 

Owing bo the alteration in the Inland Newspaper Postal 
rate, the postage on each copy of The Lancet will in future 
be Id., and sometimes lid. 

The revised Inland Subscription rates are: — 

One Year.£13 3 

Six Months .0 13 8 

Three Months .0 7 0 

The rates for the Colonies and Abroad (thin paper edition) 
will be as usual:— 

One Year.£15 0 

Six Months .0 14 0 

Three Months .0 7 0 

Subscriptions (which may commence at any time) are 
payable in advance. Cheques and Post Office Orders (crossed 


“ London County and Westminster Bank, Covent Garden 
Branch”) should be made payable to the Manager, 
Mr. Charles Good, The Lancet Offlees, J 423, Strand, 
London, W.C. _ 

ADVERTISEMENT RATES. 

Books and Publications .) 

Official and General Announcements | Five lines and 

Trade and Miscellaneous Advertise- f under. 4s. Orf. 

ments and Situations Vacant.J 

Every additional U e, 6 d. 

Situations Wanted : First 30 words, 2s. 6 d. 
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Quarter Page, £i 10*. Half a Page, £2 15*. 

Entire Page, £5 5*. 

Special terms for Position Pages. 
Advertisements (to ensure insertion the same week) 
should be delivered at the Office not later than Wednesday, 

[ accompanied by a remittance. 
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INFANTILE MORTALITY AND THE RELATIVE 
PRACTICAL VALUE OF MEASURES 
DIRECTED TO ITS PREVENTION. 

Delivered before the Royal College of Physicians of London 

By S. Gr. MOORE, M.D. Vict., D.P.H. Eng. Conj., 

MEDICAL OFFICER OF HEALTH AKD LECTURER IK PUBLIC HTGIEKE 
AND SA.NITATIOK, TECHNICAL COLLEGE, COUKTY BOROUGH 
OF HUDDERSFIELD. 


LECTURE I. 

Delivered on March 9th. 

Mr. President and Gentlemen, —Rather the import¬ 
ance of the subject proposed for the lectures than any 
personal merit doubtless led to my election to the Milroy 
lectureship for 1916. I am content that it should be so, 
but I will feel still more contented if only I can discharge 
the duties of the office with some degree of adequacy. I 
trust that 1 am duly sensible of the honour attaching to the 
position, and I tender my best thanks to the Royal College of 
Physicians of London for the opportunity to make the attempt. 

Introductory Rbmarks. 

No human being can contemplate death without sorrow 
and repugnance, yet these feelings do not extend equally to 
all deaths. They are influenced by two different kinds of 
circumstance. On the death of an aged person—one per¬ 
chance whose span of life has extended to the “sans every¬ 
thing ” stage—sadness is mitigated, and we do not experience 
those feelings of dismay and anguish which burden our souls 
on the death of one cut off in the bloom of vigorous youth, or 
in the innocence of infancy or childhood. Our depression is 
alleviated also when we know that a death has resulted from 
a cause either inevitable or incurable ; at least so far as our 
present stage of knowledge of these things enables us to 
judge, a cause which lies beyond the present scope of both 
preventive and curative medicine, to which, from the practical 
point of view, these two designations must be applied. 
Examples of such mortality origins all too readily occur to 
the mind. How different are our feelings, how much more 
poignant is our sorrow on the contemplation of a death from 
a cause we know to have been preventable I 

Animated by sentiment alone, it is probable that those 
who are not immediately concerned are most shocked at the 
death of some youth cut off in the early promise of active, 
enthusiastic, earnest, and useful life. Their imaginations 
are not so readily stirred by the deaths of the very young. 
But those whose conceptions are founded upon and domi¬ 
nated by reason (as ours should be) will view with the 
greatest concern the removal of the youngest life—of that 
being around whom may be centred hopes, aspirations, and 
plans maternal in their scope. The greatest possibilities 
appertain to the youngest among the human race. Limita¬ 
tions come to us and accumulate with each advancing year. 
At 16 or 20 years of age part of life lies already in the past— 
experience and environment must have set some bounds. To 
the infant every human possibility lies open. 

I have often felt, and said, that from its very nature, from 
the character of his work, the life of a practitioner of medi¬ 
cine or surgery must be sad—must be tinctured with sombre 
hues. I know nothing more painful, nothing more depressing, 
than an understanding contemplation of the subject of infant 
mortality as it occurs among us to-day. I originally wrote 
the word k * repellent. ” It might with propriety be applied, 
yet it does not seem altogether appropriate, for the reason 
that the experience of the past few years justifies hope, 
promises reward for intelligently directed work, and also 
because one may perceive on all hands a growing under¬ 
standing and an increasing recognition of the fact that here, 
in work against infantile mortality, is alike a duty and an 
opportunity. 

In the case of the death of an infant from a disease or 
condition which might have been avoided there is a com¬ 
bination of both those circumstances which enhance the 
terrors of death—not in old age, nor in mid-life, nor as the 
result of its own mistakes, ignorance, or misconduct; not 
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from an inevitable cause, nor from one only evitable by great 
exertion, great skill, at great expense, or the exercise of the 
highest knowledge, but in the first year of life, almost before 
the dawn of consciousness ; and as the result of ignorance, 
carelessness, and indifference alike on the part of the parents 
and the State; far too often, as we will see—in scores of 
thousands of cases—are these innocent helpless human beings 
destroyed by agencies which come to them from their external 
environment. 

The Infant’s Right to Live. 

The preventable deaths of infants call for attention from a 
point of view which, amid more obvious and more practical 
aspects of the subject, appears either to be lost sight of or 
else to be taken for granted. Yet from its importance— 
because it is basic, at the root of the matter—it needs to be 
plainly set forth and to be constantly borne in mind. A 
newly bora child arrives in the world endowed with certain 
elemental natural rights, quite apart and distinct from any 
legal right to property which it may inherit. Because an 
infant is brought into this life without any volition on its own 
part these primitive rights come into existence. Every 
infant holds them directly from those whence it derives its 
being, that is to say, from its mother and father ; and it 
holds them indirectly from the community, or State into 
which it is born. The existence of the direct rights of the 
infant from its immediate parents in no way abrogates its 
indirect rights from the social organisation as a whole. 

What are these rights 7 All may be comprised in a single 
statement. The right to a reasonable chance to survive to 
such an age-period that its own action may influence its 
destiny, and to a reasonable degree of protection from those 
external influences which imperil or destroy its life. To 
furnish an example : Infant deaths from “summer diarrhoea” 
are practically absent from the returns in winter. They are 
numerous in summer. Infant deaths from bronchitis and 
pneumonia are practically absent from the returns in summer. 
They are numerous in winter. Therefore, in these forms 
death comes to infants from external conditions. Every 
infant has the right—a perfect inalienable right, held both 
from its parents and from the State—to be protected from 
these and also from all other external causes of death. That 
is the basic natural right of every child born into this world. 

While surely all will agree to the above so far as the 
parents are concerned, some may doubt that the same is true 
as regards the community. Because there are criminals in 
all communities (and for many other reasons) society 
organises itself. Having done so, how can it stand aside to 
disclaim this particular responsibility. It is manifestly 
a criminal thing to permit death to reach a helpless being 
from its external surroundings and from preventable causes, 
whether arising through ignorance, or carelessness, or apathy. 
To me this is a truth which needs to be impressed upon the 
minds and consciences of all alike, from the lowest to 
the highest in the land, and particularly upon those who 
wield power. 

I have been led to attempt the above enunciation of the 
primitive rights of newly born human beings as the result of 
reflecting upon certain writings and speakings. There are 
men whose pens and voices hold authority, who express views 
having a very distinct tendency to militate against work 
undertaken for the purpose of alleviating the sufferings and 
preventing the deaths of babies. This may seem strange 
and incredible. A priori it is both. To all who have taken 
interest in the subject during the last few years, however, 
this peculiar phenomenon is well known. Moreover, these 
persons may be divided into two schools—one merely 
ignorant, prejudiced, careless, and, it may be, parsimonious, 
and the other trained, learned, scientific. 

The former express their thoughts somewhat thus wise : 
“The poor little devils are born to lives of misery. They 
will never do any good. Let ’em die.” (This is a reproduc¬ 
tion of an actual statement by a person holding some 
authority in the community.) The latter, however, are alike 
more reprehensible and more dangerous. Their inhuman 
doctrines are cloaked beneath the guise of science. They 
proclaim abroad that heredity counts—that environment 
matters little—acquired characters are not transmitted, and 
therefore most, if not all, of the labour in this field of 
endeavour is vain. 

Hence the need to proclaim insistently the normal rights 
of infancy and childhood. Because if these be recognised 
and conceded, then indeed is vain the clamour both of 
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those who would “ let ’em die ” and o£ those who announce 
the ultimate futility of efforts directed along lines which are 
intended to promote the health and general welfare of the 
infant population. 

Retrospect. 

Your permission will be granted me, I trust, to turn now 
to a brief retrospect of the Huddersfield special work in 
this matter. I hope that you will arrive at the conclusion 
that it is not without interest. 

I. 1902-3— Scrutiny of the returns of deaths from all causes 
in the sanitary district with the view to the selection of a 
disease, or group of diseases, likely to repay special measures 
for its (or their) prevention. 

II. Rejection of tuberculosis, cancer, the common infec¬ 
tious diseases, and alcoholism and its sequelae for reasons 
which may be surmised from a consideration of those which 
led to the selection of infant mortality. These were five in 
number—namely : 1. The numbers of "deaths of infants con¬ 
stituted so large" a proportion of the total deaths that any 
substantial reduction of the infant mortality figure would 
effect a material reduction of the general death-rate. 2. The 
causes of deaths of infants in quite a considerable proportion 
were manifestly preventable. 3. The lives to be saved were 
at the threshold of existence. 4. When an infant dies, it is 
through no fault of its own ; it appeals from its helplessness 
and its innocence. 5. The cost promised to be almost 
negligible. (The rejected subjects were either costly; 
already dealt with ; difficult, on account of the obscurity of 
their causes, or for other reasons; affected too small a 
number of persons; or resulted from the actions of the 
sufferers. The resources of the sanitary authority were not 
unlimited; selection was necessary.) 

December, 1903. —Preliminary report to sanitary authority, 
reviewing the subject generally. 

June , 1904 .—Detailed report to sanitary authority, giving a 
closer analysis of the problems, and setting forth measures 
already in operation in this connexion in this country, and 
also in France and Germany, and in particular giving a com¬ 
plete account of the work of Morel de Villiers, which from 
its excellent provisions and absolute success commands an 
importance to which I propose to direct attention later. 

April , 1905. —Final approval by the sanitary authority of a 
scheme of work against infant mortality based on the above- 
mentioned reports, and including the voluntary notification 
of birthB to the medical officer of health, and the visitation 
in their homes of all newly born infants immediately after 
birth by women doctors, followed by voluntary workers. 
The officials were informed that no inquiry would be made 
as to how many visits they paid. They were not to be in a 
hurry, but they were instructed to spare neither time nor, 
effort in the endeavour to be sure before terminating the 
visit that the mother was instructed fully in the knowledge 
essential to the welfare of her offspring. Two forms of 
advice, “ short” and “extended,” were printed, and were to 
be left for the information of the mother. 

1906. —Parliamentary powers requiring the notification 
of births to the medical officer of health granted to 
Huddersfield. 

In the following year Parliament passed an adoptive 
Act enabling all sanitary authorities to require the notifica¬ 
tion of births to the medical officer of health. This differed 
from the Huddersfield Act in requiring the notification to be 
made within 36 hours of the birth, whereas in the Hudders¬ 
field clause the period was 48 hours. In 1915 the matter 
was completed by the passing of an Act which required 
such notifications to be made to the medical officers of 
health in every sanitary district in England and Wales. 

It appears to be worth while to direct special attention to 
the period within which the notification must be made. 
Not within ten days (the normal period of attendance at a 
birth of a doctor or midwife) but within the minimum 
practical period—even 48 hours were deemed to be too long. 
The legislature considered this point and were satisfied of its 
necessity. That necessity remains, and indicates that the 
sanitary authorities should take advantage of the opportunity 
thus afforded to them for the earliest practicable action. 

[The lecturer amplified the need. He insisted upon the 
importance of the following considerations : (a) The greatest 
number of infant deaths occur at the earlier ages. (3) The 
mother's mind is most receptive the earlier after birth 
advice is given. ( 0 ) Breast feeding is of the greatest 
importance. If the visit be delayed the milk may be gone. 
(d) It was under the old regime of advice by the 44 normal" 
attendants that the calamitous excess of infant deaths 
occurred.] 

This account would be incomplete if reference were not 
made to the action of Mr. Benjamin Broadbent. During the 


period when my reports on this subject were under prepara¬ 
tion and consideration he was chairman of the Huddersfield 
health committee. In November, 1905, he was elected to 
the mayoralty of the borough. He displayed very great 
interest in the subject, and helped in some of the transla¬ 
tions from the French. On Nov. 10th, 1905, in his mayoral 
address to the council, he announced that he would make a 
birthday gift to each child born in his native village of 
Longwood (which is situated in the borough) during his year 
of office as mayor, on its attaining its first birthday. To 
this end he issued a promissory note to the amount of 
£1 sterling to each child at birth, payable on the infant** 
first birthday. 

This action, from its novelty, attracted an amount of 
attention which neither Mr. Broadbent, nor myself by any 
means anticipated. The newspaper press in this country, 
and also in other English-speaking countries, gave very 
great prominence to his action in this respect, and I think 
that I may state, without exaggeration, that the whole 
movement for the prevention of infant mortality was thereby 
brought so prominently into the public mind that it received 
a degree of attention which it might not otherwise have 
received until much later, and gained an impetus which it 
has not since lost. 

General Reference. 

It is undesirable for two reasons to attempt on this 
occasion a detailed account of what has come to be 
recognised as the subject of infant mortality. In the first 
place, time does not permit. However much one might 
condense the subject there is ample material for a “ summer 
course ” of lectures if all aspects of the subject were dealt 
with and even only the more direct problems connected with 
it were taken into account. In the second place, the work 
has been done so recently, so well, and with such detail that 
to re-cover the ground now were supererogatory. For several 
years past medical officers of health, both in special and 
annual reports, have written on the subject; eminent 
physicians (including obstetricians) have devoted special 
attention to this branch of medicine, and have contributed 
valuable writings to the medical journals, and last, but 
not least. Government departments have not only investi¬ 
gated and reported specially on the subject, but have given 
material encouragement in the form of grants to local 
authorities for the prosecution of actual work in this field. 

Let it suffice for me to give the conclusions arrived at in 
the admirable and compendious reports by Dr. Newsholme, 
the principal medical officer of the Local Government Board. 
But before doing so let me refer to the notable fact that suc¬ 
cessive Presidents of the Board and other Cabinet Ministers 
have deemed the subject of an importance such as to call 
for Parliamentary and public attention. And also I would 
point out that our real governors—the actual arbiters of our 
national fate (at least I do so regard them) ; I mean those 
who direct the daily newspapers—have given prominence 
to the importance of the subject from the national point 
of view. 

Conclusions Arrived at in the Local Government 
Board’s Reports on Infant Mortality. 

From the Thirty-ninth Annual Report. 

The Notification of Births Act and the appointment of 
health visitors have bad infiuenoe beyond the districts in 
which the Act has been applied and health visitors have 
been appointed; for the public conscience has been aroused, 
and education, moral as well as mental, has rapidly pro¬ 
gressed. The continuance of a high infant mortality m a 
given district involves the continuance of a centre of national 
weakness. Mortality in the first five years of life is very 
unequally distributed, the death-rate at these ages in some 
counties being twice as high as in others. 

Excessive mortality in infancy implies excessive mortality 
in later life. English statistics show that counties having 
excessive infant death-rates also on the whole have excessive 
death-rates throughout the first 20 years of life, and that 
counties having low infant death-rates have low death-rates 
throughout the first 20 years of life, though the superiority 
is not so great at the later as at the earlier ages. 

There does not appear to be sufficient foundation for 
the statement that prematurity to an increasing extent is 
a cause of mortality in the English experience. Every 
county and most districts whose experience when sum¬ 
marised as a whole show a low infant mortality have within 
their borders areas in which infant mortality is excessive. 
The same remark applies to towns which, as a whole 
have a low infant death-rate. 
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The subject of child mortality is of national importance. | 
One out of three deaths at all ages occurs under live years 
of age, one out of live during infancy, and one out of*nine 
total deaths at all ages occurs under three months of age. 
Infant mortality is the most sensitive index we possess 
of social welfare and of sanitary administration, especially 
under urban conditions. 

A careful study of the death-rate in England and Wales 
daring the last fifty years at each of the first five years 
of life leaves it doubtful whether any appreciably greater 
selection or “weeding out” is exercised by a heavier than 
by a lighter infant mortality. Any such effect, if it exists, 
is concealed behind the overwhelming influence exerted 
by the evil environment to which children are exposed in 
districts of high infant mortality. It is strictly correct 
therefore to say that a high infant mortality implies a 
high prevalence of the conditions which determine national 
inferiority. 

There is no essential causal relation between a high birth¬ 
rate and a high rate of infant mortality. The statistics 
hitherto available for the counties considered in this report 
do not enable a definite statement to be made as to the 
influence on infant mortality of the non-domestic employ¬ 
ment of mothers. 

Infant mortality is always highest in crowded centres of 
population ; bat a high infant mortality can be avoided even 
under conditions of dense aggregation of population. The 
chief means for a low infant mortality are efficient domestic 
and municipal sanitation, good housing, and intelligent and 
painstaking “mothering.’’ Infant mortality is highest in 
those counties where, under urban conditions of life, fllthy 
privies are permitted, where scavenging is neglected, and 
where the streets and yards are to a large extent not “ made 
up” or paved. Thus, local sanitary authorities are largely 
responsible for the continuance of excessive infant mortality, 
and until they fulfil satisfactorily their elementary tasks 
efforts in the direction of domestic hygiene can only be 
partially successful. 

Breast feeding is the greatest natural protection against 
infant mortality. It is not a complete protection, in part 
because breast-fed infants are often exposed to excessive 
changes of temperature in air-polluted rooms, and iu part 
because mothers frequently give their breast-fed infants 
other food of an unsuitable character. 

The statistics given in this report emphasise the 
importance of more detailed investigation of all deaths 
occurring in infancy as a guide to administrative action. 
(This has been done in Huddersfield for mauy years.) 

From the Forty-second Annual Report. 

The recent fall in the infant mortality figure cannot be 
attributed merely to favourable climatic conditions. It can 
be claimed, with high probability, to be the result of 
improved sanitary and housing conditions, of more efficient 
municipal and domestic cleanliness, of education in hygiene, 
of increased sobriety of the population, and of the widespread 
awakening to the national importance of child mortality, 
with concentration on efforts of child welfare such as had 
never previously occurred. 

The information as to housing and sanitation is very 
incomplete. Although the exact causes of excessive infant 
mortality are complex and vary in different towns, com¬ 
parison between towns of low and those of high mortality 
nrings out the irresistible conclusion that a very high pro¬ 
portion of the excess of mortality in the less favoured towns 
can be removed, if the appropriate social and sanitary 
improvements which are within reach are adopted. It is 
well known, that after a long series of years during which 
no appreciable sustained improvement occurred, a great 
decline in infant mortality bas been experienced in recent 
years. 

Geographical position and climatic circumstances have, 
within the area of England and Wales, only a minor 
influence on infant mortality, and particular local conditions 
special to certain limited areas or in certain social classes are 
responsible to a high degree for the variations which occur 
in the infant mortality rates. 

Infant mortality is higher in urban than in rural areas. 
The chief apparent exceptions to this rule are large compact 
villages having urban characteristics, such as the mining 
villages in the county of Durham. Towns within the same 
county, sometimes within a few miles of each other, show 
widely divergent infant mortality rates. Size of town has 
no definite relationship to excessive infant mortality, this 
occurring irregularly in towns having a population over and 
under 50,000. 

The infant death-rate for the year 1911, when the pre¬ 
vailing conditions favoured excessive infant mortality, was 
lower than that of past years with somewhat similar climatic 
conditions. 

. A high infant death-rate in a given community implies 
>n general a high death-rate in the next four years of life, 
while low deatn-ratee at both age-periods are similarly 
associated. 


A consideration of the facts summarised above leads to the 
conclusion that high rates of infant mortality must depend 
very largely upon certain local conditions, which may be, and 
probably are, different for various towns and even for parts 
of the same town. 

The relative importance of the many factors concerned in 
causing excessive infant and child mortality is difficult to 
assess; these factors are not identical for all districts. In 
this part of the present report special stress has been laid 
upon the factors of defective sanitation and housing, the 
removal of which is within the control of sanitary authori¬ 
ties. The industrial employment of married women must 
necessarily involve some neglect of the home, and especially 
of any young children. Conservancy systems of disposal of 
excretaare very commonly associated with excessive infant 
mortality. The smallest incidence of disease, especially of 
diarrhoeal diseases, occurs usually iu districts supplied with 
water-closets. In the history of several towns the conversion 
of a conservancy into a water-carriage system has been asso¬ 
ciated with a great reduction of mortality from diarrhosal 
diseases, whilst in other towns the continuance of con¬ 
servancy systems has been associated with continued high 
diarrhoeal mortality. Unpaved yards and streets and in¬ 
efficient scavenging favour excessive infant mortality. 

In towns where the general conditions are more satisfactory 
excessive infant mortality occurs in tenement and other 
small dwellings, especially where water is distant to fetch 
and remove, where cleanliness is consequently difficult, and 
where food cannot be satisfactorily stored. 

Such relationship between large families and high infant 
mortality as is frequently found is in the main indirect, large 
families being most common among the poorest, who live 
under conditions unfavourable to child life. Infant mortality 
is excessive among the poor ; it is low among the well-to-do. 
So far as is known, the proposition is chiefly applicable to 
those living under the usual conditions of town life. 

Poverty is a direct cause of infant mortality where it 
induces malnutrition of mother or infant or where it implies 
that the mother cannot give adequate care to the infant. 
Poverty is also an important indirect cause of infant 
mortality. Its influence is exercised in the following, among 
other, ways : (a) Poverty is not infrequently associated with 
ignorance and carelessness, {b) With these are commonly 
associated overcrowding and uncleanliness, (c) Alcoholic 
habits frequently result from living under conditions of 
poverty, the converse also being true. Poverty, uucleanli- 
ness, overcrowding, alcoholic indulgence, and disease are 
closely inter-related in vicious circles, the starting point 
leading to excessive infant mortality not always being the 
same. 

The importance of the personal factor in the prevention of 
infant mortality is very great. The abandonment of breast¬ 
feeding without adequate cause is a most important factor 
of excessive infant mortality. 

The object of child-welfare work is to ensure that each 
parent has within reach accurate counsel as to the hygiene 
of childhood, and as to the general and domestic conditions 
necessary for ensuring its maintenance. From the stand¬ 
point of medicine this implies such advice as will conduce to 
the prevention of minor ailments, to their prompt discovery, 
and to that early treatment which is essential for the 
prevention of more serious disease. 

The experience of organisations which supply food to 
necessitous expectant mothers appears to show that the 
condition of the mother before parturition has a definite 
influence upon her capacity for suckling. This alone is of 
sufficient importance to call for attention to the condition 
of the expectant mother. 

From the Forty-fourth Annual Report. 

A study of the incidence of mortality from childbearing 
in different counties, and still more of the extreme varia¬ 
tions in this mortality in the county boroughs in individual 
geographical counties, shows that special local factors, 
other than topographical, must be chiefly concerned in 
causing local excesses of mortality from childbearing. The 
majority of the deaths of mothers from childbearing are 
caused by puerperal fever, haemorrhage, and convulsions. 
Most cases of these conditions are well within the range of 
preventive medicine, including in this the early treatment of 
illness. 

The prevention of early infant mortality is inseparable 
from that of maternal mortality in childbearing. Excessive 
mortality of mothers in childbearing means also an exces¬ 
sive proportion of stillborn infants, and an excessive propor¬ 
tion of deaths of infants in the early weeks after live-birth. 

The quality and availability of skilled assistance before, 
during, and after childbirth are probably the most important 
factors iu determining the remarkable and serious differ¬ 
ences in respect of mortality from childbearing. The textile 
towns stand pre-eminent in the toll of life exacted from 
mothers in childbearing. It is likely that unsatisfactory 
midwifery bears an important share in producing this result. 
There mast, however, apart from this be a close relationship 
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between factory work for married women and excessive I 
mortality from childbearing. The experience of Merthyr 
Tydfil, of Swansea, and of Newport, Mon., shows that other 
factors may take the place apparently held by occupation in 
textile factories in producing excessive mortality from 
childbearing. Although the mortality from childbearing is 
generally excessive in those parts of England and Wales in 
which general sanitation is imperfect, in other parts of the 
country in which similar conditions prevail there is no such 
exoess of mortality. 

In order that official action may be taken for reducing 
maternal mortality and suffering in childbearing, measares 
must be adopted for ascertaining what cases need help. This 
condition can be fulfilled by: (a) The provision of skilled 
assistance at maternity centres, which is one of the best 
means of obtaining such information, (b) The notification 
of births, which provides essential information, (c) The 
notification of puerperal fever when made more effective. 
Hospital provision for the treatment of puerperal fever is 
most valuable in itself, as well as in securing more complete 
notification, (d) The collection of the statistics of hospital 
experience. ( e) The provision of pathological aids for 
diagnosis, which will lead to the better diagnosis and treat¬ 
ment of many cases of illness in childbearing. Antenatal 
work by means of consultations and clinics, together with 
home visiting, should be organised. 

A review of the position as to the distribution of midwives 
shows that in some areas the supply of midwives is 
inadequate to the public needs. A review of the work of 
inspection of midwives shows that this is done to a very 
varying extent in different counties and county boroughs. 

Remarks on Foregoing Conclusions. 

The considered opinions in the Local Government Board’s 
Reports on infant mortality demonstrate the thorough and 
painstaking manner in which the subject has been investi¬ 
gated by the Board. Of course, they command profound 
respect. As was inevitable, many of them are not new and 
many are self-evident. They enunciate clearly and precisely 
many points calling for attention, they amplify and define 
much, they fill gaps which were present in our knowledge, 
they correct erroneous opinions, they give prominence to 
important deductions calling to be made, they indicate 
useful lines of action, they recognise difficulties, and 
generally they are adequate and illuminating. They are so 
complete that there remain only for elucidation certain 
questions which can best be answered as the result of local 
investigation. 

Naturally they are of varying importance. Perhaps the 
greatest service they render lies in pointing out, as they do, 
that sickness and death in infancy mean sickness and death 
in later life pari passu. The demonstration of the existence 
of “ blots ” in good areas, and of the existence side by side 
of areas of high and of low infant mortalities is of great 
significance. Not climate , nor topography , nor municipal 
sanitation, but the lives , the habits of the mothers in the homes 
determine the difference. 

I venture to express the opinion that throughout these 
conclusions too much importance is given to general 
measures. Because infant mortality is a part only of the 
general death-rate, and because it is a component thereof 
which presents special characteristics, particular action is 
needed for its elimination—procedure immediately directed 
against those influences and conditions which are peculiarly 
inimical to the young. So much in passing ; I must recur to 
this point. 

A paragraph in the first report does not lead to the same 
conclusion as another in the second. They are not irre¬ 
concilable. The former tends to show that there is no 
evidence that the non-domestic employment of mothers is 
injurious. The latter is to the effect that such employ¬ 
ment “must necessarily” do harm. I agree with both of 
these apparently divergent conclusions. I have reason to 
know for my own district that the former is well founded 
(I went into the question in 1908) and I am convinced that 
the latter must be true But to discuss the matter now 
would take too long. The influence of the industrial 
employment of women on family life generally, on child¬ 
bearing, and on the health and lives of the infants and 
children has not yet received adequate attention. It should 
be insisted upon that the family is the unit of the nation. 
The sum of the families is the nation. This social question 
of female industrial employment is so great and so complex 
that no individual can investigate it adequately, even in 
a life-time, yet it needs investigation. 

It may be worth while to express the opinion that the 
explanation of the apparent irreconcilability of these 


particular conclusions may be the following:—Under 
satisfactory conditions of family life generally, if in a 
section of a community the mothers worked all day away 
from the homes we would be able to show statistically 
that such employment caused an excessive infant mortality. 
But the existing conditions are so bad, the infant mortality 
is so excessive, the margin between the inevitable minimum 
(of something less than 40 deaths per 1000 births), and 
the mortality which actually prevails is so great that the 
effect of the mother’s absence from her duties to her 
offspring is masked by the additional resources commanded 
by her wages. 

I cannot readily accept the dictum that the experience 
of organisations which supply food to expectant mothers 
shows that the condition of the mother before parturi¬ 
tion has a definite influence upon the capacity for 
suckling. On the face of it that conclusion appears to be 
unavoidable. How can an ill-nourished woman so develop 
during pregnancy that the mammary tissue shall become 
adequate 2 It is not to be expected. But we have yet to 
hear advanced the natural corollary that the uterine tissues 
of the under-nourished woman fail to increase and to func¬ 
tion (except in such cases as come under the proper designa¬ 
tion of asthenia). Moreover, we know that the trophic 
nerves are able to exercise a selective faculty. And also the 
oft-cited phenomena of the very low infant mortality observed 
during the Lancashire cotton famine and the siege of Paris 
increase the difficulty of acceptance of this opinion. True, 
other factors played a part in Lancashire and in Paris, but it 
is undoubtedly the case that infants were breast-fed by 
mothers who had undergone privation during pregnancy to 
an extreme degree, and who, moreover, were semi-starved 
during suckling. Nevertheless, all women generally, and all 
mothers in particular, hold the natural right at the hands of 
their fathers, husbands, and sons to be well nourished at all 
times. I merely deprecate this particular statement about 
nourishment and suckling lest it should form a reason, or an 
excuse, to withhold from the infant its natural and only 
proper food. 

Unwanted Infants. 

There is a painful and difficult phase of the infant 
mortality question which, however, may not be left out of 
account. In a certain definite number of cases it is placed 
beyond doubt by the action of the parents that the infants 
are unwelcome and unwanted. It is not too much to say 
that their deaths are desired, perhaps not deliberately and 
consciously, but the result is the same—these babies die. I 
could cite many examples, but perhaps the best is afforded 
by a case of triplets. They arrived in the family of a 
labourer earning some 25*. weekly, where there were already 
six young children, the eldest still at school. The mother 
(none will wish to blame her) was overwhelmed by the 
unexpectedly large accession of family. She and her 
newly born infants were removed to hospital where 
they were placed under hygienic conditions as nearly perfect 
as may be. They had a small ward to themselves. Two 
experienced nurses were provided, one for day and the other 
for night duty. The mother had nursed all her other children 
at the breast. The first untoward incident in the case was 
the expression of unwillingness on her part to continue that 
excellent practice. However, she was induced to do so. 
Then the breast milk commenced to fail, and notwithstand¬ 
ing every effort—hygienic, dietetic, and therapeutic—to 
promote its secretion, it continued to diminish until at 
length it failed altogether. The smallest of the infants died 
after a few days’ life, the next after a few weeks’ life, and 
the third after a few months’ life. The mother remained in 
the hospital until within a month of the death of the last 
survivor. During the whole of the period I never saw her 
take any interest whatever in the babies. She constantly 
expressed a desire to go home. She never nursed them after 
her milk stopped, showed no anxiety about them, nor even 
grieved at their deaths. 

I would like, at this point, to mention a lesson that I 
learnt from one of the nurses in attendance. When, 
notwithstanding everything that was being done, the last 
baby seemed likely to die I said to the nurse, “ Whatever is 
the matter 2 How is it that nothing seems to answer ? ” In 
a manner which showed that she had solved the problem, she 
replied, “The child has never been * mothered,’ and babies 
need 1 mothering.’ ” I had frequently heard similar expres¬ 
sions of opinion, but there was something in the circum¬ 
stances, or perhaps in the tones of the nurse’s voice, or in 
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her manner, which caused me to realise, as 1 had not 
formerly done, the importance and significance of what the 
nurse called “mothering.” No doubt robust infants can 
survive in its absence, but, on the other hand, it is well 
t) recognise the fact that there is an inherent instinct and 
appetite in the young mammal to huddle and nestle against 
its mother’s body, and to receive warmth and nourishment 
therefrom. This experience has led me to believe that in all 
cases these things are necessary for the well-being of infants, 
and that there may be certain cases where the lack of them 
determines the balance against the infant, even to the 
extent of causing its death. 

In the case of the triplets I formed the opinion that the 
death of the first was probably inevitable, but that the other 
two would have survived had the mother been able to feed 
them in the natural way. I also came to the conclusion 
that the lack of milk was the result of the mother’s mental 
condition. 

The foregoing is an extreme example of a class. The 
lamentable fact may not be concealed that from time to 
time mothers are found who simply will not take the trouble 
to rear their infants. One recognises the fact with repugnance 
and expresses it with reluctance and regret. Yet it may not be 
gainsaid. I propose to show a photograph in the course of the 
next lecture of a simple form of incubator which we use in 
appropriate cases. Sometimes the loan is declined, and some¬ 
times after it has been accepted the appliance is not used. 
Various excuses are made, but the truth is that the mother¬ 
hood in a very small percentage of women is so feeble that 
they will not be at the pains involved. Such incidents are 
not confined^to harassed, overworked, underfed women, nor 
to cases of illegitimates. It cannot be a popular proceed¬ 
ing to point out such facts, but their recognition is necessary 
to a proper understanding of some of the problems of infant 
mortality. 


SHOCK AND THE SOLDIER. 

By G. ELLIOT SMITH, M.A., M.D. Sydney and 
Adelaide, F.R.C.P. Lond., F.R.S., 
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What Should be Done with Shook Cates after Discharge from 
Hospital ? 

In the treatment of the problem as to what should be 
done with such patients after their discharge from the 
special hospitals valuable information can be secured from 
the German reports, for the concessions made under 
Prussianism, notoriously devoid of sentimentality, must, 
at least, be based on necessity. In particular, I shall refer 
to an address entitled “Die Granatkontusion,” and an 
article on “Hysterie und Kriegsdienst ” by Gaupp, published 
in tbe Muenokener Medizinische Woekenschrift of March 16th, 
1915, the latter of which is of more importance in this 
discussion. In the former, dealing with shell shock, he 
mentions air-pressure, poisonous gases, mechanical shock, 
and mental shock as contributory factors in the production 
of the “general injury,” though undoubtedly the most 
important factor in the production of the class of disturb¬ 
ances with which this communication is specially concerned 
is the mental shook of intense fright, especially following on 
prolonged fatigue and overstrain of the nervous system. The 
primary importance of the mental effect in the causation 
of shock is further stressed by Schuster’s observation that 
bomb explosions are less likely to produce disturbance in a 
sleeping soldier than in a man awake. 

Gaupp gives detailed clinical pictures of these cases, in 
the great majority of which, though they vary remarkably, 
the essential underlying condition is remarkably similar. 
Reference to these descriptions will show that they conform 
to those published since by our own observers. For the 
most part the treatment adopted for all these states of shell 
concussion was suggestion. The prognosis for the acute 
symptoms is good: the more chronic symptoms, headache, 
dizziness, weariness, depression, &c., are dependent on the 
man’s physical constitution, on the way in which he is 
handled, and on his patriotic sense. By an actual 
instance, he shows the difficulty of successful simulation of 
insanity, warning the specialist that the presentation of an 


altogether unusual clinical picture must be received with 
caution, and an objective report sought for. 

In his other article on “ Hysteria and War Service,” Gaupp 
mentions that though the nervous condition of the men on 
the whole has been good, there has been an increase in the 
number of these cases of pathological excitement and nervous 
breakdown occurring in soldiers in whose vicinity a shell 
has exploded. No bodily injury is necessary to bring about 
these nervous disturbances ; terror, often also the psychical 
shock of seeing dead comrades, is quite sufficient as a causal 
agent, though the effects produced depend largely on the 
disposition and temperament of the individual. 

There is no evidence in those of Gaupp’s writings that I 
have seen of any attempt to discover the real causes of the 
disorders with which he deals. He recognises, however, that 
incorrect treatment often intensifies and maintains this 
diseased state. Observations made during the treatment of 
these cases showed that the acute symptoms were generally 
soon got rid of and the conditions quickly improved. In the 
less serious cases (headache, &c.) no objective signs of ill- 
health could be discerned, and the patients, when not pro¬ 
fessionally observed, appeared bright and fit for anything. 

Most significant and important, however, was the observa¬ 
tion that, even in some milder cases, any attempt to send 
the soldier back to the front or the bare mention of this 
possibility produced a return of the nervous trouble and 
occasionally of maniacal excitement. In other cases, also, 
where nervous troubles, uncontrollable in nature and 
intensity, led to the patient being kept in hospital for many 
months, it was found that the mental foundation which was 
a causal factor of these troubles was a more or less conscious 
anxiety concerning the possibility of a return to the front. 
“ There is no justification 1 for calling every instance of this a 
case of malingering or simulation. There are men quite 
capable and morally unassailable whose nervous system is 
positively unfitted for the hardships and horrors of war. 
They have enthusiasm and the best of intentions, but this 
mental inspiration does not continue when the horrors and 
terrors come. Their inner strength rapidly decreases, and it 
only requires an acute storm to break on the nervous system 
(such as bomb explosion or the death of comrades) for their 
self-control to vanish completely ; and automatically their 
condition changes into what is popularly called hysteria. 
Feeling within itself that it is no longer master of the 
situation the exhausted mind ‘ takes refuge in disease. ’ At 
first, as a rule, obvious signs of terror and anxiety manifest 
themselves (tremor, twitching, &c.) ; if these are cured there 
still remain chronic symptoms of hypochondria and despond¬ 
ency. Time, however, has its effect in many of these cases, 
and the longer the patient is away from the overstrain and 
terrors of war the more these troubles fade. Only too often, 
however, an effective residuum remains, due to anxiety 
about the renewed dangers and horrors of war, and refer¬ 
ence to his recall to service may revive the trouble—the 
recollection of the sight of his dead comrades may suffice to 
bring on tremor of the whole body.” (Gaupp cites the case 
of an officer.) 

(That it would be untrue and unjust to attribute all such 
manifestations to fear is shown by the fact that a man of 
unquestioned courage and determination, and apparently 
devoid of fear, proved and tested in previous wars, may 
exhibit such symptoms. 

A case in point is that of a British soldier, described to me 
by the medical officer who treated him. The man had 
suffered from severe shock symptoms and had recovered. In 
conversation with the medical officer the soldier expressed 
his willingness and even his anxiety to return to the front, in 
full knowledge of the fact that the officer’s report in that 
sense would lead to his being sent back to fight. That night 
the patient was awakened by a terrifying dream, the true 
significance of which was certainly not adequately appreciated 
bv him. Although he dreamt that he was afraid to go back 
to the front, apparently he did not realise that he was 
actually afraid—i.e., that the dream had any meaning. On 
examination it proved to be a detailed forecast of the 
imaginary incidents of his return to his regiment and of his 
attempt to drown himself when ordered to go to France. 
Here was a man who of his own initiative had asked his 
doctor to certify him as ready to return ; yet in his sleep the 
train of thought started by the discussion of the possibility 


i Prom this point to the end of the section I have included between 
inverted commas a very free translation—in some cases merely a 
summary—of Gaupp’s remarks concerning the problem of the psycho- 
neuroses as It exists in the German army. My own remarks appear In 
brackets. 
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of his return, working subconsciously, hail stirred up images 
of what his return implied, and reinstated emotions of so 
terrifying a nature that in his dream he preferred suicide 
rather than face the ordeal again. 

Although at the outset of the treatment Gaupp’s chief 
aim, both from patriotic and from scientific considerations, 
was to bring about the soldier’s speedy return to the field, 
he soon lost confidence in his capacity to do this ; and partly 
from discretion, partly from insight into the nature and 
causation of these disorders, he changed his views. From 
discretion, because he considers that hysterical and psycho¬ 
pathic persons are usually inferior soldiers ; and he regards 
it to be the most important duty of the neurologist and 
psychiatrist to defend his country from the possibility of an 
accumulation of mental invalids and life-long war-pensioners. 
Experience teaches that the acute symptoms of war- 
hysteria are usually curable, and they disappear more easily 
when anxiety concerning a return to the fighting is removed. 
These people are quite healthy from the social point of view, 
and quite capable of earning their own living if one dis¬ 
charges them in this state, so that they may take up their 
civil trade, or recommends them for a military duty which | 
keeps them away from the front. On the other hand, he finds 
that traumatic hysteria is not readily cured during war. 
It tends to persist until the conclusion of peace. But then 
another difficulty arises in the shape of war-pensions. So 
long as the war lasts the patient is glad to escape the renewed 
danger and work again in civil life, for which he is usually 
capable; but at the end of the war, when work will be 
difficult to find and a pension lies dazzlingly before him, the 
impulse to work may fail. Thus, both in order to spare 
the country great expense, and, by means of work, to free 
the hysterical permanently from war-hysteria, discharge 
is often found to be the right measure. Not merely discre¬ 
tion, however, but a full understanding of the nature of 
hysterical symptoms, led Gaupp to a more cautious attitude ; 
the recognition of the fact already mentioned that in the 
fight with hysteria the neurologist is in most cases hampered 
by the fact that the war is still going on. What is the use of 
patching up a hysterical mind at the back of which fear of the 
war sfcill slumbers, when the least shock from outside—and 
in the army there are plenty of these—is sufficient to upset 
everything again? Often enough the apparently cured 
person, soon after his return, again breaks down, 3 whereas, 
even in the most serious cases of hysteria, cure often follows 
quickly and completely as soon as the patient is certain that 
he need not return to the front. One is therefore led towards 
the conclusion that despite the danger which undoubtedly 
exists of the ominous suggestive effect of such discharges, 
on the production of complete and semi-simulation all 
around—a danger which can be averted only by a thorough 
knowledge of psycho-neuroses and hysteria on the part of the 
physician—there is nothing else for it but to discharge the 
men. The situation produced is disconcerting, and any 
remedy for the puzzling situation, says Gaupp, will be 
welcome.) “ Obviously every method must be used which 
has been found to be of service in the cure of psychogenic 
states ; and we must not underrate the appeal to patriotism, 
to the needs of military duty, and the call of comrades.” 

“But frequently all these influences fail : anxiety, care, 
and distaste are stronger. The symptoms remain and they 
become intensified as soon as the words ‘fit for duty’are 
heard. The actual resumption of duty only makes matters 
worse, because under the stress of war we cannot always 
expect that those in military command will handle the in¬ 
tensely disturbed soldier with insight and understanding, 
and with the patience of the expert psychiatrist.” 

“The secret of handling convalescent psychopathic, and 
above all hysterical, patients lies in recognising that they 
must be allowed to work in the right place and in the right 
way. The military scheme, with its distinction of fitness for 
field or garrison service and unfitness for duty, does not meet 
the requirements. Not everybody who cannot be put into 
the firing line need remain on garrison duty at home, nor is 
everybody who is qualified for garrison service suited for the 
fatiguing field training in garrison which is the preliminary 

2 Dr. Forsyth has explained this danger most forcibly and lucidly in 
The Lancet of Dec. 25th, 1915, p. 1403 : “ It will be admitted that a 
railway passenger who has suffered a nervous shock in a collision will 
be little able to undertake railway travelling for some time afterwards; 
mutatis rmitandi*. this applies to a nerve shaken soldier, and his return 
to ordinary duties. But to send the soldier back to the firing line is 
equivalent to putting the passenger into an express train which, he 
knows beforehand, is to be wrecked on the journey.” 


stage of field service. Moreover, sentry duty is not always 
suitable. Unoccupied loafing in barracks is tiresome, 
even for the sick men themselves. So it often happens 
that these people are discharged without it being abso¬ 
lutely necessary. In the case of the older men the 
military organisation is very careful to put their know¬ 
ledge, powers, and capacity to the most useful service. In 
the case of the younger troops this happens less often than 
in the case of those who are relatively fit for service ; but a 
similar procedure is to be strongly recommended in their 
case also. Many of them—for example, Government servants, 
such as teachers and clergy, whom the State can spare only 
with reluctance—might be restored to their positions. They 
would be much more useful there than in unprofitable oscilla¬ 
tion between the front, the convalescent home, and the hos¬ 
pital. Farmers who are not suitable for the front, and are 
also difficult to utilise in garrison work, because their 
hysterical symptoms forbid it, can be sent to work at home 
in the spring and summer, their agricultural knowledge 
being more valuable to the State than their doubtful 
military qualities. The case of young shop assistants 
and workmen, concerning whom there is a question of 
discharge on account of hysterical symptoms, is different. 
If their work is in munition factories or serves military 
purposes in some other way, we need not be much concerned 
about their discharge to return to such work (naturally under 
control). If this is not the case, the danger lies in the 
consideration that after their discharge they will merely 
increase the number of people without work, so that it is 
much better to get them a suitable post in military service.” 

“In this country where the normal activitieaof the nation 
are being maintained as well as war work, this consideration 
hardly applies. The only man who has the necessary 
information to form an adequate idea of a mental patient’s 
fitness is the medical officer who has studied the individual 
patient and knows his real condition. No other medical 
officer or medical board can say whether or not he is fit for 
work. This officer should be invested with full authority 
not to send straight back to the front the nervous and 
hysterical soldier—in whose case a long hospital treatment, 
for the reasons mentioned above, is of no further use—but to 
decide how the man should be employed. One must not, how¬ 
ever, fall into the error of giving all these semi-useful people 
clerical or office work to do. In forming a decision as to 
what each person can do, one must bear in mind his civil 
occupation, the circumstances of his family, his own feelings 
and ideas, and his capabilities. If this is done in the right 
way, hundreds or thousands of nervous hospital inmates 
whose condition shows no sign of improvement can be 
employed in ordinary ways.” 

“A kind of military register for these half-capable nervous 
men should be compiled. (What is true of these nervous 
men will be equally so of others—not nervous cases—who 
are only half capable, so that the question will not be one of 
small numbers.) Information would be given as to what kind 
of work can be supplied ; and the allotment of nervous 
patients according to the advice of the medical specialists 
could then be taken in hand. After a few initial difficulties 
the organisation should work quite smoothly ; in this way 
work would be obtained from the men so mobilised, 
the hunt for pensions would be discouraged, and the spur 
would be applied to the simulator and the exaggerator. 
Presumably also many healthy people who are fit for field 
service and garrison duty would be set free, because their 
present work at home or at the depots would be taken over 
by these half-capable people. We should at least try with 
all the means in our power to keep the men who have once 
been enlisted for our country’s service, so long as serious 
disease does not make their discharge legally unavoidable. 
The longer the war lasts the more the number of nervous and 
hysterical patients will increase; the greater will be the 
necessity, instead of keeping them as costly inmates of a hos¬ 
pital, of putting their energy to some use in the appropriate 
part of the military organism.” 

I shall now turn to the consideration of certain other 
factors to which many physicians attach great importance 
in the etiology and treatment of these incipient cases of 
mental disturbance. 

Heredity. 

The claim has been made by certain workers that the 
soldiers who become affected by shock are weaklings or are 
1 descended from mentally afflicted or nervous parents. It is. 
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of course, unquestionable that in a large army there must 
be many soldiers with tainted family histories; and it is 
probably equally certain that such factors play some part in 
determining the greater susceptibility of certain men to 
shock. But it would be a gross misrepresentation of the 
facts of the case to label all the soldiers who suffer from 
mental troubles as weaklings. The strongest man when 
exposed to sufficiently intense and frequent stimuli may 
become subject to mental derangement. It is quite common 
to find among the patients suffering from shock senior non¬ 
commissioned officers who have been in the army for 15 or 
20 years (much of which time has been spent in foreign 
service under trying circumstances, such, for example, as 
the South African War), and have stood this severe strain. 
Such men can hardly be called weaklings. 

Even those cases where there is a definite history of a 
neurotic parent, it would be a mistake hastily to conclude 
that when the son of such a man or woman becomes a victim 
of battle-shock it is due to heredity. For when the detailed 
history of such patients is obtained the fact comes out quite 
clearly that the social disturbances in the household of such a 
nervous person may be amply sufficient to inflict severe 
psychical injuries upon young children. 

Farther, in many cases the histories themselves clearly 
and definitely reveal the real etiology of the mental condi¬ 
tion, and point to emotional disturbances in children, due to 
the cruelty of drunken parents, a rankling sense of injustice, 
a terrifying experience, which might have been an accident 
or deliberate maltreatment by some human being, or again, to 
the appalling conditions created in some of these soldiers’ 
homes by nervous and irritable parents, as the real trauma 
which the “ shock ” has served to reawaken. 

Treatment. 

Amongst those whom experience has convinced of the 
efficacy of psychological treatment for this class of case 
there are indications of a divergence of opinion in the 
matter of treatment. One school believes that it is sufficient 
if the medical man has discovered the real cause of the 
trouble and explained it to the patient. The other school 
looks upon the preliminary psychical examination merely as 
a means of diagnosis, the unveiling of the hidden cause of 
the trouble ; and considers that the treatment should be the 
laborious and often lengthy process of re-educating the 
patient, and so restoring to him the proper control of him¬ 
self. It is of the utmost importance to emphasise the 
ucdoubted fact that those who maintain either of these 
news to the exclusion of the other are committing a grievous 
and dangerous error, for there is no real line of demarcation 
between the two schools. 

A sensible and intelligent man, once the cause of the 
trouble has been made clear to him, may be competent to 
continue to cure himself, or, in other words, to re-educate 
himself, and completely to get rid of the cause of his 
undoing. But the duller and stupider man may need a 
iaily demonstration and renewal of confidence before he 
te?iu8 to make any progress. It is precisely analogous to 
the experience of every teacher of a class of students ; the 
brilliant man will seise hold of a principle at once and learn 
to apply it without further help, whereas the dull man needs 
•epeated and concrete demonstrations before it sinks into his 
understanding. 

In dealing with soldiers, and this applies with especial 
force to the regular army, the aspect of many of the cases 
differs considerably from those of the civilians. Trifling 
forgetfulness in the civilian would perhaps not be a serious 
cau*e of worry, but in the soldier, inured by years of 
training” to strict discipline, forgetfulness even of trivial 
instructions, or any difficulty in understanding complex 
orders, is likely to bring down upon his head condign 
punishment-. Such lapses are regarded by the soldier as 
^tremely serious offences, because years of training and 
discipline have inculcated this idea. When as the result of 
’bock such soldiers are afflicted by even slight forgetfulness, 
i ine J become worried by it much more than the civilian and 

I ^&egerate its importance until it becomes a real terror to 
•bem. As the result of their training they regard such 
phenomena as altogether abnormal ; and by a process of 
•iUonalising what to them is a novel experience, they are 
to imagine that they are going mad. Such patients 
ff en dream about incidents in their army life when they 
• Vv * been forgetful and got into trouble; they become 
Messed with the haunting fear that they are now likely to 


get into perpetual difficulties, and are worried by the 
thought that they are incompetent for the duties to which 
they have been accustomed, and imagine themselves debarred 
from all useful work. However, they are easily reassured 
when the medical attendant explains to them that in 
ordinary life civilians are frequently subject to such experi¬ 
ences, and that it is only the special circumstances of army 
life which make such trivial lapses seem serious to them. 
Not only is the soldier much more scared by such things 
than the civilian, but it is also a very remarkable pheno¬ 
menon, and certainly one which came as a surprise, that the 
neurasthenia of the soldier is apt to be very much more 
serious than that of the civilian; for when a really brave 
man is stricken by fear he is more seriously affected by the 
terror of an experience which not only has a larger element 
of novelty than in the case of the civilian, but also wounds 
him more deeply by convincing him that he is lacking in 
that very quality which is most essential for his professional 
work. 

The Question of Isolation. 

There is a considerable divergence of opinion as to whether 
or not it is proper to treat such patients as exhibit hysterical 
symptoms by isolation. There can be no doubt that a certain 
proportion of them, when isolated, make a complete recovery, 
and that when used with discrimination such a procedure is 
a very useful therapeutic agent; but it is equally certain that 
in other cases, and especially in those cases where the whole 
of the symptoms are determined or influenced by the 
revival of some painful experience of the past, isolation may 
not only be ineffective, but even positively injurious. For, 
by removing the patient from all distracting influences, you 
throw him upon his own resources, and practically force him 
to brood over those very memories which are at the root of 
all his trouble. 

It cannot he too strongly emphasised in connexion 
with this subject that most of the theory 3 and practice 
of treating hysteria by isolation has been developed in civil 
practice, and often has been illustrated from cases of 
well-to-do women living in the lap of luxury. The circum¬ 
stances of the soldier are entirely different. First, as 
regards the removal of the patient from the surroundings 
which caused the breakdown, a thing which has already 
been done when he was brought back from the trenches 
into hospital, the isolation of the hysterical soldier can 
hardly be justified on that score. At the same time, the 
removal to a military hospital at any rate should obviate all 
danger of his being pestered by foolish relatives and friends 
with their mi?taken sympathy or excessive attention. And 
as regards the importance of discipline and routine, the 
soldier is in a very different position to that of the wealthy 
society lady, for he has already been subject to such 
training. 

In some instances, however, just as in the civil cases, 
isolation may have the important effect, by the boredom it 
induces, of making the patient want to recover and try to 
recover. But there is the corresponding disadvantage that 
if you isolate a man and put a special nurse to look after 
him it is impossible to convince him that his case is not 
serious. It may, indeed, help him to persuade himself that 
he is really going insane. As a matter of experience, it is 
found that very many men cannot stand isolation for long; 
they feel that they must break out, even if they realise that 
punishment is certain for doing so. In conversation with 
patients who are undergoing treatment by isolation they 
are often perfectly frank about it, and tell the medical 
officer they will break out at the first opportunity; that the 
few hours of freedom would more than compensate for the 
punishment which would come afterwards. Such men, 
therefore, become a positive nuisance in general hospitals, 
and whenever possible they should be put into a special 
hospital. 

Without denying, however, that treatment by isolation is 
effective in a good many cases, there are adequate reasons 
for regarding it as much less generally appropriate in the 
case of soldiers than it is in the majority of patients dealt 
with in civil practice. But it must be apparent that, when 
the present trouble is due in any considerable measure to 
the reawakening of emotions linked up with some painful 
experience in earlier life, isolation is not likely to be effective 
in many cases, and may be definitely harmful. 

3 The theory of treatment hy isolation has been lucidly explained by 
Mohr in Lewandowsky’s Iland'buch dt r Neurologic. 
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Hypnotic Suggestion. 

The question of the possible usefulness of hypnotism in 
dealing with these cases of shock has been discussed in an 
interesting way in Colonel Myers’s articles in The Lancet 
of Jan. 8th, p. 65, and March 18th, 1916, p. 608. 

I suppose most physicians who have had any experience 
of hypnotic suggestion will agree in the main with the mature 
opinions expressed by Dejerine and Gauckler (pp. 278-283). 
In patients whose illness is of long duration it is not only 
inadvisable, on ethical grounds, to resort to hypnotism, but 
also for the strictly therapeutical reasons that it is not likely 
really to help in curing the patient, and may even aggravate 
his illness. “All psychotherapy should first and foremost 
be addressed to the functions of consciousness, and a method 
such as hypnotic suggestion which is addressed to the func¬ 
tions of automatism can no longer be practised at the 
present time ” (D6jerine and Gauckler, p. 281). Even sug¬ 
gestion in the waking state, “though in all respects less 
dangerous than hypnotic suggestion,” is subject to the grave 
objection that in using this method the physician’s attention 
is necessarily directed “to the symptom, and completely 
neglects the underlying mental [cause].” “ By direct sug¬ 
gestion one weakens instead of strengthening the patient’s 
critical power. It does not in any way accustom him to 
judge his impressions and to recognise the value of his 
sensations. Here again the attempt to remove the symptoms, 
or to cure by outside suggestion, only tends to reinforce the 
patient’s auto- and hetero-suggestibility, which form the 
very source of his symptoms.” 1 These opinions concern 
those cases in which neurasthenic or hysterical symptoms 
have become definitely established. The problem of dealing 
with the acute symptoms of shell-shock, such as Colonel 
Myers has discussed, and perhaps of certain cases of per¬ 
sistent amnesia, does not necessarily fall within the same 
category. 

In the great majority of cases of some considerable dura¬ 
tion, and in practically all of those in which the trouble is due 
to some ante-war worry or emotion, it may be regarded as 
probable that hypnosis is of no use and in many cases may be 
positively harmful, for under such circumstances, even with 
the most favourable conditions, it would result merely in 
the removing of symptoms; and the removal of one may 
be followed by the appearance of another, which may even 
be induced by the process of hypnosis. Moreover, in cases 
where there is a tendency to the development of a double 
personality hypnosis may have the effect of emphasising 
the risk. Further, if the patient has sufficient of his own 
will-power to enable the process of re-education to be 
carried out, it is clearly undesirable, both on psychical and 
ethical grounds, for the doctor to impress his influence from 
without. 

In considering the possibility of the usefulness of hypnotic 
suggestion it is important to bear in mind that various 
factors may come into play in impressing an event upon the 
patient’s memory, or in determining the effect of the shock 
from which the patient is suffering when he arrives in hos¬ 
pital. In the first place there is the vividness or intensity 
of the stimulus ; in the second place, the degree of recency ; 
in the third the frequency of the stimulus ; and in the fourth 
relevancy. By the latter is understood the extent to which 
a given event appeals to the individual’s past experience, 
and becomes integrated into his own personality. 

A patient who has recently received a severe shock, the 
effects of which alone represent the real trouble, without the 
disturbance of any antecedent experience, might quite well 
be relieved by hypnotic suggestion of sleeplessness, pain, or 
amnesia ; and in some cases this removal of the acute 
symptoms which determine the persistence of the shock 
effects may lead to complete recovery. A single and sudden 
wholly irrelevant experience, such as the bursting of a shell, 
which has no relationship whatever to the patient’s past 
experience, and produces effects by its vividness and its 
recency, might quite well be neutralised by another kind of 
wholly irrelevant intrusion, such as hypnotic suggestion. 
This argument might perhaps be made more intelligible by a 
homely analogy. A temperate man walking along the street 
might be thrown temporarily into a condition of faintness or 
collapse by seeing some ghastly accident, but by taking a 
“brandy and soda,” winch to such a man would be a 
wholly irrelevant experience, the physiological expressions 
of his emotions might be controlled and he might be able to 

4 Dejerine anrl Gauckler, p. 232. 


proceed on his way, and to overcome completely the effects of 
the transitory experience. But in the case of a man who, j 

for example, had been greatly worried by monetary troubles i 

for a number of years, the “ brandy and soda ” would not J 

produce anything more than a temporary alleviation of his J 

troubles. The latter illustration represents the chronic 
psychosis which, as Dejerine has so admirably explained, 
is quite unsuitable for hypnotic treatment. But the dis¬ 
tinguished French neurologist’s statements do not seem to i 
apply to the former type of case, due to a vivid recent shock, i 
in the symptomatology of which troubles before the shock 
play no part. In such cases the results of hypnotic suggestion 
are often brilliant, if erratic, as is the “brandy and soda J 

cure ” for the man who is overcome by a sudden terrible i 

experience in the street. " 

There are, however, patients who have not sufficient will¬ 
power or intelligence to be properly re-educated, in whom, 
perhaps, a certain amount of suggestion may be of some use, i 
but this class of case is somewhat dubious. I might refer 
to a case which illustrates the dangers of hypnosis as 
well as its possible usefulness. It is that of a man all of 
whose companions were destroyed by the bursting of a shell, : 
and who suffered for months afterwards from complete loss 
of memory. A medical man hypnotised him, and perhaps 
with undue tactlessness, brought back the memory of the 
critical incident at the front, stripped of all the episodes - 
which led up to or followed it. It excited in him the most .■ 
violent emotions, and he became sick with terror; for the 
revived incident seemed perfectly real to him, or, as he J 
described it afterwards, “it jumped up against him,” and 
for weeks he was so utterly terrified that he would not go j 
near the doctor. Even though he could not retain the 
memory of any other recent events the horror of that 
experience seemed to have made him remember his dread of 
a particular medical man. But by making use of the 
information gained during that revival under hypnosis of 
an incident unknown to anyone but the patient, which his 
amnesia up till then had kept sealed up, it became possible 
for another medical officer to bridge the gap between hia 
memory of previous events and the experiences which the , 
patient was known to have had in the military hospitals. 

In speaking of the results of hypnotic treatment as being 
brilliant but erratic, it is important to remember that the 
same observations apply to suggestion without hypnosis. 
For instance, the application of electricity to the vocal cords 
in cases of hysterical aphonia affords an admirable illustra- 
tion of the treatment by suggestion, even if the method , 
savours of charlatanism. An excellent demonstration of the ' 
part which psychical factors play in such cases is afforded 
by the story of the sailor on the German battle-cruiser 
Derfflinger , recorded by Blassig. 5 ■ 

A seaman from the Dcrjflinger was brought into a naval 
hospital with loss of voice on Dec. 22nd, 1914, and could 
speak only in a whisper. He said that he had always had -j 
good health, with the exception that as a child he had diph¬ 
theria, but recovered without tracheotomy or any complica¬ 
tion. His voice had always been clear and ’well under 
control. At the beginning of December he had a slight cold, 
which he attributed to sentry duty on deck in very stormy 
and wet weather. Suddenly he lost his voice, two days after 
the shelling of Scarborough (Dec. 16th), while he was in the 
munition chamber of the big guns, and was greatly upset 
during the firing. After 14 days he recovered his speech. 

On Feb. 12th, 1915, he returned* to hospital with complete .. 
loss of voice, immediately after the naval engagement in the 
ISlorth Sea. On Feb. 15th he was treated with electricity, 
directly applied to the vocal cords, and on March 20th he 
was discharged with complete recovery of his speech. But 
on returning to duty, as soon as he went on board his ship . 
his voice was suddenly lost for the third time, and he =, 
remained aphonic. 

This is clear evidence of the fact that his trauma was 
psychical. His previous history perhaps contains the clue 
explaining why, in his case, it was his voice which was , 
affected. The application of the faradic current was sugges¬ 
tion pure and simple. 

In emphasising the uselessness or even danger of sugges¬ 
tive therapeutics in most cases that are not quite recent, I 
have not been referring to that method of suggestion which , 
is involved to greater or less degree in all successful treat- : 
ment of disease—the process of gaining the patient’s con¬ 
fidence and impressing him with the idea that he is going to 
recover. 

Munch. Med. Wochensch., June 15th, 1915, p. 335. 
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“Theconversational attitude, the familar manner of talking 
things over, the heart-to-heart discussion, where the phy¬ 
sician must exert his good sense and feeling, and the patient 
be willing to be confidential. [This is the method which 
D^jerine calls “ psychotherapy by persuasion."] It consists 
in explaining to the patient the true reasons for his condi¬ 
tion, and [for] the different functional manifestations which 
he presents. It consists, on the other hand, moreover, and 
yon may say almost wholly, in establishing the patient’s 
confidence in himself and awakening the different elements 
of his personality, capable of becoming the starting-point of 
the effort which will enable him to regain his self-control. 
The exact comprehension of phenomena which he presents 
must be grasped by the patient by means of his own reason¬ 
ing. The part that the physician plays is to recall, 

awaken, and direct. He has nothing to do with suggestions.' 1 a 


No one who has not had the experience of guiding mental 
patients in the way so lucidly expounded by the French 
physicians can form any adequate conception of the remark¬ 
able efficacy of these common-sense methods in restoring to 
those who are afflicted a normal attitude of mind. It is 


certainly saving considerable numbers of soldiers from the 
fate of insanity. These methods are not novel, even if the 
fuller comprehension of their mode of operation is only 
dawning upon us now. This point has been admirably 
expounded by D6jerine and Gauckler, from whose book I 


must quote once more :— 

“May we be permitted to quote a few lines in which 
Bernardin de St. Pierre has defined, more exactly and better 
perhaps than we could do, and with a sort of prescience of 
what is needed, the very rdle that we would like to [see our 
physicians adopt towards their patients 1. 

1 wish that there might be formed in large cities an estab¬ 
lishment, somewhat resembling those which charitable 
physicians and wise jurists have formed in Paris, to remedy 
the evils both of the body and of one’s fortunes; I mean 
councils for consolation, where an unfortunate, sure of his 
secret being kept and even of his incognito, might bring up 
the subject of his troubles. We have, it is true, confessors 
and preachers to whom the sublime function of offering 
consolation to the unfortunate seems to be reserved. But 
the confessors are not always at the disposition of their 
penitents. As for the preachers, their sermons serve more 
as nourishment for souls than as a remedy, for they do not 
preach against boredom, or unhappiness, or scruples or 
melancholy, or vexation, or even so many other evils which 
affect the soul. It is not easy to find in a timid and depressed 
personality the exact point about which he is grieving, and to 
pour balm into his wounds with the hand of the Samaritan. 
It is an art known only to sensitive and sympathetic souls. 

Oh! if only men who knew the science of grief could give 
unfortunate people the benefit of their experience and 
sympathy, many a miserable soul would come to seek from 
them the consolation which they cannot get from preachers 
or all the books of philosophy in the world. Often, to 
oomfort the troubles of men, all that is necessary is to find 
out from what they are suffering.” 6 7 


D6jerine and Gauckler add :— . 

“ One could not express any better, or any more directly, 
what we never cease to maintain, however lacking in science 
it may seem at the first—namely, the real therapeutic action 
of kindness. 

Liberated morally, and having regained consciousness of 
self, and freed in addition from his functional manifestations 

by the appropriate processes ., the patient is cured. He 

is cured from his actual attack. But his mental foundation, 
his psychological constitution, still remains in the same 
condition which permitted him under emotional influences 
to become a neurasthenic. The rdle of the physician is, 
therefore, not ended. He must still build up his patient’s 
life, still practise prophylaxis, and get the patient into a 
condition where his character will be established.” 8 


General Considerations. 

As recently as Jan. 15th, 1916, the British Medical Journal 
was responsible for the statement: “ The only hope that our 
present knowledge of insanity permits us to entertain of 
appreciably diminishing the number of ‘first attacks’ lies 
in diminishing habitual and long enduring drunkenness and 
in diminishing the incidence of syphilis ” (p. 105). This 
statement would have been sufficiently amazing if it had 
been made two years ago; but when the hospitals of 
Europe contain thousands of 11 first attacks ” of insanity, 
which are definitely not due either to aloohol or syphilis, 
the only conclusion to be drawn from it is that its author 
must have been asleep since July, 1914, or have become so 


6 Dejerine and Gauckler, op. dt., p. 283. 

7 Bernardin de St. Pierre, Etude de la Nature, 1784. 

* Op. cit., pp. 302 and 303. 


obsessed by his fixed idea as not to be able to see the plain 
lessons of the war. 

Syphilis, no doubt, is responsible for a very considerable 
proportion of cases of insanity, and drink perha.pt for some 
more; but the incipient forms of mental disturbance which 
the anxieties and worries of warfare are causing ought to 
impress upon the attention even of the least intelligent 
members of the community that such causes are operating 
both in war and peace, and are responsible for a very large 
proportion of the cases of insanity. But what is still more 
important, it is precisely these cases which, if diagnosed in 
the early stages and treated properly, can be cured. The 
chief hope of reducing the number of patients in asylums 
for the insane lies in the recognition of this fact, and 
acting upon it in the way of providing institutions where 
such incipient cases of mental disturbance can be treated 
rationally, and so saved from the fate of being sent into an 
asylum. 

Such measures have been adopted upon an extensive scale 
in Europe 9 and America, and have met with marked success. 
In this country our distinctive national obstinacy and the 
devotion to such catch phrases as “the liberty of the 
subject ”—even when this involves the incarceration of the 
patient whose liberty to escape treatment and to become 
insane is the issue so jealously defended—have hitherto 
proved insuperable obstacles in the way of this tremendous 
reform. The present war, which has been responsible for 
destroying so many illusions, has worked many wonders in 
the domain of medicine. It has forced the authorities to 
inaugurate the rational and humane treatment of early cases 
of mental disturbance, which treatment in times of peace they 
persistently refused even to consider. But if the lessons of 
the war are to be truly beneficial much more extensive 
application must be made of these methods, 10 not only for our 
soldiers now, but also for our civilian population for all time. 


THE PREPARATION AND USE OF CERTAIN 
AGGLUTINATING SERA. 

By HARRIETTE CHICK, D.Sc. 

(With a Note on Preparation of Agglutinating Serum 
for B. Dysenteric Shiga, by E. Jean Daly ell, M.B ) 
{From the Lister Institute of Preventive Medicine .) 


The large incidence of intestinal infections among our 
forces in the Eastern Mediterranean during the summer and 
autumn of 1915 has led to a continually increasing demand 
for specific agglutinating sera for purposes of diagnosis. 
This in itself is proof that the method has proved a trust¬ 
worthy routine measure for establishing the identity of the 
organisms isolated from these cases. In these circum¬ 
stances an adequate supply of specific, high-titre sera is 
essential, and without making any claim to originality, it 
may be of use to give a short description of thq method 
employed in this Institute for their preparation, and a few 
hints as to their use in practice. 

Preparation .—After trial of both horses and goats, rabbits 
have been adopted almost exclusively for the manufacture of 
these sera. It has been found that they yield the most 
satisfactory serum, although the quantities obtained are 
small. 

Immunisation is obtained by intravenous injeotion into 
the ear-veins of overnight cultures on nutrient agar, washed 
off with 0-85 per cent, salt solution. In some cases living 
cultures were alone used during the immunisationin 
others these were only employed after a preliminary injec¬ 
tion of vaccines heated for about 30 minutes to 56-57 C.; in 
others again, heated vaccines were used throughout the 
immunisation. At first a direct count was always made of 
the number of organisms injected, but after some experi¬ 
ence it is possible to gauge the numbers of organisms 
required for the larger doses as fractions of an agar “ slope.” 

The rabbits selected should be at least 2000 gm. in weight. 
Each animal under treatment is weighed daily and charts 


9 Major Rows tellB us that in the province of Hesse, “by reason of 
ui table treatment during the early stages of mental illness (the 
uthorities) had been able to postpone for some years the erection of a 
ew asylum in the province.” (Jour. Ment. Sci., vol. lvili., 1912, 

'lMn an address on the Absence of Proper Facilities for the Treatment 
f Mental Disorders in their Early Stages (Brit. Med. Jour., Jan. 8th, 
916, p. 41), Dr. Bedford Pierce has recently emphasised the urgency 
f this reform. „ 
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are kept of its daily weights; these give a useful indication 
of the general condition. A graduated system of dosage is 
employed, and the doses succeed each other as rapidly as is 
permitted by the condition of the animal, the intervals 
varying from four or five days to seven days or longer if the 
weight and general health of the rabbit be not sufficiently 
restored. In this way, with a little experience, the animals 
can be maintained in good health during immunisation, and 
it is unusual to lose any during the process. Immediately 
after an injection the animal needs special care and atten¬ 
tion, and extra protection from cold should be provided. A 
temporary change of diet from cabbage leaves and bran 
to milk and bread and oats is frequently a great help. 
Animals which are being immunised with members of the 
dysentery group show the greatest disturbance after an 
injection and require the most care. 

About seven days (or longer, according to experience) after 
the final injection a few drops of blood are taken from the 
rabbit’s ear-vein and the serum tested as regards its agglu¬ 
tinating titre for the homologous organism. If the test gives 
a satisfactory result the animal is bled out immediately, if 
possible. Urethaae (about 5 to 8 c.c. of a 30 per cent, solu¬ 
tion) is injected subcutaneously about half an hour previously, 
and ether is employed at the time of the operation. The 
animal is bled from the carotid artery under aseptic condi¬ 
tions and the blood is collected in a sterile tube and allowed 
to clot; the sterile serum is drawn off, usually after standing 
for two days, and carbolic acid added as a preservative, to a 
concentration of 0 5 per cent. The yield of serum from a 
rabbit of 2000 gm. weight is on an average about 40 c.c. 

The serum obtained from each rabbit is separately 
examined, both as regards its agglutinating power for the 
homologous organism and for the presence of group- 
agglutinins. The agglutinating serum distributed consists 
of the pooled sera of several rabbits, each of which has 
passed satisfactory tests. The mixed batches are re-tested 
against several cultures of the specific organism and 
thoroughly examined for group-agglutination, the cultures 
tested, including, if possible, some recently isolated strains. 
If time permits, each batch is kept in stock for some months 
before being issued in order to watch for deterioration. 

A number of interesting results have been acquired during 
the immunisation of large numbers of rabbits. This most 
interesting fact has been disclosed—viz., that sera of a 
definite agglutinating titre for the homologous organism may 
be obtained with some regularity, if immunisation is carried 
out on standard lines, carefully controlled. This suggests 
that idiosyncrasy of the rabbit plays a less important part in 
the process than had been supposed. The individuality of 
the animal, on the other hand, has a considerable effect on 
the specificity of the serum, especially in immunisation with 
members of the dysentery group. 

The table below gives details of the procedure found useful 
in preparing the various sera required; notes are added 
dealing with the main points of interest special to each 
group. The figures given in each case express the average 
titre with the homologous organism and the average degree 
of specificity which may be expected. These data merely 
express the average of the results collected up to the present 
time, and are not to be regarded as final. 

Method of testing .—The method adopted for carrying out 
agglutination tests and determining the titre of sera is one 
capable of easy reproduction in active service conditions. 

The macroscopic method is employed exclusively, and the 
tubes containing bacterial emulsion and diluted serum are 
placed in an ordinary incubator at 37° C. The time allowed 
18 two hours in case of the sera of the typhoid group and of 
cholera, and four hours in case of M. melitensis and the 
dysentery group. With some dysentery “Shiga” sera the 
agglutination after four hours cannot be seen with the naked 
eye, but is distinctly visible with a lens of 10 diameters 
magnification; in these cases the agglutination titre is 
marked “ microscopic.” The agglutination tubes are left at 
room temperature for about 15 to 30 minutes before being 
read; they are then left overnight in the laboratory and 
examined next morning for confirmation. The titres given 
refer to the appearances at the end of the two or four hours’ 
incubation. 

The bacterial emulsions are made from overnight growths 
on ordinary nutrient agar slopes, washed off with sterile 
distilled water. This first emulsion is diluted until it con¬ 
tains 2000-3000 million organisms per c.c., a strength which, 
after preliminary experiments, was found to give a con¬ 
venient opacity and was adopted as standard. In practice it is 
attained by diluting the original emulsion until print 2 mm. 
in width can be clearly read through a narrow test-tube 
(10-12 mm. diameter) filled with the emulsion. This opacity 
is, roughly, that obtained when milk is diluted 200 times 
with water. 


As a general rule, fresh living emulsions are used in the 
test, seeing that the sera are destined for diagnosis of fresh 
living cultures in practice. Occasionally, however, among 
members of the typhoid-paratyphoid group it has been 
found suitable to employ iormalised emulsions (containing 
0-1 per cent, formalin) in obtaining the titre of the homologous 
serum. 

The serum to be tested is diluted with physiological 
salt solution (0*85 per cent. NaCl) to a series of strengths 
ranging from 1 in 62*5 to 1 in 8000 or over. A set of small 
agglutination tubes is arranged, containing 0*5 c.c. of each of 
these dilutions and 0*5 c.c. of the emulsion to be tested, so 
that the final concentration of serum varies from I in 125 to 
1 in 16,000 or more. The concentration of salt in the final 
mixtures is 0*42 per cent.; this is found better than full 
physiological strength in case of organisms (for example, 
B. paratyphosus B) which have a tendency to self-agglutina- 
tion, and for this reason the bacterial emulsions are made 
with distilled water. The macroscopic titre, published with 
the sera distributed, indicates the highest dilution of the 
serum giving an agglutination which is readily seen with the 
naked eye under the stated conditions of the test. 

Specificity of sera .—Agglutinating sera prepared with 
members of the typhoid-paratyphoid group usually show a 
definite co-agglutination for certain members of the same 
group, but remain specific as regards the dysentery group. 
In the same way, the agglutinating sera of the various 
dysentery types show group-agglutination among each other, 
but not with members of the typhoid-paratyphoid group. 
The degree of specificity that is usual with the various sera is 
shown in the table. In some cases the sera obtained have to 
be discarded altogether, owing to the presence of group 
agglutinins which might cause confusion in practice. Even 
so, it is not always possible to obtain absolute specificity, 
especially where high-titre sera are desired. It seems as if 
in the production of a high titre (e.g., 8000-32,000) for the 
homologous organism, definite group agglutination for 
members of the same group is also evoked. In general, the 
degree to which this occurs varies with individual rabbits, 
and in some cases with the strain employed for immunisa¬ 
tion. Numerous examples are to be found below in the 
table. An experienced worker will often detect group- 
agglutination by its incompleteness and the slowness with 
which it takes place. Moreover, error is avoidable if for 
diagnostic purposes the sera are employed in an appropriately 
high dilution, and this procedure has the additional advan¬ 
tage of economy. It is now the custom in this Institute to 
indicate, with all sera issued, what dilution is recommended 
for diagnosis. 

If it is the practice in any pathological laboratory to 
make up a certain fixed dilution of agglutinating sera for 
routine diagnosis, this dilution should in each case have 
reference to the titre of the sample of serum used, and while 
low enough to include the less agglutinable strains of the 
homologous organisms should be sufficiently high to avoid 
the confusion of group-agglutination. In any case, it is not 
advisable to rely upon the agglutination test as a sole means 
of diagnosis, but the organisms isolated should always, 
where possible, be submitted to cultural tests in addition. 

In this Institute, at the present time, agglutinating sera 
are tested for specificity against fresh living emulsions of 
other members of the intestinal groups of organisms. In the 
past formalised emulsions were sometimes used. It has 
been shown, 1 however, that the presence of formalin in 
emulsions inhibits group-agglutination; in these circum¬ 
stances it has seemed advisable to make all specificity 
tests with fresh emulsions, so that the tests may be as 
rigorous as possible. 

Typhoid-paratyphoid group: B. typhosus, B. para¬ 
typhosus A, B. paratyphosus B, B. enteritidis Gartner.— 
Agglutinating sera for the members of this group are 
prepared without difficulty and a high titre is readily 
obtained. B. paratyphosus B is the most toxic for rabbits 
and, in immunising, it is necessary to start with small doses 
and to proceed with some caution. Still, if the animals are 
treated with care there is no difficulty in bringing them to 
the end of the immunisation in good health. With 
B. typhosus, B. paratyphosus A, and B. enteritidis Gartner 
there is usually little difficulty or danger. 

The character of the agglutination is also very satis¬ 
factory ; it takes place rapidly and the aggregated bacteria 
give a coarse and flocculent deposit. This is in marked 

i See Dreyer, Proceedings of the Royal Society of Medicine, Medical 
Section, vol. lx., 1915, p. 11. 
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Table giving Preparation and Properties of Agglutinating Sera of the Different Pathogenic Intestinal Organisms. 

Note .—(The doees are arranged for rabbits of approximately 2000 gm. weight.) The numbers expressing titre refer to the highest dilution 
lnwhioh macroscopic agglutination Is olearly visible to the naked eye under the conditions of the teat. 

The specificity tests In every case were made with the serum obtained at the final bleeding. 


Organism. 

Day. 

Dose. 

Treatment of 
vaccine. 

Titre with 
homologous 
organism. 

Specif 

Organism. 

icity. 

Titre. 

Method of 
test. 

B.typhosus. Strain: 
“Simpson.’* 

1 

6 

13 

20 

1000 millions (1/20-1/30 
slope). 

2000 mllli -ns (tylO slope). 
If titre la high, bleed 
if not, give 10.000 
millions (1/2 slope). 
Bleed. 

Heated 4 hour 
at 57° C. 
Not heated. 

«• 

ti 

8000 (probably) 

8000-16,000 

B. parat. B. 

B. ent. Gartner. 
B. parat. A. 

B. dys. Y. 

B. „ Shiga. 

V. cholerae. 

About = 500 
„ =1000 
Lees than 125 

„ „ 125 

„ „ 125 

„ „ 125 

Macroscopic, 
2 hours, 37° C. 

B.typhosus. Strain: 
“Chapman.” 

Immunisation as above. 

4000-8000 

B. parat. B. 

B. ent. Gartner. 
B. parat. A. 

Less than 250 
„ 250 

„ 125 

Macroscopic, 
2 hours, 37° C. 

*B. typhosus. Strain: 
“Guy." 

Immunisation as above. 

4000-8000 

B. parat. B. 

B. ent. Gartner. 
B. parat. A. 

About = 1000 
Less than 250 
., 125 

Macroscopic, 
2 hours, 37° C. 

*B. typhosus. Strain: 
“Horam.” 

Immunisation as above. 

32,000 

B. parat. A. 

B. ,. B. 

B. ent. Gartner. 

Less than 125 
„ 1000 
2000-4000 

Macroscopic, 
2 hours, 37°G. 

B. paratyphosus B. 
Strains: “ Schott- 

miiller-Bainbridge,” 

“ McWeeney,” or 
“¥cNee9. 

1 

6 

12 

19 

26,27 

ISO millions. 

300-400 „ 

1200 ,. 

If titre is high, bleed; 
if not, give 5000 
millions (about 1/6 
slope). 

Bleed. 

Heated A hour 
at 67° C. 

»! 

• • 

8000 (probably) 

8000-16,000 

B. typhosus. 

B. parat. A. 

B. ent. Gartner. 
B. dys. Y. 

B. „ Shiga. 

V. cholera. 

Less than 250 
•• 600 
„ 260 
.. 125 

.. „ 125 

125 

Macroscopic, 
2 hours, 37°0. 

B. paratyphosus A. 
Stnrina: “ Schott- 

mailer, original," 
“Oxford, or 

“Haddon.” 

1 

6 

11 

16 

23,24 

100 millions. 

400 ,. 

1200 „ 

4000 millions (about 
1/6-1/6 slope). 

Bleed. 

Not heated. 

it 

ff 

• t 

f» 

8000-16,000 

B. typhosus. 

B. parat. B. 

B. ent. Girtner. 
B. dys. Y. 

B. „ Shiga. 

Y. cholera. 

Less than 500 

„ „ 600 

„ 500 

.. 125 

„ „ 125 

„ ,, 125 

Macroscopic, 
2 hours, 3T°U. 

B. enteritidis 
Girtner. Strain: 

“ D. H. B a 1 n- 
hridge.” 

Immunisation as above for B. paratyphosus A. 

16,000-32,000 

B. typhosus. 

B. parat. A. 

B. ., B. 

B. dys. Y. 

B. ., Shiga. 

V. cholera. 

Less than 50 
„ „ 600 
About = 1000 
Less than 125 
„ 125 

„ 185 

Macroscopic, 
2 hours, 37°C. 

B. dysenteric 
Flexner. Strain: 

“ Blstree.” 

1 

6-9 

(accord¬ 
ing to con¬ 
dition of 
animal). 
16-18 

3000-6000 millions 
(about 1/10 slope). 
6000- 0,000 millions 
(about 1/4 slope). 

Bleed. 

Heated A hour 
at 67° C. 

ft 

4000 (rarely 
8000) 

B. typhosus. 

B. parat. A. 

B. „ B. 

B. ent. Gartner. 

B. dys. Y. 

B. „ Shiga. 

Less than 125 
.. „ 125 

125 
.. 125 

= 1000-2000 
Less than 250 

■ > « n 

Macroscopic, 
4 hours, 37° C. 

B. dysenteric Y. 
Strain: “ Hiss and 
Bussell.” 

As above for B. dys. Flexner; in some cases 
unheated vaccines were used throughout with 
good results. 

2000-4000 
(rarely 8000) 

B. typhosus 

B. parat. A. 

B. ,. B. 

B. ent. Girtner. 

B. dys. Flexner. 

B. „ Shiga. 

Less than 125 
„ 125 
„ 125 

,, 125 

= 2000-4000 
Less than 500 

Macroscopic, 
4 hours, 37° 0. 

V. cholera. 

1 

6 

11 

16 

23 

31,32 

1000 millions. 

3000 ., 

10,000 millions (about 
1/10 slope). 

20,000 millions (about 
1/5 slope). 

If titre is high, bleed; 
if not, give 50,000 mil¬ 
lions (1/2 slope). 

Bleed. 

Heated A hour 
at 57° C. 

»* 

l« 

4000-8000 

4000-8000 

B. typhosus. 

B. parat. A. 

B B 

B. ent. Gartner. 

B. dys. Y. 

B. „ Shiga. 

Less than 125 
126 
„ 125 

„ „ 125 

125 

„ „ 126 

Macroscopic, 
2 hours, 37° C. 

H. melitensis. 
Strain: *' Bassett- 
Smith.” 

1 

8 

16 

2000 millions. 

4000 ,. 

Bleed. 

Heated 4 hour 
at 57° C. 

tt 

6000 

M. para melitensis. 

500 

Macroscopic, 
4 hours, 37° 0. 

paramelitensis. 
Strain: “Br.” 

1 

8 

15 

23 

2000 millions. 

4000 „ 

10,000 „ 

Bleed. 

Heated 4 hour 
at 57° C. 

It 

ft 

1000 

M. melitensis. 

Less than 125 

Macroscopic, 

4 hours, 37° C. 


* Considered unsuitable for distribution. 
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contrast to the reaction in the dysentery group, where the 
agglutination is fine and granular and takes place much 
more slowly. 

The great drawback is the presence of co-agglutination 
with other members of the group. It may be noted that 
these cross agglutinations do not always involve members 
which are most closely related culturally. The most 
striking group-agglutination encountered is that of typhoid 
sera for B. enteritidis Gartner. 1 This property, which varies 
with individual rabbits, seems also to depend upon the strain 
of B. typhosus used for immunisation. A considerable 
amount of high titre typhoid serum has been rejected on 
this account and search is being made with some success for 
a 3train of B. typhosus which will produce a serum more 
specific in this respect. 

B. paratyphosus B sera do not commonly agglutinate 
B. enteriditis Gartner to any extent, as might have been 
expected, but Gartner sera have been found to agglutinate 
emulsions of B. paratyphosus B. 

The agglutinating sera of this group are very stable. They 
have been found to retain their titre at full strength during 
the time they have been under observation. In some cases 
these periods have extended to 12 months and the serum has 
remained stable, whether in the pure or diluted condition 
and whether kept in the laboratory or under conditions of 
uniform low temperature. 

Dysentery group : B. dysenteriae “Y” and “Flexner.”— 
A marked group-agglutination for B. dysenteriae Shiga is 
usually present in “Y” sera; on one occasion a titre of 
2000 was noticed when the titre for the homologous organism 
was only 8000. In this respect great variation has been 
noticed in different individual rabbits. The limit of aggluti¬ 
nation titre for B. dysenteriae Shiga permitted in “ Y ’'serum 
has been about 500, and the sera of rabbits immunised with 
“ Y” have occasionally to be discarded owing to this limit 
being exceeded. Sera prepared with B. dysenteriae “Y” 
(original strain of Hiss and Russell) usually agglutinate 
strains of “Flexner” to a degree commensurate with the 
homologous strain, but sera prepared with “Flexner” 
have been found much more specific (see the table 
above). The strains of “Flexner” and “Y” have been 
stock strains in the Lister Institute for some years; the 
“ Y” has acquired the property of fermenting maltose, and 
both cultures now ferment saccharose slowly. In this latter 
property they show a leaning towards the type B. dysenteriae 
4 ‘ Strong. ” The relation between these three types of dysentery 
is at present somewhat uncertain. The “Strong” type 
possesses the greatest fermentative activity, but individuals 
of the “Flexner” and“Y” type show an inclination to 
acquire some of the properties considered typical of 
“Strong,” such as fermentation of sorbite, saccharose, &c. 
As regards serological characteristics, the relation between 
dysentery “ Y” and dysentery “ Flexner” must be regarded 
as a very close one, and, when the similarity in cultural 
characters is also taken into acoount, it would seem 
unnecessary at this stage to attempt any systematic 
separation of these two types. 

It has not been possible to prepare sera with the “Strong” 
type of dysentery as an authentic culture, showing typical 
culture reactions, could not be obtained. 

B. dysenteriae “ Shiga.” The preparation of agglutinating 
serum for B. dysenteriae “Shiga” presents considerable 
difficulty, and the methods used in this Institute have not 
yielded the consistent results obtained with other organisms. 
Further experiments are now in progress, and it is hoped 
that a satisfactory method for obtaining uniform results will 
shortly be evolved. Up to the present time preliminary 
doses of about 50 million organisms, followed nine or ten 
days later by 100 millions, both vaccines killed by heat, 
have been injected subcutaneously. This has been followed 
by intravenous doses, gradually increasing in amount until 
about 8000 10,000 millions, or more, living bacilli could be 
given. The first subcutaneous doses are the most dangerous, 
and it has been unusual to bring more than 20 per cent, of 
all rabbits employed safely through the immunisation pro¬ 
cess, and there is no certainty that in the serum of the 
survivors a high agglutination titre will develop. Moreover, 
after removal from the rabbit, the serum frequently 
deteriorates rapidly during the two or three months 


1 This phenomenon ia intereating In connexion with an obeervatlon 
which hftfl been made repeatedly (moat recently by Dawson, Brit. 
Med. Jour., July 24th, 1915) that the sera of patients suffering from 
typhoid fever agglutinate B. enteritidis G&rtner. 


following. Owing to these facts, the available supply of 
“ Shiga ” agglutinating serum has remained very limited in 
amount and the supply issued has, in the main, depended on 
a few chance successes among a large number of rabbits 
used. 

The serum produced by immunising rabbits with B. 
dysenteriae “Shiga” varies considerably with regard to 
specificity. As has been stated above, the serum never 
causes any significant agglutination with members of the 
typhoid-paratyphoid group, but “Shiga” serum of a titre 
equal to about 2000-4000 commonly gives reaction with 
dysentery “ Flexner ” or “ Y ” in dilutions up to 1 in 250. 
About 50 per cent, of all the serum obtained has exceeded 
this limit and has been rejected ; the sera selected for 
distribution have usually been of low titre (1000-2000), 
but definitely specific for B. dysenteriae “ Shiga.” 

In case of dysentery sera, deterioration has frequently 
been noticed on keeping, more noticeably in case of “Shiga” 
serum. Experiments are in progress to appertain whether 
this may not be due to the presence of the 0 5 per cent, 
phenol as preservative. Methods of drying these sera are 
also under investigation. These appear to be promising 
and it is hoped that dry preparations may prove stable and 
especially suitable for tropical climates. 

V. cholera .—In the case of cholera, certain oultures 
produce sera which are limited in agglutination for other 
strains of cholera. The practice in this Institute has been, 
therefore, to immunise several rabbits with single strains, 
afterwards pooling the sera. The following strains (for two 
of which I am indebted to the kindness of Dr. Freeman) 
were selected with a view to including as wide a variety as 
possible : (1) “27,” received from Russia, November, 1909; 
(2) “Singapore,” from Straits Settlements; (3) “Freeman, 
31,” Russia, isolated in the autumn of 1914; (4) “ Kucera,” 
Hungarian epidemic, 1913; (5) “ Liston,” isolated in Bombay, 
March, 1915. 

Cholera-agglutinating sera have proved very stable. 

M. melitentis .—It has been found difficult to obtain high- 
titre agglutinating serum with M. paramelitensis (see also 
Basset' Smith, Journal of the Royal Army Medical Corps , 1915, 
vol. xxiv., p. 431), nor does there appear to be any advantage 
in prolonging the immunisation beyond the three doses given 
in the table. The sera obtained always failed to agglutinate 
emulsions of M. melitensis at a dilution of 1 in 125, but the 
corresponding M. melitensis sera, of considerably higher 
titre, frequently agglutinated M. paramelitensis at about 1 in 
500. The vaccines used in immunisation were made from 
48 hours' cultures on glucose agar. 


Note on Preparation of Agglutinating Serum for 
B. Dysenteric Sbiga. BtE. J. Dalybll, M.B. 

April 4th. 1916. 

Since the preceding notes were written a satisfactory 
method for the preparation of agglutinating serum for 
B. dysenteriae Shiga has been established. Preliminary 
work showed that repeated subcutaneous doses of vaccine 
produced only a low agglutinating titre for B. dysenteriae 
Shiga in the serum of rabbits, and that a single intravenous 
dose was much more effective. Further, initial subcutaneous 
doses of 50 million bacteria caused a mortality of 50 per 
cent., which was not appreciably diminished by washing or 
sensitising the organisms. When intravenous doses were 
used, 20. million bacteria could be injected with compara¬ 
tively little risk to the animal, and the immunisation could 
be completed in about one month by a series of graded intra¬ 
venous doses at intervals of about seven days. It was found 
dangerous to employ a larger first dose than 20 million 
organisms, and this strength was estimated by careful 
counting. There is no evidence that toxicity is lessened by 
heating the emulsion, and all doses after the first were 
unheated. 

Various strains of B. dysenteriae Shiga showed consider¬ 
able differences as regards toxicity and immunising power. 
A recently isolated strain (Wynne) of low toxicity was 
finally selected, and proved very effective as an immunising 
agent. 

After each dose the animal loses weight and generally 
refuses food; in severe cases paralysis of the limbs and 
diarrhoea are observed. The animal is kept warm and fed 
with milk, administered with a tube if necessary, and often 
recovers completely in three to four days. The daily weight 
chart usually shows that it is safe to give the next dose 
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seven days after the preceding one. After four or five doses 
the maximum titre is reached, and for B. dysenterise Shiga 
this appears to be about 2000 in rabbit serum ; a higher 
titre (of 4000) is rarely observed, and in some instances it is 
impossible to induce better titre than 1000. When a good 
titre of 2000 is produced in the serum it is generally useless 
to try and improve this by additional vaccination, and the 
rabbit should be bled out. Several rabbits kept under 
observation for two or three months and repeatedly inocu¬ 
lated with B. dysenteries Shiga have gradually lost their 
agglutinating power for this organism, and it has been 
impossible to restore it. 

Specificity .—The method of rapid immunisation by intra¬ 
venous doses produces a more specific agglutinating serum 
than the previous, more gradual, method with preliminary 
subcutaneous injections. The production of co-agglutinins 
for B. dysenterise Flexner and B. dysenterise Y was not found 
to depend on the strain of Shiga used for immunisation, 
but varied with individual rabbits, and it is at present 
unexplained. In a few cases no co-agglutinins were 






Titre with 
homologous 
organism. 

Specificity. 



j 

Dom. 

Treat¬ 
ment of 
vaccine. 

Organism 

£ 

£ 

j Method of 
test. 

B. dysenterise 
A|b. 8train 
IWynne). 

1 

Millions 

20 

Heated 

or 

unheated. 

Lees 

than 

62*6 

— 

— 

Macroscopic. 
4 hours, at 37° 

— 

6 

— 

— 

1/250 

— 

— 

Macroscopic, 
4 hours, at 37° 

— 

8 

100 

Unheated 

— ; 

_ 

— 

— 

— 

14 

— 

— 

500 to 
1000 

- 

— 

Macroscopic, 
4 hours, at 37° 

— 

15 

600 to 
1000* 

Unheated 

— 

— 

— 

— 


1 



iooo ! 

to 

2000 

1 _ 


Macroscopic, 
4 hours, at 37° 

— 

| 

2000 to 
6000* 

Unheated 

— 


— 

— 

— 

j 

i : 


2000 

to 

4000 

Bdysent. 

Flexner. 

B. dvsent. 
Y. 

Less 
than 
250 
Less 
than 
125 { 

Macroscopic, 
4 hours, at 37° 

— 


Bleed 

out. 

— 

— 

— 

— 

- 


* According to condition. 


detected, but in the majority of cases a titre of 250 fer 
B. dysenterise Flexner and 125 for B. dysenterise Y was 
developed. In a certain number of rabbits, after prolonged 
dosage with B. dysenterise Shiga, the titre for B. dysenterise 
Flexner and B. dysenterise Y reached 500 or 1000; such 
sera were rejected. 

The normal serum of rabbits often shows some degree of 
agglutination for B. dysenterise Flexner or B. dysenterise Y, 
and it is advisable that examination of serum should be made 
before commencing immunisation with B. dysenterise Shiga 
in order to reject all animals that possess agglutinating 
properties for the mannite-fermenting dysentery organisms. 


g uEEN’s Hospital for Children, Hackney-road, 
.—The annual concert given by the Queen’s Hospital 
Aid Society in support of the funds of this institution was 
held on April 13tn at Shoreditch Town Hall. The concert 
was very successful, and there was a large attendance. The 
songs rendered by, amongst others, Miss Edith Evans, Miss 
Marion Beeley, Mr. John Booth, and Mr. Norman Allin were 
much appreciated. The funds of the institution have 
benefited m previous years through these concerts to the 
extent of £4955. The Queen’s Hospital for Children has 
done, and does, excellent work in the battle with disease 
and physical defect amongst our young population. For 
many years it has made organised efforts, in cooperation 
with schools for mothers and similar institutions, to reduce 
the infant mortality of the surrounding districts; and owing 
to the provision necessarily made in London for military 
cases, it is now called upon to deal with a larger number 
of children than ever before. The Lord Mayor has come 
forward to help the hospital by holding a Mansion House 
meeting in support of an appeal for £5000. The meeting 
will take place at the Mansion House on Thursday, May 11th, 
at 3.30 p.m. 


INTRAMINE: A NEW ANTISYPHILITIC 
REMEDY. 

Br HAROLD SPENCE, B.A., M.D., C.M., 

RESIDENT SURGICAL OFFICER, LONDON MALE LOCK HOSPITAL. 


Some months ago Mr. J. E. R. McDonagh handed me 
samples of several synthetic preparations of sulphur which 
he had prepared, with instructions to employ them in the 
treatment of cases of syphilis with a view to determining their 
value. It was soon apparent that di-ortho-amino- thio-benzene, 
otherwise known as “intramine,” was the most valuable 
of these, and I desire in this paper to report some clinical 
results following its use in a series of 65 cases of syphilis. 

Origin of intramine . —In The Lancet of Jan. 29th 
Mr. McDonagh alludes to researches in which he has 
been for some time engaged, designed to explain the 
action of arsenical compounds iD syphilis and to clear up 
as well the empiricism of the Wassermann reaction ; in the 
course of which investigations the possibility of new anti¬ 
syphilitic remedies was suggested. PendiDg a full report of 
this work shortly to be made by him, I shall endeavoar 
to give a brief and non-technical summary of his 
views as there expressed. He regards the action of 
salvarsan and similar drugs as organotropic rather 
than parasitotropic, as stated by Ehrlich. The latter 
believed that the arsenic became attached to, what he 
termed, chemoceptors in the protoplasm of the parasites, 
thus in suitable dosage effecting their destruction without 
injury to the host. It was found in practice, however, that 
relapses even after repeated injections of salvarsan and the 
occurrence of nervous complications were by no means 
infrequent, except perhaps in the earliest oases, and con¬ 
servative treatment required the exhibition of mercury as 
well, for a longer or shorter period. This failure of salvarsan 
to cure has been variously explained. By some authorities it 
has been ascribed to the escape of certain spirochsetae, 
which have in some manner become inaccessible to the 
remedy; whilst by others it is believed that the spirochaeta 
pallida is merely a phase of the organism responsible for 
syphilis. Whatever the correct explanation may be, the one 
fact upon which there is general agreement is that salvarsan 
does not always eradicate syphilis. 

Chemistry of intramine . —Mr. McDonagh discards the 
theory of chemoceptors and considers the r61e of arsenic as 
essentially that of a catalyst, its action being greatly to 
increase the protective powers of the host. These last are 
described as of a chemico-physical nature and to consist in 
a process of adsorption between the lipoid-globulin mole¬ 
cules of the serum and plasma cells and those of the parasites, 
involving the destruction of the latter. For this consumma¬ 
tion the presence of active oxygen is necessary, and this is 
supplied in the body chiefly through the action of a 
peroxidase upon a peroxide. The action of arsenic in a 
preparation of the salvarsan type is that of a peroxidase, 
with the result that the natural defences of the body for the 
time are fortified or magnified greatly. That its action is not 
parasitotropic is further indicated by the fact that experi¬ 
ments with other metals, notably with preparations of 
aluminium and iron, reveal that even more powerful drugs 
of this character can be prepared, these possessing the added 
advantage of being non-toxic. 

As syphilis becomes more chronic, the ability of the host 
to form active oxygen directly is lessened, and in con¬ 
sequence he is obliged to form most of it indirectly, 
through the action of a perhydridase, or in other words, by 
means of reduction. It was found that while certain metals, 
of suitable valency and atomic weight, acted as peroxidases, 
the perhydridases were non-metallic, and it was sought to 
produce a drug which would have the same activity in late 
cases of syphilis as is possessed by aluminium, iron, and 
arsenic in the earlier ones. Many compounds of readily 
adsorbed non-metals were synthesised, of which the most 
successful in practice, as already indicated, was intramine, 
sulphur appearing to be the catalyst. After having been 
absorbed the sulphur appears to act as a disulphide, the 
action of the disulphide being to produce active hydrogen 
and the peroxide required to furnish active oxygen. 

Properties and administration . — Di-ortho amino-thio- 
benzene is a mustard-yellow crystalline substance, soluble 
in alcohol, ether, and acetone, but insoluble in water. For 
intramuscular administration, the only manner in which it is 










86i Tot Lancet,] DR. H. SPENCE: INTRAMINE; A NEW ANTISYPHILITIC REMEDY. [Apbil 22.1916 


at present employed, it is suspended in oil in the proportion 
of 1 gramme in 10 cnbio centimetres. This readily passes 
through an ordinary intramuscular needle and is adminis¬ 
tered precisely as grey oil is given, the needle-hole being 
preferably sealed with collodion to prevent leakage and 
the possible supervention of a slight dermatitis. Up to 
12 grammes have been given, bub full therapeutic effect 
is obtained with 1 or 2 grammes, repeated in a few days if 
required. Local pain after administration is a variable 
symptom, some patients complaining of severe and per¬ 
sistent pain, while others, and particularly those accustomed 
to intramuscular injections of mer¬ 
cury, may experience nothing more 
than slight stiffness. There seems 
no objection, however, to the addi¬ 
tion of a local anaesthetic, particularly 
with female or nervous patients, and 
I prefer quinine and urea hydro- 
chlorid, the anaesthesia from which 
lasts several days. Injections are best 
made at the point midway between the 
anterior superior spine of the ilium and 
the upper end of the natal cleft, the 
needle being directed forward, inward 
and slightly upwards. From 24 to 48 
hours after injection a rise of tem¬ 
perature and some malaise may be 
looked for, but rarely does the ther¬ 
mometer reading pass 103° F. The 
induration at the site of injection 
disappears in a few days and with 
ordinary aseptic care there should be 
no sloughing, and in my own cases 
there has been none. 

Reports of Cases Treated. 

It has been said that the metals 
are indicated in the treatment of 
early manifestations of syphilis, the 
field of the non-metallic remedy 
being the later stages of the disease 
where metallic compounds alone are 
less useful. Here 1 gramme of 
intramine should be injected intra¬ 
muscularly, followed on the third or 
fourth day, when any immediate 
reaction will have subsided, by a 
metallic preparation intravenously. 

My experience has been, however, 
that not infrequently the lesion has 
disappeared so rapidly that it was 
healed or nearly so before the 
arsenical or other preparation could 
be given. Most of the later cases 
summarised below will be seen to 


been treated with local applications and ionisation without 
result. First he was given galyl, 36 cgrm., intravenously, 
and two days later 2 grm. of intramine, a sterile dressing 
being applied to the exulcerated area. One week later the 
ulcer was cleaner and smaller. The galyl was repeated 
twice at weekly intervals and the intramine at the end of a 
month after admission, the ulcer being then nearly healed. 
Three days later it had entirely closed. 

When we pass, nowever, the early secondary stage 
intramine is capable of producing results which are often 
surprising and which, after a considerable experience in the 
use of arsenical preparations, I am sure they will not 
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be of this category. In primary 

syphilis I have found intramine little Facsimile 

effective. Given after a metallic 

preparation it may occasionally accelerate the disappearance 
of a secondary papular rash and the induration of a large 
sore of the Hunterian type. It seems also to influence 
favourably superadded ulcerative conditions. 

Cases 1, 2, and 3.—Three patients with primary sore 
treated only with intramine, a clean dressing being applied 
locally. One developed secondaries while under treatment, 
and none was benefited appreciably in two weeks. 

Case 4.—A sailor agea 31. This was one of the first 
patients treated with intramine. When admitted he had a 
profuse small-pattern maculo-papular rash, a sore on the 
penis with secondary mixed infection, and oral lesions. 
Intramine 0 45 grm. was given every fifth day for five doses. 
The infection about the sore was at once favourably 
influenced without other treatment, but while the papules 
on the trunk retrogressed steadily the improvement in this 
respect was not remarkable. Pap'ules on the buttocks and 
thighs and upon the flexor surfaces of the forearms were 
more resistant and were present at the end of four weeks. 

Case 5.—A man aged 27. This patient had a large tense 
indurative oedema of the penis, concealed sore, and a 
maculo-papular rash of ten days’ duration. Intramine 
4 grm. was given, but no improvement appearing within a 
week other treatment was instituted. 

Case 6.—A man aged 25. A case of secondary syphilis and 
gonorrhoea, the first acquired three months previously, the 
other three weeks. He bad also had adenitis of the right 
groin, where upon admission to the wards was an irregular 
sluggish ulcer of the size of a half-crown. The latter had 


if letter written by paretic patient, described as Case 13. 

generally produce. I refer particularly to recurrent lesions, 
early and late, gummatous conditions, interstitial fibrotic 
conditions, and such troublesome complications asTpainful 
Assuring of the tongue, these constituting over two-thirds 
of the cases I have treated with intramine, either alone or 
in combination with galyl. 

Case 7.—A man aged 70. This patient I exhibited among 
others at a recent meeting of the Dermatological Section of 
the Royal Society of Medicine. He contracted syphilis in 
1866 and had complained of a bad tongue for 25 years. He 
first came to the hospital 18 months ago, when he had two 
intravenous injections of “606,” which caused little or no 
improvement in the tongue condition. The salvarsan was 
followed by three courses of mercurial injections and iodides, 
which likewise produced no improvement. On Nov. 6th, 
1915, tbe patient was given 1 grm. of intramine. At this 
time he exhibited an ulcer, the size of a sixpence, on the 
dorsum of the tongue, with two fissures running laterally 
from it. Posterior to the ulcer was a wart about the size of 
a small cherry. The movements of the tongue were 
restricted and the patient suffered considerable pain and 
discomfort. On the third day after the intramine the tongue 
began to improve, and when he was seen again in a fort¬ 
night the ulcer had closed, the fissures had disappeared, and 
the wart was considerably smaller. Two months later the 
tongue was soft and perfectly mobile, the wart nearly dis¬ 
appeared, and the patient suffered no pain or discomfort— 
as the patient said: “ The tongue has never been so well for 
years.” 



The Lancet,] 


MB. J. J. GRACE: TREATMENT OF CHRONIC JOINT DISEASES. [April 22,1916 863 


Case 8.—A man aged 27. Contracted syphilis about 
May 1st, 1915, chancre appearing three weeks later, for 
which a chemist prescribed a lotion and a few pills. When 
first seen, Oct. 23rd, there was an erosion at the site of a 
healed sore, a faint disappearing rash, half a dozen radiating 
gainful fissures of the dorsum of the tongue, tonsillar ulcera¬ 
tion, and a dull red scaly inflammation of the chin. I injected 
2 grm. of intramine, and in three days the chin was paler 
and less scaly. The tongue, the most troublesome lesion, 
and that which prompted him to seek advice, was improved, 
and upon his next visit, four days later, the fissures had 
closed. There was some improvement in the condition of 
the tonsils and pharynx, but the addition of local measures 
was required to clear up these symptoms fully. 

Case 9.—A sailor aged 32. He had contracted syphilis 
four years previously, and secondaries being slight had 
received no treatment whatever. When first seen there 
was a scooped-out tertiary ulceration of the glans penis 
1*7 cm. in diameter and 0*5 cm. in greatest depth. One 
injection of intramine, 1*5 grm., was given, with the 
result that almost immediately the process was arrested 
and within a week there remained only a healed depression. 

Case 10.—A man aged 28. This patient contracted 
syphilis early in May, 1915, and attended the hospital for 
the first time on June 12th, when intramuscular injections 
of mercury were commenced. After the fifth weekly 
injection he discontinued treatment, the sore having then 
closed and a slight roseola being also gone. Four months 
later he returned, exhibiting a superficial recurrent syphilitic 
ulceration of the under surface of the skin of the penis, 
6 cm. in length and 0*3 to 0 5 cm. in width, and some 
sluggish inflammation of the skin of the scrotum adjacent. 
Three grammes of intramine were given. Forty-eight hours 
later the ulceration had healed, one of the most remarkable 
results that I have ever seen. In the intervening day the 
patient seems to have had a fairly marked febrile reaction. 

Case 11.—A man aged 45. Acquired syphilis 13 years ago, 
following which he appears to have had very inadequate 
treatment with mercury spread over five years. Upon 
examination I found an irregular gummatous lesion of the 
under surface of the penis, somewhat less than a shilling in 
size, with a moist and sloughing crater-like base, the ulcera¬ 
tion in its progress having opened the lower wall of the 
urethra at the meatus. Three grammes of intramine were 
given, and upon his next visit to the hospital a fortnight 
later the lesion was healed and its area shallower and smaller. 

Case 12.—A man aged 21. When first he attended the 
out-patient department a healed sore was found, a disappear¬ 
ing rash, and painful Assuring of the tongue, with mucous 
membrane lesions. Six full doses of galyl were given at 
weekly intervals and all symptoms disappeared with the 
exception of the tongue affection, which failed also to 
respond to routine treatment and local applications. One 
gramme of intramine was finally administered, and in two 
weeks the fissures had closed. 

Syphilis of the nervous system .—Quite recently I have been 
prompted to test the efficacy of intramine in the treatment 
of syphilis of the nervous system, my cases thus far being 
limited to two of tabes dorsalis, one of Erb’s syphilitic spastic 
paraplegia, and one of general paralysis of the insane. 
Regarding the first three, I have no objective improvement 
to report. One of the ataxic patients states that he can now 
* * feel the ground,” and is much encouraged in consequence. 
The progress of the patient with general paralysis of the insane 
has been sufficiently interesting to merit a detailed reference. 

Case 13.—A man aged 39. First symptoms were noticed 
in December, 1914, when he became irritable and uncertain 
in temper, this being quite unlike his previous invariable 
good nature. Thenceforward his wife, the informant, 
observed a progressive change in his disposition: he was 
alwavs tired and found increasing difficulty in concentrating 
his attention upon any task; his handwriting became shaky 
and his gait uncertain, his condition at the end of six 
months being such that he was obliged to relinquish his 
work. He was then referred to a psychiatrist, who diagnosed 
general paralysis of the insane, a diagnosis subsequently 
confirmed by a second consultant. After a slight transient 
improvement, on or about August 10th, 1915, there occurred 
a paralysis of the right upper extremity, and interference 
with speech, which had now become definitely tremulous 
and hesitating. He became steadily worse as the weeks 
passed, displayed marked defects of attention, interest was 
retarded, aad he was frequently confused. Upon admis¬ 
sion to the hospital, on Jan. 14th, 1916, he presented a typical 
picture of paresis of the depressed type. He was disoriented 
and retarded, any replies finally secured being hesitating, 
tremulous, and incoherent. He was poorly nourished, filthy, 
and indecent in habits, occasionally resistive, and required 
every nursing care. Deep reflexes were minus, pupils unequal 
and only very sluggishly responsive to light. On the day 
following admission he had a slight general convulsion. 
Three grammes of intramine were given, repeated in one 
week. Two days following the second injection there was a 


recognisable and rather sudden improvement; he answered 
more readily and more accurately, and was cleaner in habits. 
Three days thereafter he was able to be up in a chair and 
partially dressed for two hours, was correct in habits and 
conduct, recognised the call to stool, and returned coherent 
answers to questions with little retardation. On the follow¬ 
ing day, however, he relapsed, and was mildly disturbed 
throughout the night. Again he received intramine, 
3 grm. (Jan. 30th), followed in five days by galyl, 40 cgrm. 
Two days subsequently he was better than at any time, con¬ 
versing pleasantly with his wife and the attendants, and 
evincing a good realisation of his circumstances. The intra¬ 
mine was repeated on Feb. 10th, 1 grm., and the galyl three 
days later. The letter reproduced (see figure) he wrote and 
composed himself, at my request, on Feb. 14th, or one 
month after admission : bis first attempt to write in some 
months. At this time he was sitting up several hours daily, 
walked with the assistance of his nurse to the toilet rooms, 
and took a few steps without help, although unsteadily. 

In non-syphilitic eases .—Intramine has been given in a few 
cases of lupus vulgaris, where it has been useful in rapidly 
clearing-up ulcerated areas, due to caustic treatment or 
otherwise. I have seen one case of lupus exuberans in the 
service of Dr. H. G. Adamson at St. Bartholomew’s Hospital, 
where not only was the ulcerated part quickly healed but the 
whole lesion became paler in colour. It seems also to be of 
some value in the treatment of chronic infective or 
degenerative processes, non-syphilitic in character, such as 
troublesome leg ulcers. Further investigation will define its 
full usefulness, and its limitations. 

Sum mary and Conclusions . 

The arsenic in salvarsan and similar remedies is not 
parasitotropic, but acts as a catalyst, multiplying the pro¬ 
tective power of the host. This is of a chemico-physical 
nature, and consists in a process of adsorption between the 
lipoid-globulin molecules of the serum and plasma cells and 
those of the parasites. For its consummation the presence 
of aotive oxygen is necessary ; supplied in the body chiefly 
through the action of a peroxidase upon a peroxide. Arsenic 
as a more powerful peroxidase greatly increases the natural 
defence. Aluminium and iron are even more potent, and 
are non-toxic. After a time the ability of the host to 
produce active oxygen directly is lessened ; hence it must 
be produced indirectly, by means of reduction, through the 
action of a perhydridase. The peroxidases are metallic, 
the perhydridases non-metallic; and in later stages of 
syphilis sulphur acts in a manner analogous to the action of 
aluminium, iron, and arsenic in early syphilis. Di-ortho- 
amino-thio-benzene is an efficient symptomatic remedy, 
particularly in later secondary syphilis and its complica¬ 
tions and in recurrent and tertiary lesions. It appears also 
of value in cerebro-spinal syphilis. It has proved effective 
in some chronic processes non-syphilitic in character—e.g., 
lupus vulgaris and chronic leg ulcers. 


RESULTS OF TREATMENT OF CHRONIC 
JOINT DISEASES BY CERTAIN 
PHYSICAL MEASURES. 

By JOHN J. GRACE, F.R.C.S. Etto., 

CHIEF ASSISTANT IN THE X BAT DEPARTMENT, ST. BARTHOLOMEW'S 
HOSPITAL. 

Within the last two years or so I have treated 24 cases 
of chronic joint disease by radiant heat and static 
electricity, with in a few cases electrothermic penetration 
(diathermy) also. Among these were 2 ankle-joints, II 
knees, 7 hips, 1 phalangeal joints of hand, 1 elbow, and 
2 shoulders. The ankles did fairly well, knees very well, 
hips uniformly badly, elbow- and finger-joints badly, and 
shoulders fairly well. 

1. One ankle was a case of Pott’s fracture two years 
earlier in a lady aged 65. There was outward displacement 
and pain on walking. Bony thickening about fibula and 
some thickening of soft parts around tendo Aohillis. The 
patient said she was very much better, and insisted on 
having as many as 35 treatments, as she was sure the 
improvement was continuous. That was two years or more 
ago. She now writes that she “ can walk quite long 
distances, but standing soon becomes very painful.” She 
adds that it is really not much better. 

2. The other ankle was rheumatoid arthritis of the joint in 
a case of myxcedema. The joint condition had lasted six 
years, and now at 37 patient was completely disabled. There 
was general puffy swelling of the jomt, great pain, but no 
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grating on movement. She had about 50 treatments, at the 
end of which the joint still looked very bad, largely because 
of general anasarca of the limbs, as having returned to work 
she was on her feet a good deal. She said the pain and use 
of the limb were much better. She has kept her position as 
a cook for nine months since treatment ceased. 

The larger number of knees treated enables a better 
judgment to be formed of results to be expected in these 
cases. Six cases I regard as either rheumatoid or osteo¬ 
arthritis, some certainly, others probably. To take the two 
worst first:— 

1. A soldier had had some loose bodies and synovial fringes 
removed from both knee-joints, and the diagnosis of rheuma¬ 
toid {sic) arthritis was then definitely made. When he came 
under my care the wasting of his thigh muscles was extreme 
and his mental condition one of despair. There was grating 
on movement and various knobby points could be felt around 
the joints. He attended almost daily for about three months 
and then rejoined his regiment after passing a medical board. 
Afterwards he wrote that he was playing tennis and polo 
three times a week, and he is now‘with his regiment in 
France. 

2. The next case is equally instructive. The patient was 
52 when I first saw her two years or more ago. Sixteen 
years ago injured left knee; had had pain under knee-cap off 
and on since. Two years ago right knee similarly affected. 
Left very bad last three months; right getting steadily 
worse. Grating in both joints for two or three years. Both 
knees showed lipping of patellar articular surfaces. In 
addition, the left knee showed enormous thickening of 
synovial membrane. The patient has had a great deal of 
treatment from time to time. As a result, the synovial 
thickening and pain are gone. She has walked as much as 
15 miles without pain, and without examination no one 
would think there is anything the matter with her knees at 
all. The lipping remains. Quite a bad relapse last autumn 
yielded quickly to treatment. 

3. This case is, I think, one of rheumatoid arthritis. 
Patient, aged 46, had stiffness for 18 months first in her left 
knee, theD in right. Began acutely with some pain and rise 
of temperature; stiffness followed. Pain like neuralgia on 
sitting for a while, and then again on rising. Creaking of 
joints. She had ten treatments without result and gave it 
up. She was one of my first patients, and if she came to me 
now I should urge a longer trial, though most people who are 
going to reap benefit do so before ten treatments. I am 
indebted to l)r. T. J. Horder for permission to publish the 
notes of this case. 

4. Patient, aged 66, complained of aching pain down legs 
at night and knees getting stiff; a little grating on move¬ 
ment. Evidence of rheumatoid arthritis in fingers and some 
stiffness in shoulders formerly. She had ten treatments in 

1912. I saw her a few days ago. She says she has had no 
return whatever of trouble in her knees. 

5. Patient, aged 40, was kept awake at night in February, 
1914, by pain in her left knee. It improved and got bad 
again in April. Since then until July, 1914, when I saw her, 
had been getting about, sometimes with a crutch, sometimes 
without; limping badly; pain very slight now. There was 
swelling of joint, partly due to fluid, but chiefly to synovial 
thickening. Considerable wasting of thigh muscles; much 
grating. After ten treatments patient refused to continue as 
she said she was quite well. She was certainlv much better, 
and three months later the knee appeared normal except for 
the grating. 1 am indebted to Dr. Hugh Roger-Smith for 
permission to publish the notes of this case. 

6. Corporal -, R.F.A., sent to hospital as a case of 

chronic synovitis. Extra strain of mobilisation, he says, 
caused the knee to swell. Very bad at first, better now, but 
weak and painful on walking. Had been under treatment 
for two months by rest in bed with limb in a splint, and then 
by pressure. There was fluid in the joint and synovial 
thickening. This patient immediately improved and was 
encouraged to use his knee instead of sparing it, but he 
always relapsed just as I hoped he was well. After 20 treat¬ 
ments, I sent him to the dental department where five molars 
were extracted. After that he rapidly got quite well, but I 
have no confidence in the permanence of his recovery, as all 
his molars are bad and should be extracted. 

7. Miss-had given her knee a kind of twist in May, 

1913, and again in June, 1913. It swelled up and became 
painful on walking; rest in bed relieved it. In September 
it got bad again. There was slight swelling due to fluid in 
the joint and slight tenderness to pressure at inner aspect of 
head of tibia with perhaps a little bone thickening there. It 
got well in six treatments and has remained well to date. 

Three of the above 7 cases had pyorrhoea when they 
came under treatment; two others had had it. Two had no 
pyorrhoea and no history of it. The other knee cases are a 
little difficult to classify : — 

One gave a history of injury at polo. The knee swelled up 
• time to time and was then painful. Then the other 


knee appeared to get weak at tennis. A few treatments 
to both knees, perhaps 12 in all, seemed to put them quite 
right. 

Another patient had frequent attacks of aoute synovitis in 
the right knee. Ordinarily there is a good deal of creaking 
in both joints. When seen he had much fluid in the right 
joint. It got well in three days. 

Yet another had twisted his knee two years before I saw 
him. It was now, as he described it, unreliable, weak at 
cricket and annoying in that way. It never gave way 
suddenly. He was quite unimproved by my treatment, but 
six months after, when on a hunting expedition, he wrenched 
his knee badly. It swelled up, got very hot and inflamed, 
and has given no trouble since. A bonesetter could have 
made much capital out of this knee. 

I welcome a bad knee, but do not feel enthusiastic when 
a patient tells me he has rheumatism in the thigh or hip, 
which too often means, in my experience, advanced osteo¬ 
arthritis of the hip-joint. Sometimes, too, cases of osteo¬ 
arthritis say they are suffering from sciatica. I have treated 
seven cases; no successes. Four of them were shown by 
skiagrams to be advanced cases of osteoarthritis with 
numerous osteophytes around the joint. The other three 
were not X rayed, but two had stiff hip-joints and the third 
much muscular wasting and an outwardly rotated thigh. Of 
the seven, four said they derived some benefit, but it was not 
obvious to me. It is possible, however, that the treatment 
strengthens the muscles to some extent. 

Note— Since writing the above I have treated two farther 
cases. A skiagram in one showed marked changes in the 
joint, and, as I expected, there was no improvement. The 
other showed no joint changes in the skiagram, but there 
were marked stiffening and restricted movement in both 
hip-ioints, particularly the right. This joint was treated by 
diathermy followed by the static wave-current, and after a 
month of daily treatment there was notable improvement in 
the lameness and in the movements at the joint. 

Of osteoarthritis in the fingers I have treated one case 
only. There was no improvement. Of elbow cases one was 
treated. I cannot be sure what this was. It was charac¬ 
terised by great tenderness over the olecranon. I could not 
detect any of the usual evidences of osteoarthritis. It did 
not improve. Two shoulder cases were treated. 

1. Male, age 51. Has had glycosuria 15 vears. Evidence 
of osteoarthritis not very marked, a little grating, some 
wasting of deltoid, and pain in the shoulder on movement. 
Some limitation of movement. After six weeks’ treatment 
he was very much better, had less pain and more use in the 
arm. 

2. Male, age 40. Has had pain in right shoulder-joint for 
25 years. He could play tennis in summer of 1913; now arm 
is completely useless. X rays showed partial ankylosis. 
There was great wasting of all shoulder muscles. After 
21 treatments patient was very much improved in every 
way ; could use his ^arm more and had much less pain. In 
addition to treatment from me, he had treatment by injec¬ 
tions of rheumatic phylaoogens to which he reacted very 
severely once. It is now about five months since treatment 
ceased/ He writes that there is little or no pain in the 
shoulder, in which, however, I should imagine that anky¬ 
losis is complete. The use of the arm is much improved. 1 
am indebted to Dr. Byres Moir for permission to use the 
notes of this case. 

In comparing these results the contrast between knee- and 
hip-joints is striking. The other joints have been too few 
to form any judgment. The first cause to consider is the 
great difference in the joints in (1) character of articula¬ 
tion ; (2) blood-supply ; and (3) depth from surface. 

Character of articulation. —Owing to the form of the hip- 
joint articulation and the mutual adaptation of the bones 
entering into the joint structure, an inflammation not giving 
rise to much pain will not early impress the patient as of 
great importance. Increasing stiffness will be put down to 
muscular rheumatism, and not until the disease is far 
advanced either in the way of calcification or of distortion 
will he realise that something serious is the matter. On the 
other hand, the integrity of the knee-joint depends much 
more on its ligaments. As soon these are inflamed they 
yield a little, and a sense of weakness is observed. Further, 
owing to the superficial character of the joint, fluid in it can 
quickly be detected and points tender to pressure found by 
the patient. Again, osteophytic deposits having occurred, 
they, or loose synovial fringes, may become impacted between 
joint surfaces, leading to locking of the joint, attacks of 
inflammation, &c. Thus, knee-joint cases come earlier under 
observation than those of the hip. 
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Blood-supply .—Just as its snperficial position and its 
character bring the knee-joint earlier under treatment, so 
that position with its rich supply of blood-vessels aids in 
recovery. Looking upon the treatment as a combination of 
active hyperemia with deep massage, we can see why this 
acts in the one joint and fails in the other. The light 
applied to the knee causes its blood-vessels to dilate and 
bathe all the tissues in a flow of lymph. Then the electric 
current is applied. The whole body is alternately charged 
and discharged from the knee, and at each discharge every 
muscle fibre in the neighbourhood contracts, acting as a 
pump to help the blood and lymph upon its way. 

Depth from surface .—The knee-joint is thus easily reached 
by the forces brought to bear upon it, but the hip-joint is 
deep-seated and has relatively a poor blood-supply. It is 
improbable that the light penetrates far enough to dilate the 
deep vessels. Again, it is difficult to apply the electric 
current in sufficient strength to penetrate deeply enough, as 
these cases are often very tender to the wave current. Cases 
not tender are those in which destruction of bone predomi¬ 
nates and which are certainly past all remedy. My hip-joint 
cases laboured under another disadvantage—that of age. The 
average age was 65 years, against 49 years in the knee cases. 

The other cases are hardly numerous enough to call for 
comment. Theoretically, ankles, elbows, and shoulders 
should all do better than hips. In future I should be 
inclined to treat hip-joints by diathermy followed by the 
static wave current. As the highest temperature produced 
by diathermy is midway between the two electrodes, we 
would get it just where it is wanted—in the joint, and 
the subsequent static deep massage could be given with 
greater hope of benefit. 

In conclusion, I should point out that these results are 
obtained with a high candle-power lamp giving at least 
500 c p. from a single filament. I now use 3000 c.p. and 
think it is better than the lower c.p. lamp. The static 
machine used should be capable of giving at least an 
18-inch spark between prime conductors with one side 
grounded. With suitable electrodes and a sufficient 
interval between contraction, very powerful and penetrating 
currents are tolerated. In treating the knee, for instance, 
an 18- inch spark gap is borne with ease. 

Welbeck-street, W. 


NOTE ON A CASE OF HEART-BLOCK 
SHOWING LARGE AURICULAR WAVES 
IN THE FEMORAL TRACING. 

By A. W. FALCONER, M.D. Aberd., M.R.C.P. Lond., 

ASSISTANT PHYSICIAN, ABERDEEN ROYAL INFIRMARY. 


The following case was admitted into the Aberdeen Royal 
Infirmary on Jane 17th, 1915, under the care of Professor 
A. W. Mackintosh, to whom I am indebted for permission to 
publish it. 

The patient, a male aged 60, had for some two months 
suffered from shortness of breath on exertion, but he had 
continued at work until June 15th. On that date he had an 
attack of giddiness and vomiting. On attempting to get out 
of bed next day he lost consciousness, and oame to himself 
on the floor with a cut on bis head. 

On admission to hospital the patient lay in bed in any 
position, without discomfort. His only complaint was the 
frequent occurrence of “queer turns,” during which he 
frequently lost consciousness. While under observation he 
had numerous typical epileptiform attacks, associated with 
marked slowing of the pulse. The apex beat of the 
heart was in the fifth interspace just inside the nipple 
line. There was a slight mitral systolic murmur. The 
ventricular beats were at times as slow as 12 a minute, and 
between the ventrioular beats regular auricular beats could 
be very distinctly heard. These contractions could be heard 
both at the base and the apex, but were most distinctly 
heard over the apex. For some time fitter admission 
the pulse-rate varied from 12 to 18 beats a minute. A fort¬ 
night after admission it rose to 60, but in a week it 
again fell to between 32 and 40. During the first 
fortnight the patient had numerous long ventricular 
pauses, many of which were accompanied by epileptiform 
or giddy attacks. During this period the breathing was 
very markedly of the Cheyne-Stokes type, but later 
with the diminution of the heart-block the Cheyne-Stokes 
respiration disappeared. For some days after admission the 
ventricular rate varied from 12 to 18 a minute, the auricular 
rate remaining constant at 78. The ventricular rate was 


never absolutely regular for more than a few beats, and there 
were frequent long ventricular pauses. 

In Fig. 1 the upper tracing is from the jugular vein, the 
lower from the radial artery. The time-marker is one-fifth 
of a second. During the long pause in the radial tracing the 
auricular beats continued unaltered. 


Fig. 1. 



Fig. 2. 



In Fig. 2 the upper jugular tracing shows a regular auricular 
rate of 78; the lower radial tracing a slow, irregular ven¬ 
tricular rhythm. It will be noted that there is no evidence 
of auricular waves in the radial tracing. 

Fig. 3 is a continuation of the same tracing, in which 
the upper tracing represents the respiration, and the lower 
tracing is taken from the femoral artery immediately below 
Poupart’s ligament by means of a Mackenzie tambour. It 
will be seen that there is the same slow ventricular rhythm 
as in Fig. 2, but there are in addition a series of large waves 
of exactly the same rate as the auricular waves in the jugular 
tracing in Fig. 2. There can be no doubt that these waves 
are of auricular origin, but as there is no evidence of similar 
waves in the radial tracing they cannot be true arterial 
waves. The femoral vein lies alongside the femoral artery, 
and, as Keith 1 has shown, the right auricle, vena cava, iliac 
and femoral veins form a cistern shut off from the venous 
system of the lower extremities by strong valves situated in 
the common femoral veins from 10 to 25 mm. below Poupart’s 
ligament. I am of opinion, therefore, that these waves are 
not true arterial waves, but venous waves transmitted from 
the femoral vein. 

The only other point of particular interest in the case was 
the occurrence of the long ventricular pauses. These only 
Fig. 4. 





Fig. 5. 


RaJL . 



occurred during the time the patient was exhibiting marked 
Cheyne-Stokes breathing and disappeared when the Cheyne- 
Stokes breathing ceased. The long ventricular pauses always 
occurred exactly at the commencement of respiration follow¬ 
ing the period of apnoea. Fig. 4 is a simultaneous tracing of 
the respiration and the radial pulse showing this relationship. 

Three weeks after admission to hospital the condition of 
heart block passed off. Fig. 5, obtained on July 7th, shows 
a normal rhythm with a normal a-o interval. Later a 2-1 
heart block again appeared and the patient was discharged 
from hospital on August 4th with this rhythm still present. 

i Journal of Anatomy and Physiology, vol. xlii., p. 1. 
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Clinical Jtdis: 

MEDICAL, SURGICAL, OBSTETRICAL, AND 
THERAPEUTICAL. 


LATENT GAS BACILLUS INFECTION IN A 
HEALED BULLET WOUND. 

By D. Pearce Penhallow, M.D., 

CHIEF SURGEON, AMERICAN WOMEN'S WAR HOSPITAL, PAIGNTON. 


While it is true that most of the gunshot wounds which 
are seen are infected to a greater or less extent, nevertheless 
not all of them give rise to clinical symptoms, and many heal 
in such a way as would lead one to believe that there was no 
infection. There has always been a certain amount of dis¬ 
cussion as to the amount of infection carried in by bullets, 
and while we know that infected material, such as clothing, 
is carried in and may cause a badly infected wound, we also 
know that many wounds will heal very rapidly with no 
evidence of infection, and yet an infection may light up in 
such a wound if, even after a considerable lapse of time, any 
operative procedures are necessary in the scar track formed 
by the projectile. 

The following case is reported as illustrating this fact and 
also as showing a very severe gas bacillus infection following 
the removal of a bullet from a thigh several weeks after the 
soldier had been wounded and after the wound was entirely 
healed. 

Private -, aged 29, while making a charge at the 

Dardanelles on August 8th, 1915, was wounded through the 
left hip. He crawled into a shelter out of the line of fire and 
had to remain there for 10 hours before he could be brought 
back. He waB then taken to the dressing station where the 



wound was treated. The next day, while being transferred 
on a stretcher, he received another bullet in his right hip. 
He was put on a hospital ship and transferred to Alexandria, 
where one bullet was removed from just above the knee. 
He was admitted to the American Women’s War Hospital, 
Paignton, on August 26th. Examination at that time as 
follows. Well-developed nourished man, came in as an 
ambulatory case. General physical examination : Negative, 
save as follows: 2 inches behind anterior superior spine on 
right side is a small healed wound. Just on outer side of 
right leglj inches above right knee is a small incised wound, 
slightly infected, where bullet was removed. On left side 
just over tuberosity of ischium is a small healed wound. 
Palpation about ischium elicits considerable pain; patient 
unable to sit on left side, as left buttock is very 
tender, and he states that it feels as if something sharp 
were sticking into him. X ray taken shows bullet lying in 
region of lesser trochanter and posterior to it. The wound 


just above the knee healed uneventfully. There was con¬ 
siderable doubt as to whether it would be wiser to remove the 
bullet from the thigh or to allow it to remain. The patient,, 
however, complained so much of pain on sitting down that 
it was thought advisable to make an attempt to remove it. 
The bullet was very carefully localised by means of the 
fluoroscope on several occasions and showed very little 
change of position, but remained just on the level of, and 
posterior to, the lesser trochanter. 

Oct. 9th : Operation. With the patient lying on his face 
a 3-inch incision was made on the posterior aspect of the 
thigh just below the gluteal fold, the upper limit of the 
wound being at the fold. The incision was carried down 
through the deep fascia and the muscles were separated, 
but it was found impossible to reach the bullet without 
enlarging the incision upwards, which was done. The bullet 
could be felt embedded in muscle and lying against the lesser 
trochanter, but owing to its depth it was found to be very 
difficult to remove. A counter incision was therefore made 
in the buttock 2 inches above the upper limits of the first 
incision, and a finger inserted through this down to the 
bullet, which could then be manipulated by means of a 
finger above and a finger below, and by this method it was 
freed from the surrounding muscles and removed. No 
evidence of encapsulation and no pus found. The wound* 
were sutured in layers and closed without drainage. Good 
ether recovery. 

Oct. 10th: Temperature elevated to 102° F., pulse 116. 
Wound examined, not reddened, but thigh somewhat swollen 
and tender. Re-dressed. 11th : Temperature in afternoon 
became elevated to 104° and pulse 120. Wound again 
examined, and whole thigh found swollen, tense, reddened, 
and indurated; some crepitation in skin. From the wound 
itself a brownish Berum was exuding, and when the suture* 
were removed some bubbles of gas escaped. There was also 
the characteristic odour of gas bacillus infection. The 
patient was immediately taken again to the operating-room, 
etherised, and multiple incisions were made on the thigh. 
Infection was found to be deep down throughout the muscles 
and fascia. The wound was dressed with hypochlorou* 
acid solution. Culture taken. Bacteriological examination 
showed abundant B. aerogenes capsulatus. 15th : Condition 
improved. Temperature became less elevated. Wound* 
slowly healing up. 20th : Temperature and pulse practically 
normal. Condition of wounds satisfactory. The wound on 
buttock made for insertion of finger healed by first intention. 
25th: Temperature and pulse normal. Wounds clean and 
granulating. 30th: Wounds closing and granulating in 
rapidly. Temperature and pulse normal. 

Nov. 12th: Since last note the patient had an un¬ 
eventful convalescence, except for a slight elevation of 
temperature following operation for the closing of the wound 
in the upper part of the thigh in order to prevent a large 
painful scar. A few stitches at this time were removed and 
the wound drained, packed with iodoform gauze, and treated 
with hypochlorous acid. Culture at this time showed 
staphylococcus, but wound healed very rapidly in spite of it. 

Jan. 12th : Wounds entirely healed. The patient* up and 
around ward, and is now ready to be invalided. 

It is interesting to note that the wound of entrance in the 
buttock was entirely healed at the time of admittance to 
this hospital, and it was not until the tissues had been 
traumatised by operative interference that any signs of 
infection manifested themselves. Also, that at the time of 
operation no evidence of infection, such as encapsulation of 
bullet or pus, was found. 

Paignton. 

A CASE OF INTUSSUSCEPTION OF THE 
VERMIFORM APPENDIX. 

By W. Alan Curry, M.D. McGill, F.R.C.S. Eng., 

ACTING SURGEON, GREAT NORTHERN CENTRAL HOSPITAL ; 

AND 

Ernest H. Shaw, M.R.C.P. Lond., 

DIRECTOR OF CLINICAL PATHOLOGY, GREAT NORTHERN CENTRAL HOSPITAL. 


A reasonable conclusion to reach after a study of the 
following case is that the patient probably had several 
attacks of catarrhal appendicitis, and the last attack resulted 
in an intussusception into the caecum. 

A girl, aged 8, was admitted to the Great Northern Central 
Hospital, London, at 6 p.m. on Dec. 19th, 1915. She com¬ 
plained of pain in the stomach for three days. There was 
nothing of interest in her past history, except that during 
the previous year she had at least three attacks of epi¬ 
gastric pain accompanied by vomiting, which confined her 
to bed for a day or two. The present illness dated from 
Dec. 17th, when she came home from school and 
complained of abdominal pain and vomited several times. 
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The bowels were opened the following day after a laxative; no 
blood or mucus was noticed. Pain was intermittent during 
the 17th or 18th, and during the exacerbations she would 
scream out. On admission her temperature was 99*6° F. 
and her pulse-rate 128. On examination a swelling could 
be seen beneath the upper portion of the right rectus 
muscle. On palpation a well-defined mass could be felt 
in the region of the ascending colon just below the costal 
margin. There were muscular rigidity and tenderness over 
it. The chief site of tenderness was over McBurney’s point. 
The abdominal reflexes were present. Rectal examination 
was negative. The most obvious diagnosis rested between 
appendicitis with abscess or intussusception. 

An operation was promptly performed. A four-inch 
incision was made through the outer edge of the right rectus 
sheath and the peritoneal cavity opened. The small intes¬ 
tines were packed off to the inner side by large gauze 
mattresses. On introducing the hand the mass was dis¬ 
tinctly felt in the right hypochondriac region. On delivery 
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Intussusception of the vermiform appendix. 

it proved to be an intussusception of the appendix into the 
caecum, which had increased in size at the expense of the 
caecum. The caecum had a well-developed mesentery and 
was very mobile. The intussusception was readily reduced by 
compressing the apex until the proximal 2 inch of the appendix 
was reached. The appendix could not be further reduced 
because of the firm adhesions uniting the peritoneal surfaces. 
The adhesions were separated by means of a probe wi thout any 
effect. The outer portion of the ccocal wall was oodematous, 
and its peritoneal covering presented a split about 1 inch in 
length. The ccecum was shut off by means of an intestinal 
clamp and the appendix excised, together with about 
one inch of surrounding ctecal wall. This was closed by a 
continuous through-and-through stitch of catgut and then 
buried by interrupted Lembert stitches. The split in the 
peritoneal coat was also covered in by a few Lembert 
stitches. A rubber drainage-tube was placed to the outer 
side of the caecum and brought out through the lower margin 
of the wound. The after-history was uneventful. The 
drainage-tube was removed in 48 hours, and the patient made 
an uneventful recovery. 

Description of specimen—The specimen consists of the 
vermiform appendix and a portion of the wall of the caecum. 
The appendix is 12 inch in length, and its proximal end is 
invaginated for about 1/3 inch into the ctecal wall. The 
peritoneal blood-vessels of the appendix are congested and 
the tube is thickened and firm. The ctecal mucous mem¬ 
brane is much swollen and congested. A longitudinal 
section through the specimen reveals a thick muscular wall 
and the lumen filled with swollen mucous membrane of the 
appendix. The mucous membrane of the ctecum surrounds 
the base of the appendix in the form of a large nodular mass. 
In this mass can be seen the reflected peritoneal coat at the 
appendix. The lumen of the organ can be traced in the 
midst of the thick mucous membrane. 

Microscopic examination .—All the coats of the appendix 
are greatly thickened, especially the mucous layer. The 
epithelium is intact. Groups of small round inflammatory 
cells are present in the peritoneal covering. At the base of 
the appendix the tissues are oedematous. The caecal mucous 
membrane is necrotic in places. The above changes are 
similar to those seen in many appendices which have been 
subject to attacks of “catarrhal " inflammation. 

We are indebted to Mr. G. B. Mower White, senior surgeon 
to the Great Northern Central Hospital, for permission to 
publish this case. 


A CASE OF TETANUS-LIKE SPASM LOCALISED 
TO THE WOUNDED LIMB. 

By G. T. Mullally, M.B., B.S. Lond., F.R.C.S. Eng., 

CAPTAIN, B.A.X.G., SPECIAL RESERVE. 

The following case bears a close resemblance to other 
cases which have appeared recently in The Lancet, to 
which I refer later :— 

Private-was wounded by a shell on the afternoon of 

Dec. 16th, 1915. After passing through a field ambulance, 
where he was dressed and given a prophylactic dose of 1500 
units of antitetanic serum, he was admitted to the clearing 
station the same evening. He had evidently lost a large 
quantity of blood, as he was very blanched and had no 
radial pulses. He had a compound fracture of the lower end 
of the right femur, with much laceration of the soft parts 
and rupture of the femoral vessels. Higher up in the same 
thigh two fragments of casing, each about the size of a 
walnut, had entered from behind and lodged under the skin 
over the anterior aspect of the thigh. In addition the left 
eye was destroyed and there were some small wounds of the 
right arm. As his condition improved somewhat with 
warmth and four pints of axillary saline, I took him into 
the theatre at about 10 p.m. Since it was evidently im¬ 
possible to save the right leg, I took it off rapidly by 
a simple circular amputation of all the tissues in the 
same plane. I was unable to get above all the damaged 
area by this means, and as it was I cut across the track 
of the upper of the two fragments embedded in the 
thigh, and then cut away as much damaged muscle as 
I could distinguish at that early stage. At the com¬ 
pletion of the operation he was given five pints of saline 
intravenously. He was much better in the morning, but on 
the evening of the 17th he looked much worse again, vomited 
several times, and complained of pain in the stump. His 
pulse was 160. Examination showed gas gangrene of the 
whole inner side of the thigh along the track of the fragment 
already mentioned. He was given gas and the gangrenous 
area was laid widely open. He remained apparently in 
extremis all the next day, but on the 19th (fourth day) he 
was better, and as much as possible of the gangrenous* area 
was cut away. He continued to make progress during the 
next few days, although the wound, of course, remained very 
foul and dia not show much sign of healing. On the 24th 
(ninth day) he was again taken to the theatre and the 
remaining sloughs were cut away under an anrosthetic. On 
the following day the sister reported to me that sleep had 
been disturbed by twitchings in the stump, which had kept 
the patient awake but had not been painful. These painless 
spasms were evoked during the next three days whenever he 
was dressed, but always passed off in about an hour. There 
were no other signs of spasm to be detected. I attributed 
them to an ascending neuritis. On the 28th (thirteenth 
day), when he was being dressed, the spasms occurred 
with great intensity, and were accompanied this time 
by excruciating pain, which caused him to scream and 
sweat profusely. The pain was so great that I was 
obliged to give him chloroform almost at once. This 
attack lasted about an hour, and similar attacks occurred 
during the same morning. As I was still obsessed with the 
idea that 1 was dealing with an ascending neuritis I 
anaesthetised him again, cut away as much of the anterior 
crural and sciatic nerves as I could reach, and then injected 
both trunks, one at Poupart’s ligament and the other at the 
sciatic notch, with absolute alcohol. Both nerves were very 
red and enormously thickened. He was in no way improved 
by these measures, and on the following days the attacks 
recurred again and again and had to be controlled by chloro¬ 
form, as large doses of morphia and bromides and chloral 
were quite without effect. The patient rapidly became 
exhausted, and died on Dec. 31st. He never showed any 
sign of general spasms, but ou the morning of his death 
his facial expression was distinctly suggestive of a risus 
sardonicus. 

During the case tetanus was, of course, considered, but 
the symptoms were so atypical that I thought it was most 
unlikely, and I fell back on the very unsatisfactory label of 
ascending neuritis. It was not until I saw the articles by 
Lieutenant-Colonel R. D. Rudolf 1 and Captain T. B. Mouat 3 
that I had any further light thrown on the subject. I have 
not, with the limited means at my disposal, been able to find 
any other references on the subject, save a brief note of a 
case described by Pozzi. 3 In view of these cases I feel sure 

1 Tetanus like 3pa<un Localised to the Wounded Limb, The Lancet, 
Nov. 13tb, 1915. p. 1084. 

2 A Case of General Tetanus followinjf Localised Tetanic Spasms of 
the Injured Limb, The Lancet. Jan. 22nd, 1916, p. 188. 

3 Brit. Med. Jour., Epitome of Current Medical Literature, Jan. 29th, 
1916, p. 10. 
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now that the one I have detailed was tetanus, and that the 
proper course would have been to administer antitetanic 
serum intrathecally as soon as the first spasms were noticed. 

It is interesting to note that in my case, in Captain 
Mouat’s case, and in one of those described by Colonel 
Rudolf, the conditions followed immediately on operative 
interference, which opened up fresh tissues. 


JBtbital Societies. 


Brighton and Sussex Medico-Chirurgical 

Society.— A meeting of this society was held on April 6th, 
Major A. H. Buck, R.A.M.C. (T.), the President, being in the 
chair.—Dr. Duncan Forbes read notes on a case of 
Meningitis following infection of the sphenoid bone, and 
showed post-mortem specimens illustrating the case. In this 
case a streptococcal infection had spread from the nasal 
cavity to the meninges through the sphenoid bone. Interest¬ 
ing points, apart from the very definite evidence of the route 
of infection, were an illness lasting 17 days with no rise of 
temperature until the twelfth day of illness ; Kernig’s sign 
following neck stiffness; and persistent severe headache 
throughout, and swelling over the temporal fossa.—Major 
C. F. Bailey showed a skiagram of Two Separate Calculi in the 
Left Ureter of a woman. Mr. D. W. Livingstone and Major 
T. H. Ionides, under whose joint care the patient had been, 
described the case, which was discussed by the President.— 
Dr. A. Winkelried Williams showed specimens illustrating a 
case of Rodent Ulcer in a young man. Both lower eyelids were 
affected and there were two growths on the side of the nose.— 
Captain W. Barrington Prowse read a paper entitled “ Some 
Notes on the Use and Misuse of X Rays.” He referred to 
their extremely wide field of usefulness in medicine and 
surgery, both for diagnosis and treatment, and the necessity 
for specialisation in this branch of medical work, and 
deplored the fact that the use of X rays by unqualified or 
even uneducated men was allowed, and even sometimes 
encouraged. There was a tendency to look upon radio¬ 
graphy too much as simply photographic work to supply 
definite black and white evidence, and the necessity for the 
extremely careful handling of this evidence was often over¬ 
looked. There should be a much closer consultation between 
the radiologist and the medical man in charge of the case 
under examination. Some of the physical properties of 
X rays were discussed, and their bearing upon radiographic 
work in general, and upon special cases in particular, and it 
was pointed out how faulty technique would lead to error 
and wrong diagnosis. Mechanical and other difficulties in 
their application were also referred to, and the means 
by which they are overcome. With regard to par¬ 
ticular uses in diagnosis, special attention was drawn 
to the necessity for an X ray examination in all cases 
of injury or possible injury to the bony skeleton, and 
the impossibility of trusting to a screen examination alone 
for a diagnosis of absence of fracture. The localisation 
of foreign bodies and the diagnosis of abnormal condi¬ 
tions in the various regions of the body were discussed, 
special mention being made of tubercle in connexion with 
the various forms of chronic disease in the bones and joints, 
and also as regards the diagnosis of its presence in the lung. 
The use of bismuth and X rays in the investigation of diseases 
of the digestive organs was also specially referred to, and the 
influence it has had upon our knowledge of the alimentary 
canal and what takes place in it. In dealing with examina¬ 
tions of the urinary tract for stone, &c., the necessity for 
a complete investigation of the whole tract was pointed 
out, and also the necessity for a very thorough prepara¬ 
tion of the patient beforehand. Turning to treatment, some 
general remarks were made upon the influence of the rays 
upon living tissues, on the different effects of mild and heavy 
doses, their cumulative effects, and so-called selective 
action. The need for extreme care in the therapeutic use of 
X rays was insisted upon, and some general indications were 
given of the circumstances in which they were most likely to 
be useful. Various diseases in which they had been used with 
success were mentioned, and in speaking of parasitic diseases 
of the hair exception was taken to routine employment in 
cases of ringworm. Their value in malignant disease was briefly 
discussed, and the reasons for limitation of usefulness in this 


condition were referred to.—The paper was discussed by the 
President, who emphasised the supreme importance of the 
use of X rays in cases of fracture. He pointed out the 
difficulties caused by the movement of foreign bodies in the 
abdomen and in joints, and quoted a case of myositis 
ossificans. Foreign bodies in the pelvis were hard to locate 
owing to the difficulty of obtaining a satisfactory lateral 
view. 

West London Medico-Chirurgical Society.— 

A clinical meeting of this society was held on April 7th, Dr. 
Leonard C. T. Dobson, the President, being in the chair.— 
Among the cases shown were the following:—Mr. H. Tyrrell 
Gray : 1. Sarcoma of Tibia in a male, aged 10 years, treated 
by radium. 2. 14 Club Hand,” congenital absence of radius ; 
bone graft; result (with skiagram); female, aged 2£ years. 
3. Knee-joint Changes in a female child, aged 11 years, 
resembling osteo-arthritis of adults (? throat infection) (with 
skiagrams). 4. Central Tuberculosis of Radius in a female 
aged 4 years ; excision of half radius ; bone graft; result. 
5. Carcinoma of Floor of Mouth in a male aged 72 years.— 
Dr. T. Grainger Stewart: Post-diphtheritic Paralysis in a 
male aged 10 years.—Dr. A. J. Scott Pinchin : Urticaria 
with Dermographia in a male aged 10 years.—Dr. J. M. 
Bernstein : Specific Osteitis of Tibia in a female.—Mr. J. G. 
Pardoe : Carcinoma of Penis. 



WIRE HELMET FOR CASES OF LOSS OF BONE. 

The helmet here illustrated is constructed of crossed steel 
wire and is similar to a fencing mask. It is made to a 
mould, covering the vertex and the underpart of the occiput. 
The wire-netting is soldered to a ribbon of tin and this is 
covered by sufcde. It is 
claimed for this helmet that it is 
very protective, easily worn, and 
causes no pressure at any one 
point. The hat can be measured 
to fit over it. It does not over¬ 
heat the head. The picture 
shows the helmet adjusted. The 
shaded circle shows the extent 
of the loss of bone. The mask 
was made for me by Messrs. 
Allen and Hanburys, Ltd., 
Wigmore-street, London, W., 
for the case of a man who was wounded at Loos and in 
consequence has a loss of bone in the right temporal 
region of 3J by 3j inches. 

George Davis, Captain, R.A.M.C. 



Royal College of Surgeons of England.— 
An ordinary meeting of the Council was held on April 13th, 
Sir Frederic Eve, Vice-President, being in the chair.— 
A vote of thanks was given to Lady Strathcona for present¬ 
ing to the Museum two complete skeletons of musk oxen. 
—It was resolved, on the recommendation of the Library 
Committee, to continue until further notice the closing of 
the Library at 6.30 p.m. instead of 7 p.m. —It was resolved, on 
the recommendation of the Jacksonian Committee, that the 
Jacksonian Prize should not be awarded for 1915. The 
subject chosen for the year 1917 is “ The Causation, Dia¬ 
gnosis, and Treatment of Traumatic Aneurysm, including 
Arterio-venous Aneurysm.”—On the recommendation of the 
Triennial Prize Committee it was resolved that the 
Triennial Prize should not be awarded for the period 
1913-15. The subject for the period 1916-18 is ‘‘The 
Development of the Hip-joint and the Knee-joint of Man.” 
—It was resolved, in accordance with the recommenda¬ 
tion of the Walker Prize Committee, to award the Walker 
Prize of £100 to Mr. William Sampson Handley. The 
Committee drew attention to the excellent investigations 
carried out by Mr. Handley on the centrifugal spread 
of mammary cancer by the lymphatics, on whicn he 
founded the doctrine of permeation. These investiga¬ 
tions have influenced the surgical treatment of cancer 
of the breast during the last five years.—The Council 
proceeded to the election of two Members of 20 years’ 
standing: Percy William Bassett-Smith, C.B., R.N., and 
James Frank Colyer. 
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LONDON: SATURDAY, APRIL it, 1916. 


The Treatment of Venereal Diseases 
by the State. 

The President of the Local Government Board, 
Mr. Long, received last week a deputation from 
the National Council for Combating Venereal 
Disease, which came before him to urge that 
immediate effect should be given to the recom¬ 
mendations of the Royal Commission on Venereal 
Diseases, particularly to those dealing with the 
provision of adequate facilities for the diagnosis 
and treatment of the conditions as they manifest 
themselves among the mass of the people. 
The recommendations especially alluded to were 
those which expressed the view that institu¬ 
tional treatment should, as far as possible, 
be provided at general hospitals, and that local 
authorities should, as the first step in the prepara¬ 
tion of their schemes, approach the general hos¬ 
pitals in their areas with a view to making 
arrangements for treatment. It was the view of 
the Commissioners that treatment at any institu¬ 
tion included in a local authority’s scheme should 
be free to all, and that there should be no refusal 
to treat a patient who is unwilling to go to his own 
doctor, or who desired to be treated in a particular 
area where he or she was not resident. It was 
further recommended, so as to remove practical 
difficulties as well as natural reluctancies, that 
special arrangements, such as evening clinics, 
should be made for the treatment of out-patients 
at hours convenient to the working classes, 
and that local authorities should be empowered 
to supply salvarsan or its substitutes gratuitously. 
With full knowledge that local authorities vary 
much in the interpretation of their responsi¬ 
bilities, the Commissioners suggested that in any 
case where a local authority refused to provide for 
treatment the Local Government Board should be 
empowered to make arrangements directly with 
hospital authorities. Finally, the Commissioners 
recommended that the. expenditure on schemes of 
treatment should be assisted by grants from Imperial 
funds, suggesting that the grants should be equi¬ 
valent to 75 per cent, of the expenditure incurred 
by local authorities. In this event the Local 
Government Board would be responsible for the 
distribution of the grants, and the Commissioners 
considered that it should be left to the discretion 
of the Board to lay down the conditions subject to 
which the grants would be paid. It was to urge 
upon Mr. Long the dangers of delay in thus pro¬ 
viding for the State treatment of venereal diseases 
that the deputation attended at the Local Govern¬ 
ment Board. 

It may be remembered that one of the general 
conclusions of the Commissioners, in summarising 


their own recommendations, recorded a strong 
opinion that the conditions now existing, as well 
as those which must follow on the conclusion of 
the war, imperatively required immediate action. 
The percentage of infection in the naval and mili¬ 
tary forces may not be now greater than it is in 
normal times; but the total of infected persons 
has increased, and the opportunities of wide dis¬ 
semination have increased also. The military 
authorities are doing their utmost to provide treat¬ 
ment ; we have published many communications 
which show the anxious care and strenuous work 
which have been and are being expended in this 
direction. But the civil population requires similar 
consideration, for it is only too probable that after 
the war the infection may be widely spread, largely 
through ignorance, and that in districts previously 
free the medical profession may have serious inci¬ 
dences of venereal disease to cope with. The 
Commissioners, with an eye on this sinister prob¬ 
ability, expressed conviction that it would not suffice 
to establish treatment centres in places where sailors 
and soldiers are congregated, and that these will be 
needed in most of the larger and in some of the 
smaller towns. “We realise,” they Baid, “the 

claims of economy at the present moment, but. 

we believe that all necessary expenditure will be 

recouped by the results which can be obtained. 

We wish to lay stress upon the needs of the future. 
The diminution of the best manhood of the nation, 
due to the losses of the war, must tell heavily 
upon the birth-rate, already declining, and upon 
the numbers of efficient workers. The reasons 
for combating, by every possible means, diseases 
which in normal times operate with disastrous 
effects alike upon the birth-rate and upon 
working efficiency are, therefore, far more urgent 
than ever before. Now and in the years to come 
the question of public health must be a matter of 
paramount national importance, and no short¬ 
sighted parsimony should be permitted to stand in 
the way of all means that science can suggest and 
organisation can supply for guarding the present 
and future generations upon which the restoration 
of national prosperity must depend.” 

It would be difficult to put the situation into 
briefer and more forcible phrases, or show more 
eloquently upon which side true economy must lie. 
We are not surprised that Mr. Long was able to give 
the deputation introduced by Lord Sydenham a 
favourable answer; it is shown from his words that 
the advice of the Report of the Royal Commission 
on Venereal Diseases will shortly be taken in a 
practical way. When the Report appeared at the 
beginning of March there was considerable appre¬ 
hension among those who knew the position, that its 
shrewd and provident recommendations might fail 
to be immediately translated into action on the 
score of the expense to be incurred. Some of the 
lay papers considered that the needful money, 
to say nothing of time and skill, could not be spent 
on the gratuitous treatment of venereal diseases 
at so critical an era in our history. We 
ventured to say at the time that this view 
was short-sighted. By hook or by crook the 
money should be found for the State treatment of 
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Venereal diseases. The medical profession will 
play its part with ardour, and a combination of 
good intent, good science, and good money ought 
to go far to eradicate venereal diseases from 
among us* perhaps in a shorter time than a few 
years ago would have been deemed possible. When 
the local authorities are finding money they will 
want to know what it is required for ; when they 
understand, they will give the money with both 
hands, and will educate their constituencies in order 
to justify the expenditure. Ignorance will thus 
he removed, and ignorance, colossal ignorance, is 
the chief factor in the spread of venereal diseases. 
-» . . . 

Amputations and Amputation 
Stumps. 

The Medical Department of the War Office has 
recently issued a memorandum on the subject of 
amputations and amputation stumps, a fact indi¬ 
cative of the importance of this surgical procedure. 
Amputation has been called the opprobrium 
of surgery, and though this epithet is quite 
undeserved, for by amputations lives are often 
saved, yet Velpeau is in the right when he 
speaks of amputation as “the last resource of 
surgery.” It is ever the surgeon’s endeavour to 
save a limb if possible, and as an amputation often 
enables him to preserve life by this sacrifice, an 
amputation is more fitly termed “an humane 
operation.” The wounds in this war may not pro¬ 
duce a high percentage of amputations, but the 
horrific total of men engaged must lead to 
an enormous loss of limbs in the aggregate. 
The fathers of surgery approached the question 
of amputation from an identical point of view, 
though their reasoning and consequent procedure 
have so little in common with ours to-day. It 
was without doubt the fear of haemorrhage that 
restrained the older surgeons from amputating, for 
we find that Hippocrates speaks only of removing 
a limb after it has become gangrenous, and he 
directs that the incision should be made through 
the dead tissues, where there was no fear of loss 
of blood; but this operation, if an amputation it 
may be called, must have been of limited application 
and of little practical value. To Celsus can be given 
the credit of advising that when a mortified limb 
has to be removed the incision should be made 
rather in the living tissue than in the dead; 
and though he says nothing in this connexion of 
restraining the hemorrhage by means of ligatures, 
yet there can be no doubt that he used 
them in amputations, for he describes their use 
in hemorrhage from wounds. The amputation 
which Celsus employed was almost a clean cut 
through all the tissue, though he directed that the 
soft parts should be retracted as much as possible 
before the bone was sawn, and he endeavoured to 
draw the soft tissues together so as partly to cover 
the bone. We see here the design to produce a 
comfortable stump, though we do not hear of 
artificial limbs to be affixed to the stump until many 
centuries later. Galen, a century after Celsus, 
advised that the section should pass entirely through 
the dead tissues, and he agreed with Hippocrates 


in removing the limb at a joint, giving as the 
reason that it was more speedy. There was 
clearly here no thought of a useful stump, and 
the ancient operator’s eye was ever fixed 'upon 
the point of hemorrhage. The patient might 
and probably did usually die, but it was hoped 
that he would not die actually under the knife and 
saw. From time to time attempts were made from 
earliest days to control hemorrhage by means of 
tourniquets of one form or another, but they appear 
to have been inefficient, until in the latter half 
of the seventeenth century Morel devised an 
instrument capable of restraining the loss of 
blood. The ligature well known to Celsus was 
forgotten or at least neglected, and it was not until 
the time of Ambroise Par£ that the ligature 
regained its rightful place as the most efficient 
plan of stopping haemorrhage. And then no wide¬ 
spread use of the re discovered method took place, 
while more than a century later many surgeons 
continued to prefer the use of styptics or the actual 
cautery. 

The principle being established that the incisions 
for an amputation must pass through healthy 
tissues, the reasons for amputation became the 
same however the injury was produced, and 
whether in civil or military circumstances. If the 
limb was expected to die it must be removed lest 
the patient should die, but there was prolonged 
difference of opinion as to the right moment for 
interference. Having regard to gunshot wounds 
alone—that is to say, coming to comparatively 
modern times—the best moment for amputation 
has been much discussed, and the most divergent 
views have been expressed. Richard Wiseman, 
who has been called the Father of English 
Surgery, was strongly in favour of amputating 
as soon as possible, and on the whole that has 
been the opinion of most surgeons. The chief 
argument against immediate amputation is that the 
shock of the amputation will be added to the shock 
of the injury, and this double shock may prove too 
much for the patient’s strength and he may 
succumb. About 100 years ago the surgeon-in- 
chief of the Prussian army issued an order that 
no amputation whatever should be done for gun¬ 
shot injuries, with the result that one-half of the 
men with fractured limbs from this cause died, 
and many of those who survived were greatly 
deformed. With this heavy mortality we may com¬ 
pare the results obtained at the same time by 
Larrey, who had a mortality of only 25 per cent, 
after primary amputation in gunshot wounds. 
Before the advent of the antiseptic practice of 
Lister it had come to be recognised that in nearly 
ail cases the primary amputation offered a far 
better chance of recovery than the secondary, the 
only exception being amputation of the upper part 
of the thigh. When antiseptic methods began to 
be employed the death-rate at once fell, and 
the use of anaesthetics went far to limit the 
amount of the shock of the operation. Recent 
researches of Chile have shown that the degree 
of shock can be reduced still more by the use of 
a local anaesthetic concurrently with the general 
anaesthesia. For various reasons, therefore, the 
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dangers of amputation have mnch declined in civil 
practice, and where in military practice the same 
advantageous conditions can be obtained the same 
good results may be expected. But the difficulty 
of avoiding sepsis and the frequency of multiple 
wounds and of comminuted fractures form very un¬ 
favourable conditions, while many of the cases 
where shock is present cannot await operation 
until the ideal anaesthetic technique can be 
employed—the delay would mean death. 

In addition to consideration of the time of the 
amputation, of how to avoid shock, and of how 
to control haemorrhage, the surgeon has to decide 
on the form of amputation to perform; and in this 
direction our surgery has much improved with the 
flexibility introduced by modern operators, who no 
longer confine themselves to classic routines, but 
attempt to make their procedures fit individual 
cases. Yet ancient learning and experience make 
themselves heard. The simplest and the oldest 
method of amputation is the circular, in which the 
skin, the muscles, and the bone are all divided at 
the same level; this method, which is sometimes 
associated with the name of Antyllus, differs but 
little from that described by Celsus, who, however, 
endeavoured by traction of the soft parts to saw 
the bone at a rather higher level. This method 
has recently been employed at the front with no 
small measure of success, for in very septic cases 
it gives the most thorough drainage possible, but 
it has the disadvantage that some subsequent 
operation is always required. In spite of this 
fact, the thoroughness of the drainage and the 
rapidity with which it can be performed render 
it an operation of the greatest value in the ab¬ 
normal surgical conditions obtaining at the front. 
The circular amputation remained for centuries 
the regular method of amputation, but in course 
of time it became modified, the circular division 
of the skin being followed by a circular division of 
the muscles at a higher level, the bone being sawn 
at a higher level still. The names of Cheselden 
and Petit are associated with this important 
modification. The results of this operation are, on 
the whole, very fair over a great range of cases, 
for though it is exceptional for the bone to be 
covered in, a very useful stump frequently results. 
But in all circumstances where no risk is entailed 
flaps are to-day designed as being the obvious way 
to secure a stump on which to fix an artificial limb. 
Lowdham, of Exeter, must be credited with the 
introduction of flaps about the middle of the 
seventeenth century, and though their formation 
by dissection was slow and painful before the days 
of anaesthetics, the introduction of the transfixion 
method confirmed the flap operation as the pro¬ 
cedure of choice. With the use of anaesthetics the 
light skin flap formed by dissection became possible, 
and by the adjustment of the relative lengths of 
the flaps the surgeon found that he could ensure 
that the scar did not become adherent to the end 
of the bone. 

The question of the best form of amputation, 
when the immediate risks have been considered, 
must be decided by the fact that the stump formed 
by the amputation will in time be required to 


support an artificial limb. All incisions and all 
flap arrangements must be made so that the 
resulting stump may lend itself to a prosthesis. 
The main purpose of the memorandum of the 
War Office, to which we have already referred, is 
to direct the attention of the officers of the 
Royal Army Medical Corps to the need for great 
attention being paid to the future usefulness 
of the stump. Though in most cases the actual 
site of amputation is determined mainly by the 
nature and situation of the lesion yet if due atten¬ 
tion be paid to the subsequent functional utility 
of the stump, a slight modification of the am¬ 
putation may render the stump particularly fitted 
for the application of an artificial limb. The memo¬ 
randum has been admirably drawn up, and it should 
prove of very real value to the surgeon at the front 
and also at base hospitals, for it will serve to 
indicate those amputations which form stumps 
lending themselves conveniently to the fitting of an 
artificial leg or arm. The first duty of the surgeon 
about to amputate is to save the life of the patient, 
but when the risk to life does not overshadow the 
other desiderata of the operation, due attention 
should be paid to the needs of the artificial limb. 
Much of the after-comfort and usefulness of the 
soldier will depend on the judicious choice of the 
form of amputation employed. 


Jnndaiimts. 


"Ne quid nimls.” 


CERTIFYING SURGEONS AND THE COMMITTEE 
ON RETRENCHMENT. 

The recent report of the Committee on Retrench¬ 
ment recommended that a saving of £12,500 per 
annum should be effected by dispensing with the 
reports of certifying surgeons on accidents. “ We 
understand,” the Committee said, “ that the reports 
are now of little value and entail, in all serious 
cases, a duplication of the reports made by the 
inspectors. The Committee on Accidents in Fac¬ 
tories recommended that legislation should be 
obtained to enable them to be dispensed with, 
and we concur in this proposal.” A temperately 
worded memorandum issued by the Incorporated 
Association of Certifying Factory Surgeons dissents 
from the advice thus given by the Committee, 
pointing out that it was requested to suggest 
economies which might be effected “ without 
detriment to the interests of the State,” and 
examining the proposal from this point of view. 
This, no doubt, is the position which we all 
should adopt who criticise any effort made by 
the Government to diminish expenditure, whether 
the money which it is proposed to save would 
under normal conditions pass into our own pockets 
or into the pockets of others. At a time like 
this the interests of the State must be para¬ 
mount, and personal interests must give way to 
public advantage. The personal interests of the 
certifying surgeons in this case are estimated 
for us by the Committee. It is proposed to save 
£12,500 per annum, an item but a small one in a 
vast national expenditure, and one against which 
must be weighed the value of the services dis¬ 
pensed with. This cannot be stated in a pecuniary 
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form. The certifying surgeon as distinguished 
from the factory inspector, who may quote the 
report of the certifying surgeon but cannot dupli¬ 
cate it, is the expert whose knowledge of injuries 
and of industrial disease and poisoning enables 
him to determine the causation of the physical 
conditions submitted to him ; it is he only who, as 
an impartial authority, can decide that alleged 
physical conditions exist and that they are or 
are not caused by the accident to which they 
are attributed. In doing this he is brought into 
contact with the injured workman, whose story 
imputing his injuries to the accident he is able to 
corroborate or to reject. Of special importance is 
the work done by him in the investigation of cases 
of industrial poisoning. The Committee on Accidents 
did not, the memorandum of the Association of Certi¬ 
fying Surgeons points out, say more than that 
“ much ” of the certifying surgeons’ work might be 
dispensed with. It did not find that all was super¬ 
fluous or could safely be dona away with. If the 
present recommendation means that the whole of 
the sum of £12,500 is to be saved, it implies that 
useful and superfluous functions are alike to be 
sacrificed, and we believe that in the case of the 
former the retrenchment would involve “ detriment 
to the interests of the State.” 


SCIATICA AND MALINGERING. 

The practical necessity often occurs of diagnosing 
whether sciatica is genuine in cases suspected of 
malingering, and Professor G. Boschi describes in 
II Policlinico (Practical Section, March 26th) a 
method of arriving at a correct solution. Sub¬ 
jective criteria are not sufficient, and an observant 
malingerer soon learns that pressure on certain 
points and movement in certain positions are 
expected to evoke pain and accommodates his 
behaviour accordingly; hence other criteria, objec¬ 
tive and not capable of simulation, are necessary 
from a medico-legal point of view. Some of these 
symptoms are not invariably present; others 
depend on the gravity of the disease, on its nature 
or duration, such as, for instance, increase of 
tendon reflexes, local hypothermia, wasting, scoliosis, 
and increase in the amount of albumin in the 
cerebro-spinal fluid as demonstrated recently by 
Sicard. Professor Boschi, however, calls par¬ 
ticular attention to organic expressions of pain 
apart from the operation of the will, such as 
pupillary, sphygmographic, and sphygmomanometric 
reactions. To elicit these Lasegue’s movement 
is performed on the affected limb, the angle 
formed with the plane of the bed when pain is 
produced being approximately noted; the movement 
is then repeated on the healthy limb, during which 
the pulse is counted and the armlet of a Biva- 
Rocci sphygmomanometer adjusted until the radial 
pulse is obliterated, and the condition of the pupils 
is observed. Lasegue’s movement is now repeated 
on the affected limb and the patient watched so 
that he cannot produce pain by other means such 
as tongue biting. If pain be caused there will be 
a sharp, transitory, but marked dilatation of the 
pupil to the extent of 3 to 5 mm. The part that 
nervous apprehension might play in causing 
pupillary dilatation would, if differing from that 
produced by examination of the healthy limb, not 
exclude painfulness, and as such would corroborate 
a positive indication. An assistant feels the 
radial pulse in connexion with the sphygmo¬ 
manometer ; increased arterial pressure caused 
by the pain will re-establish the pulse, but care 


must be taken that meanwhile the patient does 
not try to strain with a closed glottis, which 
will, as shown by Valsalva, increase artificially the 
arterial pressure. The assistant then counts the 
pulse; normally an increase of 8-10 beats a minute 
is caused by pain. But it is known that neurotic 
subjects may react to painful Btimuli, with a still 
more marked increase, or, on the other hand, some¬ 
times with slowness or irregularity of pulse, so that 
variations of this character must be considered 
also as organic affirmation of painful movements. 
The control of the reaction on the healthy limb 
disposes of some of the objections that are some¬ 
times raised against these variations in the pulse 
—i.e., the indefiniteness and variability of the so- 
called “normal” with which the result obtained 
has to be compared, and the fact that numerical 
increases in the pulse may be due to psychical 
conditions of anxiety relative to the examination. 
At any rate, however, and this also applies to the 
other tests, it is highly improbable that painful 
stimulation of the affected limb will not cause 
differences in the reactions described in com¬ 
parison with similar stimulation of the healthy 
limb. _ 


RECENT WORK ON HAY FEVER. 

Hay fever is chiefly regarded in this country as a 
very real, rather distressing, but not very serious 
complaint. It is otherwise in certain parts of 
America, notably about Baltimore, where it assumes 
such a severe character that many sufferers have 
to move into other districts when the spring or 
autumn fever becomes prevalent, and business 
may be seriously interfered with solely on this 
account. It is to that country, therefore, that we 
find ourselves indebted for some quite important 
researches on hay fever. There are two flowering 
groups which appear especially to induce the- 
coryza typical of hay fever—the Graminaceas, 
flowering in the spring, and the Composites, in the 
autumn. To one or other, more rarely both,, 
certain people appear to be unduly sensitive, 
and an ophthalmic and a cutaneous test can 
be applied which will show whether a person is 
sensitive or not to one or the other. The character 
and manner of inducing the reactions are similar 
to those of tuberculin, but the substance used is a 
dilute pollen abstract. Dr. G. H. A. Clowes reports 
in the Johns Hopkins Hospital Bulletin for March, 
1916, some favourable results which he has gained 
in the treatment of hay fever by the intravenous 
injection of. dilute extract of the particular pollen 
to which the individual, by preliminary tests, has 
been found unduly sensitive. It is best to begin 
the treatment two or three weeks before the hay 
fever season commences. 1 c.c. of a solution 
of 1 in 5000 is injected, and this is repeated 
every three or four days until 12 injections 
have been given and the strength of the pollen 
extract solution has been gradually raised to 
1 in 1000. In a series of 100 cases the results were 
as follows: In 25 to 30 per cent, marked allevia¬ 
tion ; in 30 to 40 per cent, marked improvement; no 
effect in the rest. As regards the latter, how¬ 
ever, these individuals were found not to react, 
or were found to be negative to any particular 
pollen test, so that it is probable that the special 
sensitising pollen had not been found for them. 
The above results were compared with a series of 
non-treated cases, all of which were badly affected. 
It is found that sensitiveness to the pollen re¬ 
develops at the end of three or four months after 
a course of injections. It is suggested, however* 
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that with continuous treatment over three or four 
years a cure may be effected, as it is noticed that 
in these cases there is a notable lessening of the 
attacks. Less effective than the pollen extracts is 
calcium lactate given in large doses, which also 
lessens to some extent the sensitiveness to hay 
fever. It is remarked that this effect is more 
readily produced in well-nourished individuals. 
One point hitherto not explained in relation to hay 
fever is that people may be affected even when 
living in a big city. But it has been discovered 
that even in these places the pollen can be found 
in the air in appreciable quantity. 


EXPERIMENTAL DIETS CONTAINING IMPURE 
MILK-SUGAR. 

According to an interesting research carried out 
by Mr. J. C. Drummond in the biochemical labora¬ 
tory of the Cancer Hospital Research Institute, 
London, it would appear that milk-sugar under 
certain circumstances may contain effective amounts 
of a growth-promoting factor. The results are 
published in the March number of the Biochemical 
Journal , just issued, and they are in entire 
agreement with those published in a paper by 
Mr. E. U. McCollum and Mr. M. Davis in the 
same journal in 1915. , The suspicion was* enter¬ 
tained that in many cases the experimental diets, 
presumably free from indispensable accessory sub¬ 
stances, afforded a satisfactory diet because impure 
milk-sugar had been used and the impurity was an 
accessory substance. As Mr. Drummond now 
points out, our knowledge of the action of these 
unknown factors is so slight that we shall 
be forced to reconsider many of the conclusions 
which have been drawn from the results of feeding 
experiments, involving the use of diets which 
appear now not to have been pure. By “ pure,” of 
course, is meant that the carbohydrates, proteins, 
and fats present in the diet are free from those 
indispensable accessory substances to which the 
name vitamines has been given. It is desirable, 
therefore, that the experiments where impure 
milk-sugar was included in the diet should be 
repeated with milk-sugar about the purity of 
which there can be no doubt. It is significant 
that samples of milk-sugar obtained from reliable 
English firms as "pure” show the presence of 
a nitrogenous body, the average amount of nitrogen 
found being 0'024 per cent. There can be no 
doubt that on the one hand the failures to 
obtain body-growth with artificial food rations 
proves that purified elements in the diet were 
being dealt with, while on the other, when growth 
was established in similarly prepared diets, the 
impurities were not completely removed, and 
these impurities contained the growth-promoting 
accessory substanoe. The use of impure milk- 
sugar is a case in point. 


THE FAILURE OF FUMIGATION AS A 
DISINFECTANT. 

In the Boston Medical and Surgical Journal of 
March 9th, Dr. W. W. Walcott, State District 
Health Officer of Massachusetts, describes some 
experiments which he made five years ago in con¬ 
junction with Dr. Curtis, chairman of the Newton 
Board of Health, from which he concludes that 
fumigation for the purpose of disinfection is useless. 
On looking up the literature of the subject he found 
that most of the experiments had been done under 
laboratory conditions. Dr. Walcott and Dr. Curtis 
arranged to carry them out as nearly as possible 


under service conditions. They secured two rooms 
exactly alike in the Newton Hospital. One was 
sealed and fumigated and the other used as a 
control. Inoculations were made upon compresses 
of cotton, linen, gauze, and sometimes on the wall. 
They were put on the floor, table, chairs, mantel¬ 
piece, window-sill, bed, and at various other places 
and elevations. Similar inoculations were made 
in the control room. Laboratory cultures were not 
used, because of the possibility of their being 
attenuated, but smears and swabs were taken 
from noses, throats, and ears in the contagious 
wards and from suppurating wounds. Thus 
live, virulent organisms were obtained. Every 
ordinary method of fumigation was used—sulphur 
candles, sulphur powder, formaldehyde candles, 
the apparatus for generating formaldehyde gas 
from 40 per cent, formaldehyde solution, potas¬ 
sium permanganate and formaldehyde in the 
proportion of 1 to 2, and a mixture of aluminium 
sulphate, formaldehyde, quicklime, and water. 
Fumigation was carried out for periods varying 
from 24 to 72 hours. All the proprietary prepara¬ 
tions were tried under the same conditions. Every 
morning cultures taken from the fumigated room 
were examined first. When they were found dead 
it looked as if fumigation had done some good, but 
when the control cultures were examined they were 
also found dead—apparently they had died a natural 
death. On the other hand, in the case of a pro¬ 
prietary preparation of which one candle was 
guaranteed to kill every germ in a room, a little 
shrine was made of these candles and the inocula¬ 
tion placed in the centre. The germs lived through 
the experiment. The experiments were carried out 
for nearly a year, and the conclusion was reached 
that fumigation has no consistent effect upon 
cultures. The city of Newton therefore made 
fumigation optional, and ceased to perform it as a 
matter of routine. Other cities, such as Boston and 
New York, then discontinued it. Dr. Walcott says 
that all that is necessary is that the sick room be 
scrubbed, scoured, painted, and papered, but if this 
is not possible a good safe rule is to scrub with 
yellow soap and hot water as high as a man can 
reach. _ 


MIDDLE-EAR DISEASE DUE TO VINCENT’S 
ORGANISM. 

Vincent’s angina is recognised as a fairly common 
throat affection; microscopical examination of the 
exudate reveals the small spirillum characteristic 
of this condition. There is also a certain tendency 
for the naso-pharynx to be involved. It has only 
recently been noted, however, that Vincent’s 
spirillum may be responsible for certain cases of 
middle-ear disease. Dr. J. A. Mulholland has 
reported in the Annals of Otology , Bhinology , and 
Laryngology 16 cases of this disease. In 13 the seat 
of the infection was in the middle ear and auditory 
meatus; in 3 more cases this was associated 
with mastoiditis with much necrosis, and two of 
these cases succumbed. The onset of the disease 
is insidious and not associated with any pyrexia or 
any marked degree of pain; there is only a free 
discharge of pus from the external auditory meatus. 
It is significant that in very many of the cases 
there was a history of “ running ears ” for months 
or even years; in some, considerable disease of 
the teeth was present. Examination shows much 
greenish pus, and on the walls of the auditory 
canal is seen a greyish membrane, which on 
removal leaves a bleeding surface. Perfora¬ 
tion of the drum is frequent. There may be 
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swelling and oedema of the auricle. Where the 
mastoid is involved the cavity is filled with a 
spongy, putrid mass with obliteration of the cortex. 
It is suggested that the condition is mildly con¬ 
tagious, for 9 of the cases occurred in a single 
ward, 5 in another, and 2 in a third. Salvarsan 
was very efficacious. It was given in the powder 
form dusted into the auditory canal, as well as 
intravenously. In 4 cases complete recovery 
ensued in from two days to two weeks. It is 
known that the nowadays comparatively rare con¬ 
dition, noma, is due to Vincent’s spirillum, and in 
75 per cent, of these cases salvarsan can notably 
reduce the ulceration. It is probable that not only 
the spirillum of relapsing fever and syphilis, but 
also Vincent’s spirillum is closely allied to the 
trypanosomes. _ 

THE EXTINGUISHING OF SMALL PETROL FIRES. 

A small petrol fire in the garage or hangar may 
easily be the beginning of a serious conflagration, 
and so a simple means for extinguishing the smaU 
fire may render valuable service. The British Fire 
Prevention Committee have recently carried out a 
series of tests with the view of finding a simple mix¬ 
ture which when thrown on the fire would extin¬ 
guish the flames. The mixture ultimately found to 
give the best results was sawdust and bicarbonate of 
soda, which has advantages over sand and similar 
materials as an extinguishing medium for small 
fires. Sawdust would seem to act by floating on 
the surface of the inflammable liquid, thus excluding 
the oxygen of the air and smothering the fire. 
Ordinary sawdust as obtained from sawmills is 
reported to be the most suitable for the purpose, 
but it should be free from shavings and 
chips of wood, while it does not require to be 
either specially dried or to contain added moisture. 
The addition of bicarbonate of soda, although not 
essential, has certain advantages. In the heat of 
the flame carbonic acid gas is given off from the 
bicarbonate of soda adhering to the floating saw¬ 
dust, and accordingly close to the source of the fire. 
The gas thus given off helps to extinguish the fire. 
The committee have found that an effective propor¬ 
tion of bicarbonate of soda to sawdust is 10 lb. of 
the former to 12 lb. of the latter. They recom¬ 
mend that this mixture be kept in a bin holding 
eight bushels. In regard to the application of the 
mixture, the committee recommend that in order 
to be thoroughly effective it should be applied not 
only in bulk, but rapidly and systematically, the 
object being to produce what may be termed a 
lateral “ curtain ” or scythe effect. Judging from 
the number of inquiries which have been made on 
this subject, many of our readers will be glad to 
hear of this simple device. The committee are 
careful to add that so far their investigations have 
been limited to small quantities of inflammable 
liquids not exceeding two gallons, and the areas 
over which they were spread did not exceed 
six feet square. These conditions are generally 
met with in motor garages and hangars for which 
the proposed mixture is, in their opinion, applicable 
and economical. _ 


The next annual congress of the Ophthalmo- 
logical Society of the United Kingdom will be held 
on Thursday, Friday, and Saturday, May 4th, 5th, 
and 6th, under the presidency of Mr. Walter H. H. 
Jessop. The meetings will be held at the rooms 
of the Royal Society of Medicine, 1, Wimpole-street, 
London, W., and a clinical meeting at the Central 


London Ophthalmic Hospital, Judd-street, W.C. 
Members desirous of reading papers, showing cases* 
or taking part in the discussions, are requested to 
communicate as soon as possible with Mr. Elmore 
Brewerton, 84, Wimpole street, London, W. It is 
proposed to hold a museum of drawings and 
pathological specimens during the congress. Those 
wishing to exhibit should communicate with Mr. 
Stephen Mayou, 30, Cavendish-square, W. 


The annual Oration of the Medical Society of 
London will be delivered in the rooms of the 
society, 11, Chandos-street, Cavendish-square, on 
Monday, May 1st, at 8.30 p.m., by Sir StClair Thomson* 
who has taken as his subject “ Shakespeare and 
Medicine.” There will be an exhibition of por¬ 
traits, books, and other objects of Shakespearian 
interest. 


THE HOSPITAL SATURDAY FUND. 


The forty-second annnal meeting of the Fund was held at 
the Mansion House on April 12th under the presidency of 
the Lord Mayor, who announced that the income of the 
Fund during 1915 was nearly £7000 more than that for 1914, 
probably due to the recognition on the part of the public^ 
of the splendid way in which the metropolitan hospitals had 
succoured the sick and wounded soldiers. 

Sir T. Vezey Strong, in moving the adoption of the 
report and balance-sheet, stated that the income for tha 
year was £46,000, the expenses connected with the collec¬ 
tion of that sum having been only 7 per cent., as against 
30 per cent, in the year of inauguration. The collection 
included 100,000 pennies. 

Colonel Sir Alfred Pearce Gould, K.C.V.O., delivered 
an address on the Effects of the War on Work in Civil 
Hospitals. After making a graceful reference to the memory 
of the late Sir Thomas Crosby, he said that the central 
and most important factor in any hospital ws& the 
medical staff, supported by the nursing staff. To know 
whether a hospital was a good one or not, one should 
not look at the building, the site, the subscription list, 
or the cost per bed, but at the medical and nursing 
staffs, and ask whether they were doing their work well 
and whether the full means of carrying it out efficiently 
were being supplied by the hospital management. The 
war had drawn away from civil hospitals a certain number 
of physicians and surgeons, resulting in more work being 
thrown upon those remaining. Others were devoting a large 
part of their time to work in military hospitals in and around 
London. And the younger men—house physicians and- 
surgeons, radiologists, bacteriologists—had been largely 
swept up by the organisation of the War Office. That serious 
depletion had been to some extent met by men who had* 
retired from hospital work coming back to it, and only 
those who had been through that ordeal would know exactly 
what it meant. In many cases men who had earned their 
retirement stayed on and bore the burden and heat of 
the day, and this was supplemented by men who had 
not hitherto held hospital appointments stepping in and 
offering their services. The grave situation had very largely 
been met by the services of medical women. The entrants 
at the Women’s Medical School in London last October were 
twice as numerous as in the previous October ; the new 
situation had given a great incentive to women to enter the 
profession. The demand for nurses in this war had been 
enormous, and he pointed out that nurses had done their 
utmost during the last decade to make a real profession of 
nursing, and were very anxious that it should maintain its 
high position. But their patriotic feeling had led them to 
admit as helpers those who had not had a nurse’s training, 
and those who knew something of the feeling of trade 
unionists on labour dilution would be able to appreciate what 
the concession meant. And he was glad to find that these 
helpers were doing splendid work. He concluded by refer¬ 
ences to the serious interference which must take place in 
medical education and to the enhanced price of drugs, and- 
appealed earnestly for a continued and increased support in. 
this magnificent struggle for the greatest of all causes. 
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THE WORK OF THE ROYAL FREE 
HOSPITAL UNIT IN SERBIA * 1 

By James Berry, F.R.C.S. Eng. 

As the summer wore on and the long-expected renewal of 
active hostilities on the Serbian frontier did not take place 
the number of patients in oar hospitals atVrnjatchka Banja 2 
gradually diminished. On August 9th the total number of 
in-patients was but 180, on Sept. 8th only 167, and of these 
about one-tenth were civilians. On July 27th a meeting of 
the heads of the British units then in Serbia had been 
summoned at Kragujevatz to discuss the situation with 
Sir Ralph Paget, the British Commissioner. It was then 
unanimously agreed that the units should stay in Serbia 
at least a few weeks longer. Our own unit had 
already received a letter from the Commander-in-Chief 
(General Putnik), begging us to remain in Serbia. Later, a 
circular letter from the Crown Prince was sent to all the 
units, expressing the hope that the day of their departure 
would be far distant. It was clear that the horrors of the 
previous winter, due largely to the lack of doctors, nurses, 
and sanitary material of all kinds, were still fresh in the 
minds of the Serbian authorities. They were anxious that 
we should stay as long as possible with them. In the 
meantime, although not overburdened with work, we found 
enough to do with general sanitation and with out-patients. 

All through the summer our civilian out-patient depart¬ 
ment was large, men, women, and children coming often from 
far-distant villages to receive the advice and medicine 
bestowed upon them chiefly by Dr. Helen Boyle, Dr. Ada 
McLaren, Dr. Isabel Inglis, and others, who did admirable 
work in this sphere of usefulness. The most striking feature 
of this civilian practice was the great prevalence of all forms 
of tuberculosis and of diphtheria. The inveterate Serbian 
custom of living in stuffy, overheated, and ill-ventilated 
rooms—a custom by no means limited to the poorer classes— 
is doubtless responsible for the ravages of tubercle in this 
unfortunate country. The insanitary conditions found in 
and around most Serbian cottages accounted fully for the 
prevalence of diphtheria. 

Some of the younger patients whom for various reasons 
we admitted to our wards vomited or passed per anum as 
many as 50 round worms; nearly every child had at least 
one round worm. Tapeworms we saw but seldom. The 
extraordinary prevalence of round worms among both 
children and adults is doubtless explained by the open and 
polluted springs and wells from which the vast majority of 
the rural population obtain their drinking-water. 

Renewal of Active Hostilities. 

Towards the end of September came the news of 
Bulgaria's mobilisation. All passenger traffic on the railways 
was stopped. Some of ns who were at Nish at that time 
saw thousands of troops with guns and stores of all kinds 
being rushed through to the Bulgarian frontier. At Vrnjatchka 
Baoja day and night troop-trains could be heard running 
down our valley of the Western Morava on their way to 
the Eastern front. On Sept. 30th a small party of us had 
occasion to go to Kragujevatz, the military headquarters 
and seat of the Arsenal. We arrived just in time to see 
the end of an Austro-German aeroplane raid. Wild 
excitement prevailed. A German aeroplane had just 
been brought down in the centre of the town 
and all Kragujevatz was jubilant. The mangled and 
scorched bodies of the unfortunate airmen brought home to 
us very vividly the horrors of war. The remains of the 
aeroplane, which we inspected at the arsenal, showed the 


* The official name of the unit wu Anglo-Serbian Hospital, but iu 
Serbia it was known as the Berry Mission, having been organised by 
Mr. James Berry and Mrs. Berry, M.D., who appointed a small 
committee to continue their work of collecting funds during their 
absence. As many members of the medical and nursing staff and 
committee were associated with the Royal Free Hospital, which helped 
the mission in other ways, we give the name which it usually 
received.— Ed. L. 

1 See The Laxckt, Jan. 29th, 1916. p. 270. 

2 The name of our village or little town 1 b Vmtse. As Serbian proper 
names are always declined, the Baths of Vmtse are Vrnjatchka Banja, 
jnst as one might speak of Harrogate and “ Harrogatian” Baths, If a 
similar practice prevailed here. Another and formerly better-known 
place In Serbia, much further south, is Vranje; this also has batbs, 
called Vranshka Banja. There was much confusion of all these names, 
even by members of the English missions. 


name of a Stuttgart maker. Early on the following morning 
we were roused by the sound of fresh firing, and were 
interested spectators of another air raid in which many 
bombs were dropped, several civilians and one Austrian 
prisoner being killed. One bomb fell without exploding in 
the soft ground of the Stobart camp, at which we were 
staying, and another did much damage to their stock of 
marmalade, and, by a few feet, just missed killing a 
nurse. The object of the raid was evidently the arsenal, 
into which two or three bombs were actually dropped. 
A Serb workman was killed, and a couple of bullets 
penetrated a large petrol tank, but otherwise no harm 
was done. A good account of this raid has been published 
by our engineer, Mr. Jan Gordon, 3 who was himself in the 
arsenal with our motor-car when the bombs fell. 

On Oct. 8th a visit to Nish showed the town gaily 
decorated with flags in excited anticipation of the arrival of 
French troops who were expected from Salonica on the 
marrow, but who never came. Crowds of refugees were coming 
in from Posharevatz, which had just been heavily bombarded 
from the air. No one seemed to know whether the line from 
Salonica was still open or not. Among the officials, both 
Serb and foreign, pessimism was very marked, and not a few 
indignant remarks were heard about the Allies who had 
“ deserted ” Serbia in her time of need. There was among 
the people, and to a certain extent among the officials, a 
strong feeling that Serbia, who in the earlier stages of the 
war had done so much for the allied cause, by decisive 
victories over the Austrians, should not have been left single- 
handed to repel a simultaneous invasion by three nations. 
Although necessarily ignorant of the military reasons which 
forbade the granting of much-needed help to the sorely tried 
little nation, we could not help wondering whether these 
criticisms were not perhaps to some extent justified. 

On Oct. 8th the British Commissioner informed ns that it 
was the wish of the Serbian military authorities that the 
British units should withdraw if the Serbian army found it 
necessary to retreat, as it was expected they would. By so 
doing it was hoped that their personnel and stores would be 
preserved for future service, and they would obviously be of 
more service both to Serbia and to the allied cause than if 
they stayed on and became prisoners. They were to hold 
themselves in readiness to take this step when the expected 
military orders to this effect arrived, which, however, in our 
case they never did. 

Arrival cf Wounded. 

Two days later, freshly wounded began to dribble into onr 
hospitals and we heard tales of severe fighting on the 
northern frontier. But it was not until the 17th that we 
received a large batch of severely wounded. Among them 
were several perforating wounds of the brain and numerous 
compound fractures of the thigh. All wounds had been 
inflicted at least two or three days previously and most were 
already septic. We were struck nevertheless by the care 
that had been taken in the preliminary dressing and 
splinting of the patients. Nearly all had been caused by 
shrapnel bullet, a few by rifle-fire, scarcely any by bayonet. 
An extensive wound of the frontal lobe with much loss of 
brain substance was treated by being laid freely open, 
nearly half the left frontal bone having to be removed 
with trephine and forceps; a large hernia cerebri ensued, 
but this gradually receded and in a few weeks the 
patient made a good recovery and seemed but little the 
worse for his injury. Another, with a depressed but non¬ 
perforating shrapnel wound of the right occipital lobe, was 
on admission completely blind in both eyes ; the depressed 
bone was removed. About three days later he had recovered 
his sight so far that he could distinguish and name coins 
shown to him, and was doing very well indeed. Two days 
later he suddenly complained of violent pains in the head 
and died in a few hours. Another man, under the care of my 
colleague. Dr. J. B. Christopherson at the Drzhavna Hos¬ 
pital, had been shot through the centre of the head 
of the left humerus; a conical German bullet was extracted 
from the lower part of the right axilla in the mid-axillary 
line. The patient made an excellent and speedy recovery, but 
how the great vessels of the mediastinum escaped injury is 
difficult to explain. Another man was shot transversely 
through the centre of the thorax, the bullet passing between 


* In his entertaining little book. " The Luck of Thirteen.” Smith, 
Elder, and Co. 1916. 
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Fig. 1. 


Heceiving room at the "Terapia ” hospital. English nurses with English and Austrian orderlies. 
Each patient arrived through the window (on the left) and was dressed, shaved, washed, and 
provided with clean hospital garments before being taken to the ward. By these means all lice 
and nits were removed before the patient came into the wards, and typhus, although often 
introduced, never spread to other patients. 


the oesophagus and the heart; a left empyema developed. 
For a time the patient was very ill, but seemed to be on 
the high road to recovery, when he was transferred to 
another hospital and we lost sight of him. 

On the 15th news came that the Austrians were occupying 
Posharevatz, Semendria, Belgrade, and Obrenovatz. Also 
that the Bulgars had penetrated the Eastern frontier at two 
points, although it was rumoured that they had been driven 
back again. Major Gashitch, our energetic and esteemed Serb 
medical director, warned us that we might receive orders to 
move at very short notice. Packing-cases were brought out 
by our engineer and made ready for immediate use. 

From Oct. 16th till the 18th Vrntse was full of rumours 
War on Bulgaria had been declared by the Great Powers, 
Varna and Bourgas were being bombarded by the Russians, 
Strumnitza had been occupied by the French, Tsaribrod by 
the Serbs, the National Bank had been 
transferred to Prisrend and the military 
headquarters to Krushevatz. A strange 
jumble of truth and fiction, but at the 
time we had no means of separating the 
one from the other. 

On the 21st a large number of slightly 
wounded arrived, and as the train which 
brought them had many severely wounded 
on board, who went on to the Serb hos¬ 
pital at Chachak, we were indignant at 
what seemed to us a breach of faith on 
the part of the military authorities. For 
months before, when entreated by the 
Serb military authorities to prolong our 
stay in Serbia, we had been repeatedly 
assured, both verbally and in writing, 
that when fresh fighting began only the 
most severe surgical cases would be sent 
to us. On pressing the major for an 
explanation, we learnt that a secret order 
had been received that for the present 
only slightly wounded were to be sent to 
the foreign missions, as an order for their 
withdrawal to the south was to be 
expected at any moment. 

On the 27th another trainload of 
wounded, mostly not very severe cases, 
arrived, and we were all kept busy. 

On the 28th important news arrived. 

Uzhitsa, to the west, at the head of 


our valley, was being evacuated, 
and all British missions to the 
north of us were being withdrawn 
to the line of the Western Morava ; 
our little town lay some three 
miles south of this, between 
Kraljevo and Krushevatz. Kragu- 
jevatz, 50 miles (by road) to 

the north, was being evacuated, 
the head-quarters staff moving 
thence to Krushevatz. The seat 
of government was being trans¬ 
ferred to Kraljevo. About this 

time officials of the public health 
and some other departments, 

together with many ex-ministers, 
sought refuge at Vrnjatchka 
Banja, the fashionable health 
resort of Serbia. The place 

began to be inconveniently over¬ 
crowded, and we began to fear 
shortage of food. The 2nd 
British Farmers’ unit under Mr. 
Parsons, the Scottish Women’s 
unit under Dr. Alice Hutchison, 
and several members of the 
Wounded Allies’ Mission under 
Dr. Apsland arrived, and con¬ 
siderable rearrangement of our 
hospitals took place. The Farmers, 
who had been obliged to leave 
Belgrade very hurriedly during the 
bombardment, took over our Merkur 
Hospital and the Scottish Women 
for a short time had the Atina. 


A Difficult Situation. 

The British Commissioner now paid us a hurried visit to 
explain the arrangements he had been trying to make with 
the Serbian authorities for the withdrawal of the British 
units to the south or west. Only a very few ox-wagons were 
obtainable, and it was obvious that most of the units at 
Vrnjatchka Banja would have to stay and be captured ; only 
individual members, who for one reason or another desired 
to escape, would have the opportunity of making their way 
mostly on foot across the mountains to the Adriatic. Three 
of our unit, together with several of the British Red Cross 
unit (mostly English orderlies), went off together under the 
leadership of Mr. Gordon. The adventures and trials which 
they met with on their difficult trek to S. Giovanni di Medua, 
have been graphically told by Mr. and Mrs. Gordon in their 

Fig. 2. 


The yard of the “ Drzhavna” hospital, showing (right to left) hot-water boiler, destructor 
for dirty dressings and other refuse, tank for boiling infected clothing, and a ‘ Thresh 
disinfector recently arrived (September, 1915) from England. The tanks were made by 
the local tinsmith, and the brickwork built by Austrian orderlies. (From a photograph 
by my colleague, Dr. J. B. Christopherson.) 
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book, already mentioned. The numbers of our unit remained, 
however, at the average strength of 25, having been 
reinforced by the addition of the British chaplain and two 
refugee ladies from Belgrade and Nish. 

On Nov. 1st all the Austrian prisoners except four were 
withdrawn from our hospitals and replaced by 16 Serbian 
youths with no personal knowledge whatever of hospital 
work. On the same day our Serbian military head, although 
giving no direct order, strongly advised us to withdraw also, 
abandoning all our stores and personal luggage. Dr. Charles 
Mack, an American doctor, kindly consented to take charge 
of the hospital if we decided to do so, and the great 
majority of our members were anxious to go. We knew of 
a direct short route across the mountains to Rashka, a place 
which Mrs. Berry and I had visited many years before, and 
thence it would have been possible to get across via Novi 
Bazar and Berane to the Adriatic. But this would have 
meant walking the whole way, carrying provisions for at 
least a fortnight. For this it was essential we should have 
at least three or four horses to carry food and blankets. We 
were quite deter¬ 
mined not to attempt 
the ordinary route 
rid Kraljevo and the 
long, narrow Ibar 
gorge, which was 
also known to us, as 
it was the main route 
by which the Serb 
army was retreating, 
and was likely to be 
choked by refugees. 

Our hesitation, which 
lasted for a few 
hours, was ended 
when we found that 
the horses we had 
expected to obtain 
were not available. 

On the following 
day all our Austrian 
prisoners were 
restored to us, and 
the contingent of 
Serbian youths, who 
in the meantime had 
been washed and 
cleared of lice, in 
their turn withdrew. 

A week of considerable anxiety ensued. Again nearly 
all the Austrian prisoners were taken away, a few only, 
who desired to remain with us, being allowed to do so. 
They made their way over the mountains in front of the 
retreating Serbian army, and we fear that many must have 
perished in the severe cold that set in some ten days later. 
Day by day the sound of distant cannonade became louder 
and louder as the Austro-German forces approached. Rumour 
said that a stand would be made in our valley at Trstenik, a 
narrow place some three miles to the east of us. It was said 
that the digging of trenches had actually begun. It 
seemed probable that we should find ourselves in the very 
centre of a battle. Late in the evening of the 6th a 
violent explosion, which shook the building, caused some 
of us to exclaim, “Here is the first shell I ” But it was 
caused by our own people blowing up the great bridge of 
Tretenik. Our Serb commissaire at the Terapia had sought 
safety in flight, but the Austro-Serbian one at the Drzhavna, 
M. Milutin Jovanovitch, remained with us and rendered 
invaluable service. Our wood-supply gave out, and as no 
more was forthcoming we began cutting down the trees in 
the grounds of the Terapia. 

Entry of the Enemy. 

Early on Nov. 10th a Hungarian lieutenant with half a 
dozen soldiers arrived, went all over the hospital, asked for 
a complete list of our personnel, paid us a few compliments 
on the state of our hospital, put an armed sentry at the gate 
and departed. In the next few days we had numerous 
Austro-Hungarian visitors at the hospitals — generals, 
colonels, a count, and finally Prince Lobkovitz, who took 
command of the whole district. Colonel Dr. Pick was in 
charge of all the medical arrangements, and his first act 


was to confirm the appointment of the heads of our unit, 
saying he did not wish to interfere in any way with our 
management of the hospitals and giving us the necessary 
Austrian authority to continue our hospital work under his 
nominal supervision. He consulted freely with us and Major 
Gashitch as to the best means of rearranging the medical 
work at Vmjatchka Banja. The Atina was given over for 
a short time to another English unit, our baraque was 
evacuated and then the school, the latter being quickly 
filled with crowds of frost-bitten Hungarians returning from 
the mountains, very severe cold having set in on the 17th. 
Our own hospitals were now reduced to two, the Terapia and 
the Drzhavna. Both were overcrowded with Serb wounded \ 
at the former patients overflowed into the corridors, where we 
put them on improvised trestle-beds and mattresses. The 
evacuation of the slighter cases was then rapidly carried out, 
and as frost-bitten Hungarians continued to pour into the 
town we were asked to admit some of them for whom no other 
accommodation could be found. This we naturally consented 
to do. The Medical Director-General of the Austrians in Serbia 

visited us, and 1 
overheard him telling 
another officer that 
all members of the 
missions would be 
interned until the 
end of the war. This 
was clearly a con¬ 
travention of the 
Geneva Convention, 
and in all discussions 
with the Austrians 
on this subject I 
continued to point 
this out. We were 
much surprised to 
find how little was 
known of this Con¬ 
vention by all the 
Austro - Hungarians 
with whom we came 
into contact. The 
best informed was 
Captain Dr. Otto 
PanczGl, an elderly 
Hungarian, who 
before the war had 
practised as a civilian 
surgeon at Pancsova 
and who became our medical commandant after Colonel 
Pick’s departure. To his courtesy, practical good sense, 
and kindly feeling towards us we were much indebted 
during our three months under his charge. I cannot 
refrain from relating an incident which illustrates 
the curious ideas about English government which are 
prevalent even among intelligent and well-informed 
Hungarians. After a long conversation one day with him on 
the subject of the politics and history of Hungary, he said 
suddenly, “Well, you English treat your colonies so badly 1 ” 
“ How so ? ” said I. “ Well, you do not allow them to buy 
or sell except with the mother country,” was his answer, and 
nothing that I could say would move him from his fixed 
belief that such were the trade relations between England 
and her colonies. Equally surprising ignorance about cir¬ 
cumstances nearer home was displayed by another Hungarian 
doctor of good family and education, who made to me the 
common but ridiculous assertion that “the Serbs had killed 
the Austrian Archduke.” He seemed much interested and 
surprised to learn that Cabrinovitch Prinzip and the other 
assassins were Austri m Slav subjects and not Serbs as the 
Austrians endeavour to make the world believe. 

With regard to food, we fared, on the whole, fairly well. 
The Austrians allowed us daily rations, which included a 
little meat; bread varied in quantity from half a loaf per 
head when it was abundant to one-fifth when it was 
scarce, as it often was. Besides these we had small 
quantities of tea, coffee, sugar, and lard, and various 
other things. A scale of prices was arranged and the 
peasants were obliged to bring eggs, milk, and other pro¬ 
visions to a central office, whence they were distributed 
among Austrians, English, and Serbs. Had we been wholly 
dependent upon the Austrian rations we should have fared 


Fig. 3. 



Austrian orderlies building a destructor at the “School" hospital. 
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badly, bat fortunately oar own food stores were by no means 
•exhausted and we had laid in a considerable stock of flour, 
rice, and live poultry before the invaders arrived. With 
these stores the enemy never interfered although they 
occasionally threatened to do so. 

On Feb. 18th we were allowed to depart under the 
charge of a couple of Hungarian guards, who however, 
behaved towards us rather as couriers than as gaolers, 
and treated us with the greatest friendliness and courtesy. 
We travelled via Belgrade, Budapest, and Vienna, to 
Bludenz on the Swiss frontier, where we were detained 
nine days, to ensure that any military news that we might 
bring from Serbia should be stale. We reached Zurich on 
March 2nd, and thence came home vi& Pontarlier and Paris, 
the French military authorities giving us free passes 
through France and treating us with the utmost respect 
and courtesy. 


REPORT OF THE COUNTY MEDICAL 
OFFICER OF HEALTH AND SCHOOL 
MEDICAL OFFICER OF LONDON 
FOR 1914. 

(Concluded from p. 831,.) 


Part II.— Education. 

Appreciative reference has frequently been made in these 
■columns to the coordination of the Public Health and 
Education Departments which was achieved by the London 
County Council in 1911. The experience of another com¬ 
plete year as to the working of the new system is now 
available. 

In the course of the year 1913 inquiry was made by the 
Board of Education into the operation of the Council’s 
scheme of medical inspection and treatment. In a letter 
reproduced in the medical officer’s report for that year the 
Board suggested some modifications of the scheme. On 
certain important points, however, the Council’s reply had 
not been agreed upon in time to allow of its appearance in 
the report for 1913, then almost ready for press. The reply 
will, however, be found in full at pp. 83-5 of the present 
volume. The question of the medical staff, as regards its 
numerical strength, duties, and permanency, was already 
engaging the Council’s attention at the date of receipt of the 
Board’s letter. As a result the duties of the assistant school 
inspectors have been rearranged, so that their services are 
now utilised for the whole field of public health work. 
Moreover, the organising staff has been increased, a definite 
proportion of its members being allocated to the Public 
Health Department. Additional facilities for nursing treat¬ 
ment have also been secured, and arrangements have been 
made that the doctor in charge should be satisfactorily 
informed respecting the antecedents of children presented 
for treatment. 

In spite of unforeseen difficulties due to war conditions, 
by which progress has in some degree been retarded, it is 
encouraging to realise that the arrangements above specified 
are already in actual operation. On the other hand, con¬ 
siderable disturbance of staff routine has unavoidably taken 
place. In the treatment centres and hospitals many changes 
of personnel have occurred, thus interfering to some extent 
with continuity of method. Owing to the absence on 
military duty of the permanent school doctor, it has at times 
been necessary to carry on the work with the aid of tempo¬ 
rary substitutes. Inconvenience has also arisen from inevit¬ 
able changes in the nursing staff. In these circumstances 
it will be necessary to await the return of normal conditions 
before a reliable estimate can be formed of the value of the 
rearrangements hitherto effected. 

Medical Inspection of School Children. 

In the earlier months of 1914 the work of inspection was 
carried out, in accordance with the suggestions of the Board 
of Education, by 35 assistant medical officers under the 
direction of 5 divisional chiefs. On the outbreak of 
war several of these officers were called up for military 
duty, their places being generally filled by medical 
practitioners devoting part of their time to the work. 
This inspecting staff was assisted by 106 certificated 
nurses, who prepared the children for examination and 
helped in the weighing and measuring processes and in the 


testing of vision. In the course of the year more than 
294,000 children were medically examined, and of these 
about one-third were found to need treatment. Comparing 
the results of this examination with those of the two pre¬ 
ceding years a gratifying amendment was observed. Steady 
improvement in cleanliness and neatness was manifest, 
reflecting great credit on the school nurses, the head 
teachers, and the workers of the Care Committee. In 
accordance with the regulations of the Board of Education 
examination is required of all entrants and leavers , and in 
addition an intermediate group of children aged 8-9 years 
are regularly examined. Consequently there are now three 
sets of complete records, and the results of inspection in the 
several years can be readily compared. The term ‘ 1 entrant ” 
is limited to infants under 6, the term “ leaver ” to children 
of 12 years and upwards. At the time of inspection the 
mother is invited to be present. A representative of the 
Care Committee is likewise asked to attend in order to secure 
that each child shall receive the medical treatment pre¬ 
scribed. Experience proves that, although starting school- 
life on an equality with boys, the girls on leaving show 
excessive tendency to defects of eye and heart, as well 
as a greater liability to anaemia and to nervous 
diseases. These facts suggest that girls for the most 
part lead a less healthy home-life than their brothers. 
At the time of medical inspection the height and weight 
of children are recorded. They are classified as to 
condition of clothing, state of nutrition, cleanliness of 
head and body, aud state of teeth. The averages are said to 
be very constant. It is noteworthy that entrants are 
generally cleaner than older children, but that girls, in con¬ 
sequence of wearing long hair, more frequently suffer from 
dirty and verminous heads than boys. In regard to cleanli¬ 
ness of body, however, the girls appear to advantage. The 
record of steady improvement during the three years as 
regards the cleanliness of the children and the sufficiency of 
their clothing is the most encouraging feature of these 
inspections. Although it is to be deplored that even now the 
heads of only 67 per cent, of the girls are completely free 
from traces of vermin, it must be remembered that ten years 
ago instead of 67 per cent, being clean, in those days over 
67 per cent, were verminous. 

Adenoids and enlarged tonsils. —The proportion of children 
now found thus affected is less than formerly. The reduc¬ 
tion is greatest at the higher ages, a fact which may be 
accepted as an indication that present facilities for treat¬ 
ment are playing an important part in improving the health 
of school children. 

Enlarged glands of the neck. —Considerable improvement is 
reported under this head also. The percentage of children 
thus ailing fell from 10*5 in 1913 to 8*8 in the recent year, 
and only 1 in 20 of these was considered sufficiently ill to 
require operative interference. 

Disease of thyroid gland. —Considerable attention has 
lately been directed to abnormalities of this gland, especially 
in those cases in which there exists deficiency of secretion, 
leading to retardation of mental and bodily growth, and 
even to idiotcy. The effects of over-action of the gland in 
adults, constituting exophthalmic goitre, are well known, 
but to the beginnings of this condition in children little atten¬ 
tion has hitherto been paid. Dr. Louis Leipoldt, a former 
member of the staff, has carefully investigated this ques¬ 
tion. Out of 5000 children examined he found 52 cases in 
which symptoms of this over-action were detected. Of these 
52 children not fewer than 42 presented definite evidence of 
septic absorption, either from carious teeth, otorrhcea, or 
inflamed tonsils. He refers to the striking improvement 
effected by dental treatment in certain of these cases—the 
thyroid enlargement disappeared and the usual nervous 
symptoms abated. Dr. Leipoldt’s investigations show 
that undetected septic conditions in childhood sometimes 
produce far-reaching ill-effects. They furnish additional 
reasons for inducing parents to obtain treatment for all 
children found defective in this respect. 

Medical and Dental Treatment. 

During the last three years the facilities provided in 
London for the medical treatment of school children have 
been materially increased. For all classes of ailment treated 
under the Council’s scheme the “centres,” including hos¬ 
pitals, at the end of the year numbered 42, providing for 
98,976 children, as against 34 centres for 84,359 children 
at the end of 1913. Owing chiefly to the great demand 
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for dental treatment the requirements of the scheme have 
grown to unexpected proportions. For the year ended April, 
1915, out of 125,000 cases attended to more than half were 
for dental defects. The county medical officer reports 
favourably of the treatment scheme. The attendance of 
the children has been generally good. Difficulties have, not 
unnaturally, been encountered in persuading parents to 
accept treatment for their children, but in order to over¬ 
come them two well-devised measures have been adopted 
during the year, The first measure provides that time spent 
at a school treatment centre shall be regarded as “ school 
attendance." This provision at once removes a difficulty 
felt by teachers as well as parents, who are obviously 
interested in securing regularity of attendance at school. 
The second measure enables parents and children visiting 
treatment centres to travel any distance in a tramcar at the 
rate of id. for each person. The average course of treat¬ 
ment entails three journeys to and from the hospital. 
Assuming that the parent accompanies the child on each 
occasion, the total number of journeys would be 12, and if 
the ordinary fare per journey be 1 \d. the total saving to the 
parent as a result of this concession would be Is. This 
arrangement is reported to be appreciated generally by the 
parents, although as yet it is too early to speak confidently 
of the effect of the plan in encouraging parents to accept 
medical treatment for their offspring. 

"Follonring-up”: Reinspections .—It is evident that con¬ 
siderable increase in the work of following-up must be 
involved in every material extension of a treatment scheme. 
Fortunately the Council has received valuable help from a 
large body of voluntary workers, by virtue of which each 
group of schools is now provided with its own “ Care Com¬ 
mittee." Each school Care Committee is assisted by a staff 
of “organisers” by whose praiseworthy activities, in con¬ 
nexion with medical work, the success of the Council's treat¬ 
ment scheme has been ensured. Among various ways in 
which the Care Committee is helpful to the education autho¬ 
rity in its oversight of school children the following may be 
noted : Attending at the medical inspections to explain to 
mothers the directions of the doctor ; advising the parent as 
to how to secure treatment for her child ; home visiting to 
secure that continuous treatment shall be maintained; 
arranging for the provision of food for necessitous children, 
and for the admission of suitable cases to convalescent homes 
or hospitals. During the year 84,500 reinspections of 
defective children were made. The results show that about 
half of the children found defective at the first inspection 
had commenced to receive treatment by the end of the first 
six months, and almost a quarter of the remainder after a 
further six months. In cases of ear, nose, and throat 
trouble and of dental defects difficulty was at first experi¬ 
enced, but this is steadily diminishing. The success of the 
Council's scheme is shown by the ascertained fact that 
children are more rapidly and satisfactorily dealt with 
under that scheme than by other methods of treatment. 

Government groats .—By the regulations of the Board of 
Education it is provided that local authorities can now 
receive grants in respect of medical inspection as well as of 
medical treatment and work ancillary to treatment. The 
amount received for the year 1913 was £31,191, or 48 per 
cent, of the total expenditure on these services. For the 
year 1914 the amount was £38,149. Particulars of the 
conditions relating to the grants are contained in the 
letter of the Board of Education, which is appended to 
the present report. 

Open-Air Schools. 

Both the open-air schools established by the Council have 
been in full operation throughout the winter months. The 
excellent results of former years have been fully maintained. 
Further accommodation in schools of this type is needed 
in all parts of London, but particularly in the districts 
north of the Thames. The increasing efficiency of open-air 
treatment in the case of tuberculous children is beginning to 
make itself felt in both the schools of the County Council. 
Children are now returning thither from sanatorium treat¬ 
ment who require education on the open-air system, in order 
to maintain the improvement already accomplished in their 
physical condition. 

Birlty House and Shooter's Hill Sehools .—The work in 
these schools has been continued on the same lines as in 
past years, and with equally good results. At Birley House 
all the children were re-examined in March, 1914, and 48 


of them were returned to their former schools, while 38- 
were retained for another year, and were joined by 60 fresh 
pupils selected by the school medical officer as suitable 
for education there. At Shooter’s Hill two bungalows are 
provided for use in stormy weather, but where possible classes 
are held in the open air. Three hours and a half are 
devoted daily to study, including manual work, and nearly 
two hours to sleep—in summer immediately after dinner. 
In accordance with the special war provisions the children 
are dismissed to their homes at 4 p.m. The school is open 
continuously throughout the winter, and the open-air 
principle is adhered to, the windows being kept widely 
open, whilst good fires are maintained in the bungalows. 
During the year the average attendance was 100, drawn 
chiefly from readily accessible districts. At the resumption 
of work in April the places of 26 old pupils were filled by 
32 newcomers. 

Ken sal House Tuberculosis School .—The number of children 
on the roll here average 95. Since the opening of the 
school 230 children have been admitted, of whom 29 were 
allowed to engage in suitable work away from school; 
15 returned to elementary schools, 12 entered convalescent 
homes, and 36 were excluded on medical grounds. The 
results of the year's work are distinctly encouraging: 
there is a marked improvement in the children with very 
few exceptions, which may readily be accounted for. The 
joiners’ class has been successful, and so has the swimming 
class, the children attending the latter being specially 
selected by the medical officer. The dispensary authorities 
have provided free dinners and other assistance in cases of 
extreme poverty. 

In concluding a brief review of Dr. W. H. Hamer's third 
annual report as medical officer of health and school medical 
officer we would express our sense of the high value of his 
work in both capacities in spite of inevitable difficulties 
resulting from war conditions. Little but the leading features 
of this instructive volume have been noticed here, but we 
confidently recommend the study of the report as a whole to 
our readers. , 


National League for Physical Education and 
Improvement.— A course of lectures on the Care of the 
School Child will be held at the London Day Training 
College, Southampton-row, on Wednesdays from 5.30 to 
6.30 p.m., from May 3rd to July 19th. Particulars may be 
obtained from the Secretary, 4, Tavistock-square, W.C. 

Royal College of Physicians of London : 
Election of President.— A Comitia was held on April 17th, 
Dr. Frederick Taylor, the President, being in the chair. The 
President delivered the usual address, in the course of which 
he referred to the honours conferred on Fellows, Members, 
and Licentiates during the year, including those received in 
connexion with medical service in the war. He also men¬ 
tioned the lectures delivered in the College, and the medals, 
prizes, and scholarships which had been awarded. Refer¬ 
ence was also made to the report, which had been adopted 
by the College, on the duties of medical practitioners in 
connexion with criminal abortion. He briefly explained 
the formation of the Central Medical War Committee, 
of which he had become a member, and also the election of 
an advisory committee in conjunction with the Royal 
College of Surgeons of England to advise the Government 
through the Central Medical War Committee. The President 
then read obituary notices of ten Fellows who had died 
during the year—viz., Dr. Henry Lewis Jones, 8ir Peter 
Eade, Dr. David Bridge Lees, Sir Robert Michael Simon, Dr. 
Robert Maguire, Dr. George Allan Heron, Dr. George 
Oliver, Sir William Richard Gowers, Dr. Henry Charlton 
Bastian, and Dr. Thomas Colcott Fox. The President 
then thanked the College for the courtesy and assistance 
extended to him by the College officers and Fellows. 
Sir William Church proposed a vote of thanks to the 
President for his services daring the past year, with 
a request that the address might be printed. This was 
duly carried, and the President vacated the chair. The 
election of President then took place, and Dr. Frederick 
Taylor was re-elected by a large majority. The Senior 
Censor (Dr. Percy Kidd) presented him with the insignia of 
office, and the President gave his faith to the College and 
thanked the Fellows for having re-elected him. Dr. Norman 
Mocre was re-elected the representative of the College on the 
General Medical Council. A report from the committee of 
management was received and adopted recommending that 
the Leighton Park School, Reading, should be added to the 
list of institutions recognised by the Examining Board in 
England for instruction in chemistry, physics, and biology. 
The President then dissolved the Comitia. 
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(From oub own Correspondents. ) 


The Value of the Metal Helmet. 

The metal helmet is one of the best means thought of 
latterly for the protection of our soldiers. Nearly 4,000,000 
of them have been distributed. Dr. Roussy, of the medical 
bureau at the Place de Paris, has established statistics to see 
in what measure the wearing of them has afforded pro¬ 
tection and the degree of gravity of the wounds. For 
100 wounds received on the rest of the body before 
the use of helmets there were 8-5 wounds of the 
cranium, now since they have been worn the propor¬ 
tion is 16*82 per cent., but all the combatants had not 
worn them at the time the statistics were collated. The 
results indicate (1) that when the percentage was only 8 *5 a 
large number of men shot in the head (without helmet) have 
been mortally wounded, dying on the field of battle or in 
hospital ; and (2) that when the percentage was 16 82 the 
helmet has afforded protection, and the number of wounded 
men cured or convalescent has been much larger. Also the 
gravity of the injuries has been far less. I need hardly 
indicate the fatal nature of head wounds, characterised as 
they are by coma, blindness, deafness, various paralyses, 
amnesia, and vertigo, and then by comminuted fractures 
with loss of cerebral substance, necessitating one or several 
trephinings which entail large losses of osseous tissue. By 
the use of the helmet these cranial wounds are rendered 
relatively of little gravity. Many of the symptoms noted 
in the cases of those without helmet were not present 
when helmets were worn, and the patients recovered 
in little time, and completely, very often without trephin¬ 
ing. In a great number of cases the projectile was 
stopped by the resistance encountered and remained em¬ 
bedded in the metal, or made only a contused wound 
in the scalp and subjacent external table, or was 
arrested in the cranial bone without traversing it, or 
finally the projectile had deviated, thus diminishing the 
gravity of the wound. All the combatants are con¬ 
vinced of the protective r61e of the helmet, and their 
confidence increases its value, for it renders them careful 
to assume it. 

Ingenious Apparatus for Maimed Arms. 

Professor Laveran has presented to the Academy of 
Sciences some mechanisms as ingenious as they are 
practical. By their aid maimed arms have the natural 
appearance of the member restored, as well as much of 
their previous ability. The mechanisms, invented by 
Professor Amar, can, by the movements of the thorax, 
bring into action a spring and some steel wires. By 
this means are recovered to a great extent the former 
movements, even the most delicate, of the forearm and 
fingers, the latter being replaced by aluminium substitutes. 
Moreover, there are two categories of apparatus: those for 
heavy work, permitting the return of the men to their 
previous occupations; and others, universal hands," for 
movements of dexterity the most diverse. Men have 
been enabled to play the violin, light cigarettes, and give 
•change. The aluminium hand weighs only 350 gm., and 
with a glove on has quite the usual appearance. The whole 
apparatus weighs only 500-1100 gm. (the entire arm). 

Treatment of Wound Infection. 

Strong testimony to the efficacy of wound disinfection by 
Dakin’s fluid, a solution of hypochlorite of soda, is given 
by Dr. Uffoltz, Directeur du Service de Sant6 of the 35th 
French Army Corps, after six months’ systematic use in the 
field. Known as the Carrel method, from its originator 
Dr. Carrel of the Rockefeller Institute, its principle consists 
in immediate antiseptic application to the wound. The 
solution employed, which contains 0-5 to 0 6 per cent, of 
sodium hypochlorite, is readily prepared by dissolving 140 gm. 
of dry carbonate of soda (or 400 gm. of the crystallised salt) 
in 10 litres of tap-water and adding 200 gm. of chloride 
of lime. The mixture is well shaken, and after half an hour 
the fluid is siphoned off, and filtered through cotton-wool; 
40 gm. boric acid are then added, and the solution is ready 
for use ; it does not keep for more than a week. It is neutral 
and non-irritating. Applied within six hours of the receipt of 


the wound it brings about in most cases a localisation of the 
infective process and its early extinction. Rapid transport 
of the patient to the ambulance station is essential; the 
wound is then cleansed by extraction of foreign bodies, 
splinters, &c. (no sponging allowed), and the fluid thoroughly 
applied by irrigation. This may be done by instillation of 
5 c.c. of the fluid into each tube every two hours or, better, 
by continuous instillation, drop by drop. Wounded men 
should not be evacuated from the ambulance station until 
complete sterilisation of the wound and application of a 
sterile dressing has been carried out. I am led to point out 
that this treatment is not a novelty, as is suggested in 
the lay press. The use of the fluid was discussed last 
summer at the Academy of Sciences, and in the Archives 
de Mtdeoine et de Pharmacie Militaires for January the satis¬ 
factory results in 130 cases of wounds of all degrees of 
severity are described in detail. The chief points are: 
absence of both general and local inflammation, of pain, and 
(to a great extent) of fever ; rapid recovery of appetite and 
of sleep ; comfort of the patient; absence of the usual 
characteristic odour in the wards. The same issue of the 
Archives also contains an exhaustive discussion on bone 
infection, the result of gunshot wounds, by M. Truti6 de 
Yaucresson, mSdecin major de Ire classe. The conclusions 
arrived at are that these infections ta/rdives are really a 
traumatic osteomyelitis, the clinical manifestation being a 
simple fistula leading to the interior of a much-enlarged 
bone, in which exists (as revealed by radiography) an 
abnormal clear space. Pathologically, the fistulous cavity 
contains necrosing bony tissue in the centre, surrounded by 
a zone of rarefying osteitis, outside which again is a con¬ 
centric defensive layer of condensing osteitis, which limits 
the infection. The treatment consists in free opening of the 
cavity and removal of all diseased bone, followed by 
infrequent dressings, well rammed in to ensure healing 
from the bottom of the wound. Recovery is said to 
be slow, but sure. It would probably be accelerated 
if the cleared-out cavity could be closed up with complete 
asepsis. 

Night Blindness in Soldiers. 

M. Weekers has reported to the Academy of Medicine that 
night blindness is now occurring among soldiers. The affected 
soldiers see very well during the day, but the vision is 
affected towards evening and especially night, to the 
extent of the men being completely disorientated. In these 
subjects, of whom the number is somewhat large, there 
exists no other functional trouble but insufficient retinal 
adaptation. It seems that the principal cause of the 
condition is nervous exhaustion (over-exertion). For 
hemeralopia hepatic opotherapy in various forms has 
been recommended, but this treatment appears hardly 
justified in the present cases. Here above all should 
be adopted a treatment direoted to the cause, holding in 
view military needs. For the dazzling due to long exposure 
to strong light yellow glasses are to be worn daring the day. 
It is well to take precautions against ocular fatigue arising 
from external inflammation or refractive errors. Finally, 
these men should have a strengthening regime and very 
varied diet. Exceptionally it may be possible to admit them 
to hospital for a time to obtain rest and receive a special 
regime, to which may be added iron or arsenic medication. 
But M. Weekers is of opinion that hemeralopia alone cannot 
justify sending these men to the rear. 

Against Tuberculosis. 

A society has just been constituted in Paris, under the 
name of the Oomitg Central d’Assistance aux Militaires 
Tuberculeux, whose object, inspired alike by benevolence and 
social hygiene, is to help soldiers invalided owing to tuber¬ 
culosis since the war began. The action of the central com¬ 
mittee will extend over the whole country, and will be 
exercised in coordinating the efforts of departmental com¬ 
mittees. and in furnishing them with indications useful in 
accomplishing their mission. The tuberculous subject occupies 
the first rank in the general mortality. It is urgent to create 
a movement of opinion and to awaken sleeping energies 
towards both the prevention of tuberculosis and its cure. It 
is necessary to give to all classes of society practical education 
on the disease so as to delimit the evil. Also the law should 
require the tuberculous to profit by the assistance offered by 
the offices of social hygiene. 

April 15th. 
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each in Islington, Bethnal Green, Stepney, Battersea, and 
VITAL STATISTICS. Wandsworth. There were 46 cases of enteric fever under 

_ treatment in the Metropolitan Asylums Hospitals at the 

end of last month, against 44 and 50 in the two preceding 
VITAL STATISTICS OP LONDON DURING march, 1916. months; the weekly average number of new cases admitted to 

In the accompanying table will be found summarised these hospitals, which had been 7 in each of the two 

complete statistics relating to sickness and mortality in preceding months, was again 7 last month. Erysipelas 

the City of London and in each of the metropolitan boroughs, was proportionally most prevalent in Paddington, Shore- 
With regard to the notified cases of infectious diseases, it ditch, Bethnal Green, Poplar, Southwark, Camberwell and 
appears that the number of persons reported to be suffer- Deptford. The 34 cases of puerperal fever notified during 

ing from one or other of the 10 diseases specified in the month included 4 in Poplar, and 3 each in Kensington, 

the table was equal to an annual rate of 5*6 per 1000 Fulham, Bethnal Green, and Lambeth. Of the 68 cases 
of the population, estimated at 4,310,030 in the middle of cerebro-spinal meningitis 7 belonged to Lambeth. 5 to 
of last year; in the two preceding months the rates Shoreditch, 5 to Southwark, 5 to Wandsworth, and 4 each 
were 6-5 and 6*0 per 1000 respectively. The lowest to Kensington, Fulham, Islington, Hackney, Finsbury, and 
rates last month were recorded in Hammersmith, the Bethnal Green; the 4 cases of poliomyelitis belonged 
Citv of Westminster, St. Marvlebone, Holborn, and the City respectively to the City of Westminster, St. Marylebone, 
of London; and the highest fates in Finsbury, Shoreditch, Hampstead, and Hackney. 

Bethnal Green, Stepney, Battersea, and Greenwich. The The mortality statistics in the table relate to the deaths of 
prevalence of scarlet fever showed a further decline last persons actually belonging to the several boroughs, the deaths 
month ; this disease was proportionally most prevalent occurring in institutions having been distributed among 
in Finsbury, Shoreditch, Bethnal Green, Wandsworth, the boroughs in which the deceased persons had previously 
Deptford, and Greenwich. The Metropolitan Asylums resided. During the five weeks ending April 1st, the deaths 
Hospitals contained 1735 scarlet fever patients at the of 7497 London residents were registered, equal to an annual 
end of last month, against 2431, 2157, and 1956 at the death-rate of 18*1 per 1000; in the three preceding months 
end of the three preceding months ; the weekly admis- the rates were 17*3, 13*5, and 14*5 per 1000 respectively, 
sions averaged 208, against 248, 249, and 210 in the The death-rates last month ranged from 13*8 in Hampstead, 
three preceding months. The prevalence of diphtheria 15*0 in Wandsworth and in Lewisham, 15*1 in Woolwich, 
showed a considerable decline last month; among the 15*2 in Fulham, and 15*3 in Stoke Newington, to 21*3 in 
several metropolitan boroughs the greatest proportional Bermondsey, 21*6 in Chelsea, 21*8 in Southwark, 23*5 in 
prevalence of this disease was recorded in Shoreditch, Shoreditch, and 25*2 in Finsbury. The 7497 deaths from 
Bethnal Green, Stepney, Bermondsey, and Battersea. The all causes included 438 which were referred to the 
number of diphtheria patients under treatment in the principal infectious diseases; of these, 91 resulted from 
Metropolitan Asylums Hospitals, which had been 1491 and measles, 18 from scarlet fever, 80 from diphtheria, 159 from 
1538 at the end of the two preceding months, had declined whooping-cough, 8 from enterio fever, and 82 from diar- 
again to 1417 at the end of last month ; the weekly admis- rhcea ana enteritis among children under 2 years of age. The 
sions averaged 160, against 198 in each of the two preceding 91 deaths from measles showed a decline of 316 from the 
months. Enteric fever was rather less prevalent than it corrected average number in the corresponding period 
had been in other recent months; the 38 cases of this of the five preceding years ; this disease was propor- 
disease notified last month included 7 in Southwark, and 3 tionally most fatal last month in Hammersmith, 
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254.385 

_ 

54 

33 

_ 

1 

_ 

1 

26 

1 

— 

116 

4-8 

— 

1 

1 

4 

6 

— 

1 

13 

0*5 

412 

16*9 

Deptford. 

110,299 

_ 

35 

18 

_ 


_ 

2 

11 


— 

66 

6*2 

— 

6 

1 

— 

4 

— 

1 

12 

11 

186 

17 6 

Greenwich . 

96.385 

_ 

35 

29 


1 

_ 

1 

7 

_ 

_ 

73 

7*9 

— 

4 

— 

5 

7 

1 

1 

18 

l 9 

181 

19*6 

Lewi.ham . 

164,438 

_ 

37 

31 




2 

6 

_ 

— 

76 

4*8 


— 

— 

1 

6 

2 

4 

13 

0*8 

237 

15*0 

Woolwich .' 

129.505 

— 

37 

17 





7 

1 

— 

62 

5*0 


— 

— 

1 

9 

— 

1 

11 

0 9 

187 

151 

Port of London . 

— 

— 

— 

— 

- 

1 


— 

“ 

— 

— 

1 

— 

— 

— 

— 

— 





“ 

— 

"""" 


* Including membranous croup. 
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Islington, Finsbury, Stepney, and Deptford. The 18 
deaths from scarlet fever were 3 below the corrected 
average, and included 7 in Islington, 3 in St. Pancras, 
and 2 in Bethnal Green. The 80 fatal cases of diphtheria 
were 21 above the average number. The greatest pro- 

S ortional mortality from this disease was recorded in 
horeditch, Poplar,'Southwark, Bermondsey, Battersea, and 
Greenwich. The 159 deaths from whooping-cough were 6 in 
excess of the corrected average number; this disease was 
proportionally most fatal last month in Chelsea, Shoreditch, 
Southwark, Wandsworth, Greenwich, and Woolwich. The 
8 fatal cases of enteric fever slightly exceeded the corrected 
average number, and included 2 in Lewisham and one each 
in Fulham, Islington, Hackney, Southwark, Wandsworth, 
and Greenwich. The mortality from diarrhoea and enteritis 
among children under 2 years of age was proportionally 
greatest in Fulham, St. Marylebone, Holborn, Shoreditch, 
Stepney, and Bermondsey. In conclusion, it may be stated 
that the aggregate mortality in London last month from the 
principal infectious diseases was 45 per cent, below the 
average. _ 


THE SERVICES. 


Royal Navy Medical Service. 

E. B. Kelley has been entered as a Surgeon for temporary 
Service m His Majesty’s Fleet. 

Royal Army Medical Corps. 

Temporary Major W. T. Prout, C.M.G., to be temporary 
Lieutenant-Colonel. 

The undermentioned Majors to be temporary Lieutenant- 
Colonels whilst commanding Casualty Clearing Stations:— 
R. F. Ellery md R. J. Cahill. 

The undermentioned are granted temporary rank whilst 
.commanding Field AmbulancesAs Lieutenant-Colonels : 
Major W. M. B. Sparkes and Major J. G. Bell. As Majors : 
Captain W. E. Marshall and temporary Captains G. D. 
McLean and N. K. Wilson. As Captain: Temporary 
Lieutenant F. D. Johnson. 

Major (temporary Lieutenant-Colonel) S. E. Lewis 
relinquishes his temporary rank on ceasing to command a 
Field Ambulance. 

Temporary Captain H. B. Maunsell relinquishes his 
commission. 

Temporary Captain W. P. Hogg relinquishes his com¬ 
mission on appointment to the Indian Medical Service. 

The undermentioned are granted temporary rank whilst 
employed at the Northamptonshire War Hospital 
Lieutenant-Colonel W. Harding and Major F. J. Stuart. 

A. D. Vardon, late Captain, Banffshire Artillery, Volun¬ 
teers, to be temporary Captain. 

The undermentioned temporary Lieutenants relinquish 
their commissionsT. A. Brandon and W. G. S. Thomson. 

Special Reserve of Officers. 

Royal Army Medical Corps. 

Captain (temporary Major) H. G. Trayer relinquishes his 
temporary rank on ceasing to command a Field Ambulance. 

The undermentioned Lieutenants to be Captains :— 
J. H. C. Walker, M. B. King, R. H. Graham, A. G. Fisher, 
W. Hunt, and C. McL. West. 

Territorial Force Reserve. 

Royal Army Medical Corps. 

Captain R. G. Wills, from West Lancs Field Ambulance, 
to be Captain. 

Territorial Force. 

Royal Army Medical Corps. 

Highland Field Ambulance: Captain G. Davidson to be 
temporary Major whilst commanding a Field Ambulance. 
Captain (temporary Major) G. Davidson relinquishes his 
temporary rank on ceasing to command a Field Ambulance. 

Welsh Field Ambulance: J. T. Samuel to be Lieutenant. 

London Sanitary Company : J. Griffiths to be Lieutenant. 

Supernumerary for service with the UjJicers Training Corps. — 
W. Wright to be Lieuteqant for service with the Medical 
Unit of the University of London Contingent, Senior 
Division, O.T.C. 

Attached to Units other than Medical Units. —Surgeon- 
Major E. G. Stocker, from Wessex Divisional Engineers, and 
Surgeon-Major V. Graham, from Yorks Light Infantry, to be 
Majors. Captain W. Marley-Cass relinquishes his com¬ 
mission on account of ill-health. To be Captains : Lieutenants 
C. W. J. Brasher, W. W. Horton, and H. Smith. 

Naval Medical Compassionate Fund. 

At the quarterly meeting of the directors of the Naval 
Medical Compassionate Fund held on April 11th, Surgeon- 
General G. Welch, R.N., being in the chair, the sum of £60 
was distributed among the several applicants. 



Sir ALEXANDER RUSSELL SIMPSON. M D. Edin , 
F.R.C.P. Edin., F.F.P.S. Glasg., D.Sc. Vict., 

LL.D. Edin., F.R.S.E., 

EMERITUS PROFESSOR OF MIDWIFERY AND DISEASES OF WORKS AMD 
CHILDREN, UNIVERSITY OF EDINBURGH ; CONSULTING PHY¬ 
SICIAN FOR DISEASES OF WOMEN, ROYAL 
INFIRMARY, EDINBURGH, ETC. 

By the death of Sir Alexander Russell Simpson another 
link with the past is gone. His death (as stated in our 
last issue) in Edinburgh on April 6th, at the age of 80, was 
the result of a motor-car accident. Boro at Bathgate on 
April 30th, 1835, he was the second son of Mr. Alexander 
Simpson of that town. After his early education at 
Bathgate Academy he proceeded to the University of 
Edinburgh. The system of apprenticeship had not then died 
out, and he was apprenticed to Professor Goodsir. On Pro¬ 
fessor Simpson’s farewell address at the University in 1905 he 
gave some reminiscences 1 in which he mentioned that three 
of his fellow students bad been apprenticed similarly to a 
University professor, and although he had not been helped 
much, he said, in learning to cure disease, the apprentice¬ 
ship gave him opportunities that had been a life-long 
benefit: it had brought him under the spell of a man of 
genius who was a tireless worker and who sought always 
what he called “ God’s truth.” Simpson graduated as 
M.D. Edin. in 1856. He then visited the continent, 
studying at the Universities of Montpellier and Berlin. 
It may be mentioned that he was elected President 
of the Royal Medical Society of Edinburgh while still a 
student. On returning from the continent he was assistant 
for seven years to his uncle, Sir James Y. Simpson, who then 
held the chair of Midwifery in Edinburgh, and whose memory 
is kept green by his introduction of chloroform as an 
anaesthetic in 1847. Afterwards he was in practice for 
five years in Glasgow. This was the period that saw the 
inception of those vast changes in surgery familiar to 
all—changes due to Lister’s work in conjunction with 
the use of anaesthesia, which paved the way for the 
present-day remarkable achievements in all branches of 
medicine and surgery. Simpson wrote that when he was 
Syme’s dresser he met Lister in Edinburgh, and later in 
Glasgow, when Lister was professor of surgery there and was 
making his early experiments in treating compound fractures 
with carbolised putty in the Glasgow Royal Infirmary. 
Simpson became F.R.C.P. Edin. and F.F.P.S. Glasg. in 
1865 On the death of Sir James Simpson iu 1870, he was 
appointed to the chair of Midwifery, which he held until 
1905. He was also physician for diseases of women at the 
Royal Infirmary, Edinburgh, and to the Royal Maternity and 
Simpson Memorial Hospital, being consulting physician at 
the time of his death. He likewise held the post of Dean of 
the Medical Faculty in Edinburgh. 

During the long period of 35 years that Simpson 
occupied his chair, and notwithstanding the immense 
advances made, especially in gynaecology, he kept himself 
abreast even of this department, and was recognised by his 
colleagues as an able, expert, and successful operator. On 
his retirement an address was presented to him by students 
and graduates in the following terms : 41 You have added so 
much to the renown of our University in regard to the 
teaching and advancement of midwifery and gynaecology 
that, in conjunction with your distinguished predecessor, 
you have caused the name of Simpson in this department of 
science to rank worthily alongside that of Monro in anatomy 
and of Gregory in medicine. This you have achieved 
not only by your learned contributions to the litera¬ 
ture of the subject, containing many and stimulating 
suggestions, but also by your practice in the perfecting of 
technique and in the invention and improvement of the 
instruments of your craft. Your skill as an operator has 
redounded to the credit of our school, not only at home, 
but everywhere abroad, and has not merely maintained, but 
immensely added to, the fame of our Alma Mater.” 

Sir Alexander Simpson made many contributions to 
medical literature. He edited Sir James Simpson’s “Clinical 
Lectures on Diseases of Women,” and was the author of 
44 Contributions to Obstetrics and Gynmcology.” “Axis- 

1 Thk Lancet, August 25th, 1906, p. 410. 




The Lancet,] 


OBITUARY. 


[April 22,1916 883 


Traction Forceps,” “ Caesarean Hystero-Oophorectomy,” 

The Marriage Question from the Standpoint of Gynaecology, ” 
“ Religio Obstetrici,” and many obstetrical and gynaeco¬ 
logical memoirs. He received the honour of knighthood in 
1906, and was honorary or corresponding Fellow of many 
foreign societies. He was formerly honorary President of the 
Glasgow Gynaecological and Obstetrical Society, President of 
the Royal College of Physicians of Edinburgh, of the Edinburgh 
Obstetrical Society, and was Fellow of the Royal Society of 
Edinburgh. He also held the honorary degrees of D.Sc. Viet, 
and LL.i). Edin. He attended numerous international 
congresses as the representative of his University, where 
his unusually good linguistic powers served him well. In 
addition to his professional activities he was much interested 
in religious and philanthropic work, giving generously both 
in time and materially. He took an interest in Evangelistic 
work in Edinburgh, and especially in the mission movement 
among students. He married in 1872 Margaret Stewart, 
daughter of Mr. G, F. Barbour of Bonskeid. Lady 
Simpson died in 1912. He is survived by one daughter and 
four sons, one of whom, Dr. G. F. Simpson, is in the 
medical profession. 

With Sir Alexander Simpson there passes from this 
world, full of years and honours, an earnest Christian, a 
benevolent and upright man, and one who worthily upheld 
the best traditions of the profession and the medical school 
to which he belonged. 

We have received from Professor W. Russell, of Edin¬ 
burgh, the following appreciation of his late colleague 

“ By the death of Sir Alexander Simpson Edinburgh has 
lost another of the most outstanding members of the medical 
profession and one of the best known of its citizens. The 
writer is old enough to remember Dr. Simpson’s introduction 
to the chair vacated by the death of his uncle, Sir James 
Young Simpson. He remembers something of the feelings 
prevalent at that time, and, looking back over the years, he 
still recalls the calm courage, the steadfast eye, and the 
unshakable patience of the young professor. These qualities 
he showed right through life, down to the last day he moved 
amongst us. In the University it must have been the out¬ 
come of his faculty for affairs which led to his selection as 
Dean of the Faculty of Medioine, a post he held for a 
number cf years. It was not, however, until he came 
to ocoupy the presidential chair at the Royal College 
of Physicians that his business capacity and marked 
fairness of mind became more widely recognised and 
acknowledged. The stable fairness of mind was combined 
in an unusual degree with a ready and spontaneous interest 
in and sympathy with the original work and observations of 
younger men. Never a fighting partisan his ready and 
generous recognition of merit and the facility in exactly 
expressing his understanding of the possible significance of 
work were sometimes misunderstood. It was not until men 
learned that he possessed a very wide knowledge of medical 
science, and was in close acquaintance with its most 
modern developments, that a truer estimate came to be 
formed of his character, of his judgment, and of his 
high mental capacity. Whatever slowness there was in 
some quarters to estimate him aright was in part at 
least due to the absence of forceful assertion, and the entire 
want of the spirit of egotism, of personal seeking of display 
which characterised him. His quick judgment and his gift 
of ready and fluent and appropriate expression without 
display came in due time to be fully understood and 
appreciated, so that as years passed he received the measure 
of high esteem and respect which a more assertive 
character might have commanded earlier. As showing the 
plasticity of a mind ever sensitive to real forward movement, 
the profession in Edinburgh was not a little amazed to find 
the heretofore obstetrician becoming, with the advance of 
abdominal surgery, a skilful and accomplished operating 
gynaecologist at an age when many surgeons are supposed to 
have passed their zenith. And when, having reached a 
certain age, he decided to lay down his University and 
hospital work the valedictory address he delivered on 
graduation day was unanimously recognised as one of the 
most striking addresses ever delivered on such an occasion. 

It was only occasionally that his wide erudition and clear and 
sympathetic thinking so displayed themselves so that all 
could realise that here was a type of man not of the ordinary 
medical market-place. When the question is asked what 
was at the back of all this, what was it that was making and 


moulding and permeating this man’s life and character, the 
answer is certainly to be found in the extraordinary 
spirituality of his religious experience. And this side of 
Sir Alexander Simpson’s life was necessarily much in 
evidence, for it brought him into active participation in all 
religious, both home and missionary, activities and all 
philanthropic movements.” 

Professor Russell concluded his sympathetic appreciation by 
quoting some passages in which the Rev. Dr. Kelman 2 bore 
striking testimony to Simpson's spirituality. Reluctantly 
space compels us to omit all but these eloquent words:— 
“ His home was proverbial for its hospitality. Strangers 
came to it from many lands, until it seemed to be a home for 

all the world. His life-long delight in young men kept 

for him the secret of perpetual youth. They went to 

him in joy and trouble, in temptation and in shame. 
Struggling men, broken men, despised men, went and never 
found him weary or preoccupied. No dullness bored him, no 
failure estranged him or alienated his compassion or checked 
his generosity. ” 

ARTHUR EDWARD JAMES BARKER, F.RO.S.ENG., 
F.R.C.S. IREL., &0., 

LIEUTENANT-COLONEL, R.A.M.C. ; CONSULTING SURGEON TO THE 
SOUTHERN COMMAND ; PROFESSOR OF SURGERY AND CLINICAL 
SURGERY, UNIVERSITY COLLEGE HOSPITAL. 

As we briefly announced last week, Colonel Arthur Edward 
James Barker died on active service on April 8th, after an 
attack of acute pneumonia and nephritis. 

Mr. Arthur Barker, who was in his sixty-sixth year, was 
born in Dublin, and was the son of Dr. William Barker 
of that city. He received his medical education at the 
school of the Royal College of Surgeons in Ireland and 
afterwards studied at Bonn University. In 1870 he became 
a Licentiate of the Royal College of Surgeons in Ireland and 
five years later a Licentiate of the Royal College of Physicians 
of Ireland. He took -the Fellowship of the Irish Royal 
College of Surgeons in 1876 and received the English diploma 
ad enndem in 1880. For a time Mr. Barker acted as surgeon 
at the City of Dublin Hospital, but in 1875, when only 25 
years of age, he joined the staff of University College Hospital, 
London, becoming surgeon in 1885. In 1893 he was appointed 
Professor of the Principles and Practice of Surgery and of 
Clinical Surgery at the Medical School attached to the College. 
He was a consulting surgeon to the Queen Alexandra Military 
Hospital, Mill bank, and to the Osborne Convalescent Home 
for Officers, and shortly after the outbreak of the war was 
appointed temporary lieutenant-colonel in the R.A.M.C., 
serving as consulting surgeon to the Southern Command. 
He was examiner in surgery to the University of London, 
and among other appointments which he had held were 
those of examiner in surgery to the Victoria University, and 
Hunterian professor in surgery and pathology at the Royal 
College of Surgeons of England. When the British Medical 
Association held its seventy-seventh annual meeting at 
Belfast in 1909 Mr. Barker delivered the address in Surgery 
—an address marked by optimistic thought and foresight as 
to the future position of surgery. 

His contributions to surgery were numerous and important. 
In an early investigation into the results of leukoplakia of 
the tongue he was able to show that in a large proportion of 
the cases epithelioma of the tongue ultimately developed, 
and these conclusions were of good effect in drawing attention 
to the need for early treatment of this condition. When abdo¬ 
minal surgery began to develop, Mr. Barker was one of the 
pioneers in this country, and the work which he wrote on 
abdominal operations appeared at a time when little had 
been written on the subject in the British Isles; and in 
this connexion we may mention that the first successful 
gastro-enterostomy for malignant disease of the pylorus in 
this country was performed by him. This was only the 
first of a very long series of similar operations successfully 
performed. In the surgery of the brain he was also much 
interested, and one case upon which he operated deserves 
special mention. In this case he removed a bullet from 
the upper surface of the corpus callosum with complete 
success, the patient recovering without a symptom from what 
promised to be a fatal injury. He early devoted attention to 
spinal anaesthesia, and employed the method very widely; he 
always administered the anaesthetic himself, and it was very 

s On the occasion of the memorial and thanksgiving sendee held In 
St. George’s U.F. Church, Edinburgh, on April 12th. 
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rare indeed for the anaesthesia to prove in the least unsatis¬ 
factory. He was, we believe, the first to use glucose in the 
injection fluid for spinal anaesthesia, and with this method 
of anaesthesia he was completely satisfied. Mr. Barker was 
extremely ingenious and he invented several useful surgioal 
instruments, among which may be specially mentioned the 
“ surgical sewing machine,'’ a device for allowing the 
surgeon to use a thread of practically unlimited length, 
without having the need to re-thread the needle; it was 
mainly intended for use in abdominal surgery, but it could 
be employed in any region of the body. He was a skilful 
mechanician, and he always made a model of his inventions 
himself, and thus they were carefully adjusted for the 
purpose for which they were intended. He was very careful 
in the planning and in the carrying out of all operations; he 
operated deliberately, neatly, and with the most careful 
attention to details, and it may be mentioned that he 
preferred linen thread to silk for sutures and ligatures. A 
short * ‘Manual of Surgical Operations,” which he published 
in 1887, was a valuable acquisition to the records of operative 
surgery, well written and illustrated in a manner which 
testified to the author’s skill as a draughtsman. He also 
contributed to Holmes’s and Treves’s Systems of Surgery 
and Burghard’s System of Operative Surgery, and was the 
anther of numerous papers on surgical subjects to the 
medic'll journals. 

Dr. Herbert Spencer writes : “I knew Arthur Barker for 
over 35 years as teacher, colleague, and friend, with 
increasing admiration as the years went by. During such a 
long period of friendship the little personal peculiarities of 
our friends, from which few are free, become neglected ; 
we pay more regard to the sterling value when the surface 
markings are obliterated, and we are able to appreciate that 
* a man’s a man for a’ that. ’ Such a man, and a good man, 
was Arthur Barker. He came to University College Hos¬ 
pital from Ireland at an age when no one can have an 
extensive or deep knowledge of any branch of medicine. 
His great merit lies in the fact that he devoted himself 
with the utmost energy and assiduity to increasing his 
knowledge until he became one of the most learned and 
skilful surgeons in this country. During the period of 
40 years* work as surgeon to University College Hospital he 
set an admirable example in the performance of duty, doing 
an enormous amount of work both by day and night up till 
the age of 65, when he retired from the active staff. Only 
one endowed; with his magnificent physique could have done 
this work without exhaustion. I never remember to have 
seen him tired. 

As a teacher he perhaps sometimes spoke a little over 
the heads of ’the ordinary student and was apt to dwell on 
grand, extraordinary, and rare cases. It was the best 
students and those reading for the higher degrees who 
appreciated him most. He was rather a teacher of teachers 
than of students. No one known to me had such a com¬ 
prehensive knowledge of the literature of new processes and 
observations in surgery—a fact to be attributed to his 
excellent knowledge of German and French and to his 
frequent, at one time yearly, visits to the Congress of 
German Surgeons. He was thus frequently a year ahead of 
stay-at-home surgeons in his knowledge of new methods of 
treatment. If these commended themselves to his judgment 
he would make trial of them and bring the subject before the 
profession in a well-written paper which often led to its 
wide adoption.: To him more than to any surgeon in this 
country is due the use of aseptic dressings and methods and of 
spinal anaesthesia. He was supremely skilful as an abdominal 
surgeon—cool, bold, quick, resourceful, with the deftest 
hands. It was an education to see him suture intestine. 

In the charming circle of his family and in familiar 
conversation over a cigar Barker was at his best. He had 
then a power of clear and apposite expression, not always 
evident when he spoke in public, with occasional brilliant 
flashes of wit, which delighted his friends. I never heard 
him speak ill of anyone. I have seen a charming letter to 
a friend written by him on April 1st from a tent on the 
foothills around Salonika, in which he said he was well and 
spoke hopefully of the future. A few days later he was 
dead. His death came as a grievous surprise to those who 
knew his splendid constitution and who hoped he had many 
years of activity in front of him and that his work would 
receive some recognition from the State. Barker came of a 
family of soldiers, and it was a fitting and noble ending to a 


well-spent life for him to die in the service of his country. 
His work, his school, his pupils, and his friends will keep 
his memory green.” 


THE LATE SIR THOMAS BOOR CROSBY. 

Dr. R. HingBton Fox writes: “ May I supplement your 
valuable account of Sir Thomas CroBby by a few further 
notes? He was one of the old habitues of the Hunterian 
Society, being the senior Fellow on its list at the time of 
his death, and having acted as Orator in 1871 and President 
seven years later. His presence at the meetings always 
brought with it a breath of genial life ; his comments were 
terse and vigorous—he would refer to the ‘honourable 
member ’ who had just spoken; and whether in these dis¬ 
cussions or at the annual dinners, he contributed not a little 
to the social, friendly, and frank tone for which the gather¬ 
ings of that society used to be noted, in the days when a 
city medical community existed. When he began to practise 
in Fenchurch-street there were still good residences, so he 
has told me, there and in the neighbouring streets, some 
with gardens and fountains in them. His friends will 
remember him especially for his extraordinary fund of vital 
energy, which has carried him, still in harness, to so 
advanced an age. To a doctor such a spring of life was a 
priceless gift, for every patient felt its magnetic force, and 
many a one was lifted by Crosby’s sane and breezy manner 
out of his despondent mood. The twinkle of humour seldom 
left his eye; he was in the world to heal, to better, and to 
extend good fellowship.” 

At the last meeting of the Court of Common Council of the 
City Corporation Mr. Mann Cross moved a resolution of 
condolence with the family of the late Alderman Sir Thomas 
Boor Crosby, who for nearly 39 years had rendered valuable 
services to the citizens. Mr. ‘Mann Cross described the 
deceased alderman as keen, alert, and vigorous both in mind 
and body, of a bright and optimistic disposition, and 
respected and beloved by a very large circle of friends. Sir 
Alfred Newton, as the senior Alderman present, seconded 
the resolution. He said that in Sir Thomas Crosby they had 
lost an able and effective magistrate, a man who gave 
utterance in no unmistakable terms to his oonvictions, who 
ever tempered justice with mercy, and whose memory was 
held in deep reverence by all who knew him. The resolution 
was carried in silence. 


The late Dr. J. K. Spender.— John Kent Spender, 
M.D. Lond., M.R.C.S. Eng., L.S.A., who retired in 1895, died 
at his residence in Bath on April 14th at the age of 87. He 
was the son of the late Mr. Jonn Cottle 8pender, M.R.C.S., of 
Bath. Dr. J. K. Spender had been surgeon to the Western 
Dispensary, Bath, from 1855 to 1872 (where he had a large 
experience in the treatmentof syphilis and strongly advocated 
mercurial treatment) and physician to the Royal Mineral 
Water Hospital, Bath. He was the author of papers on svphilis 
in The Lancet of 1869 and 1874, and of “ Therapeutic Means 
for the Relief of Pain,” which was awarded the Fothergill 
gold medal of the Medical Society of London in 1874. He also 
wrote “The Bath Thermal Waters, Historical, Social, and 
Medical,” in 1877,and on Rheumatoid Arthritis in 1889. His 
wife, who died many years ago, was well known as a writer, 
and one of his Bons is Mr. J. A. Spender, the editor of the 
Westminster Gazette. 


Bequests to Brighton Charities.—B y the wiU 
of the late Miss Elizabeth Simpkins, of Brighton, the 
testatrix left £5000 to the 8ussex County Hospital; £1000 
each to the Royal Alexandra Hospital for Children, the 
Brighton and Hove Branch of the Surgical Aid Society, the 
Throat and Ear Hospital, the Eye Hospital, the Asylum for 
the Blind, and the Asylum for Deaf and Dumb Children; 
and £500 to the Creche in Eastern-road. 

The Royal Sanitary Institute.—A conference 
on Sanitary Administration under War Conditions will be 
held in London on June 9th and 10th. On June 9th, at 10.30, 
the conference will be opened by the Lord Mayor of Lon Ion. 
A discussion on “ The Maintenance of the Standard of 
Municipal Sanitation during the Continuance of War Con¬ 
ditions ” will be opened by Mr. H. Percy Boulnois, M.Inst C.E., 
and Dr. James Wheatley (Shrewsbury). The chair will 
be taken bv the Mayor of Westminster. On June 10th a dis¬ 
cussion will be opened on “ The Mental Deficiency Act from 
the Social and Educational Standpoint” by Dr. A. B. Ritchie 
(Manchester). The chair will be taken by Mr. Leslie Scott, 
K.C., M.P. At 3 p.m. each day visits will be made to various 
undertakings. A lecture to the Institute on “ The Economics 
of Food-supply in War Time,” by Dr. Augustus Waller, 
F.R.8., will be given on May 3rd at 5.30 p.m. Lieutenant- 
Colonel Sir Shirley Murphy, F.R.C.8., R.A.M.C., will occupy 
the chair. 
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Carmpoitkiue. 


“Audi alteram partem." 


THE STUDY OF APPLIED PSYCHOLOGY. 

To the Editor of The Lancet. 

Sir, —During the last few months several papers on the 
psychology of shell shock and cognate conditions have been 
published in your columns. One striking feature is the 
attraction which such problems have for a wider intellectual 
circle than the professed psychologist or psychiatrist, a fact 
which is well exemplified by the case of the distinguished 
anatomist, Professor Elliot Smith, whose contribution to 
The Lancet emphasises not only the interest but the pro¬ 
found importance, both social and individual, of the topic 
which he deals with. Your leading article of April 15th 
contrasts the admirable paper of Dr. Bernard Hart on the 
psychology of rumour with the spiritualistic fantasies of 
M. Maeterlinck, which are rightly censured, though with 
regret at the degradation of a great poetic genius. Two 
books, one by Sir Martin Conway, the other by a well-known 
surgeon, Mr. Wilfred Trotter, have recently been published 
on the psychology of the crowd. 

The newspapers teem with material of surpassing interest 
to the psychologist. There we see the peaoe-bred politician, 
accustomed to be passively impelled along his victorious 
path by the united opinions of a great party, now con¬ 
fronted with the mandate to lead, a r<Me which his education 
and experience render him singularly unfitted to fill. We 
see the permanent official, inured to routine and a wholesome 
dread of responsibility, suddenly called upon to reorganise 
his department on new lines and to expand it to meet the 
urgent requirements of a critical situation, a task which he 
has never contemplated and is usually little adapted to. 
We see the multitudinous critics, accustomed to the appa¬ 
rent freedom of individual thought which is the offspring of 
a democratic environment, voicing their panaceas in the 
press with little result but to make confusion worse con¬ 
founded. Even our scientific experts, Fellows of the Royal 
Society though they may be, are so narrowed by the 
cramping influences of lives passed in the laboratory and 
class-room that they show a lamentable inability to realise 
the broader aspects of the struggle, and, above all, fail to 
do justice to the practical problems which it has been their 
habit to view with Olympian indifference. Every one 
babbles of causes and effects with a logical accuracy which 
is only stultified by false premises. In spite of the proved 
failure of the theorists of the French Revolution and after 
—Rousseau, the Utilitarians, and hoo genus omne —and 
because of the growth and predominance of rationalism and 
its many favourable and advantageous results, we are more 
than ever convinced that man differs from the lower animals 
in being endowed with reasoning faculties and works out his 
salvation by them. 

Yet we are equally convinced that not only our bodies but 
our minds have evolved from those of lower species, and that 
even the individual in some modified manner recapitulates his 
phylogenetic history in his own development. Comparative 
psychologists like Professor Lloyd Morgan have done much 
to elucidate the mentality of lower animals and the parts 
played by instinct and intelligence. Genetic psychologists 
like Professor Mark Baldwin, whose escape from a dastardly 
death at the hands of the Germans we all rejoice in, show 
how great a part instinct, modified indeed but clearly 
recognisable, plays in the mentality of the child. Social 
psychologists like Professor William McDougall further 
demonstrate how instinct permeates and pervades life from 
the cradle to the grave. Anthropological psychologists like 
Durkheim and his school, and especially L6vy-Bruhl, 
emphasise the corporate mentality of primitive races, its 
emotional responses, its ‘ ‘ prelogical ” indifference to incom¬ 
patibles, and, above all, its predominant group-unity. 
The evolution of the individual mind and its gradually 
increasing segregation from the communal mind has yet 
to be traced down the course of the ages. When that is 
done we shall have attained a scientific psychology of 
history which will replace the speculative philosophies 
of history, which are the natural outcome of transcendental 
philosophy. Thus shall we lead up by slow but sure 
progress to a really scientific comprehension of the motives, 


and therefore of the actions of individuals in their social 
relations. Psychology, after centuries of sterile individual¬ 
istic introspection, has at last become a practical science, 
with all knowledge for its realm. Sooner or later its 
teachings must be recognised as the only sure foundation 
for education in all its branches. By it alone can any truly 
scientific guidance be given to democratic thought and 
action. 

This long preamble is a brief and inadequate review of 
some of the reasons why I think the time is ripe for the 
formation of a society to deal with the innumerable problems 
of what may be called applied psychology. Why do I ask 
you. Sir, to ventilate this suggestion? First, because I 
think that scientific psychology must be founded on physiology, 
and that those who have been well trained in physiology and 
neurology must be tbe guiding spirits of any such enterprise. 
Second, because morbid psychology has advanced farther 
along the practical lines of an applied psychology than any 
other branch of the subject. Third, because the problems 
of this nature which the war has so strikingly brought 
to light have revealed the widespread interest in the 
subject as well as, to many people, the inadequacy 
of the methods available for dealing with them. Fourth, 
because I think this is the best way to obviate the 
greatest danger which such a society would be confronted 
with—viz., over-popularity. It would be fatally easy^'for it 
to degenerate into a medium for pseudoscientists, faddists, 
and fanatics. Already scientific eugenics has had reason to 
pray to be saved from some of its friends. To avoid such 
a disaster I think (1) that the society must be run on 
oligarchical lines—the council must have complete control; 
and (2) that at least half of the council must consist of 
professional psycholqgists and psychiatrists of established 
reputation, the reminder representing other interests. It 
would be easy to enumerate specially qualified anthropo¬ 
logists, classical scholars, historians, and so on. To 
avoid the dangers of too autocratio a government I 
would advocate a large committee on the above lines, 
with a small executive subcommittee. 3ucl? a society 
holds out an alluring prospect of useful work in many 
spheres of public endeavour. The argument that the 
present time is little suited for embarking upon a 
project of this nature is worthy of deferential consideration, 
but I would submit that there are obvious reasons why it 
would be wise to coordinate the discussions of the many 
problems which the war has exhibited in an acute form. The 
universal cry of the moment is for organisation of effort. 
Doubtless we shall muddle through now as ot yore, but we 
are no longer content to muddle on indefinitely. Now is the 
time to lay the foundations of future oigamsation, and I 
would point out that the organisation of a democracy like 
ours is a far slower, subtler, and more complicated task than 
the organisation of a pack of wolves (like the Germans) or a 
flock of sheep.—I am, Sir, yours faithfully, 

J. Herbert Parsons. 

Queen Anne-street, W., April 15th, 1916. 


INFLUENCE OF FEBRILE CONDITIONS 
ON INOCULATION AGGLUTININS. 

To the Editor of The Lancet. 

Sir, —In recent articles Professor G. Dreyer and his 
co-workers have commented adversely on certain methods in 
common use for measuring agglutination and also on 
certain results obtained in persons inoculated with B. 
typhosus. I should like to refer to three of these questions 
—(1) the value of the microscopic method ;* (2) the effect of 
febrile conditions on inoculation agglutinins; and (3) the 
comparative value of a positive reaction to B. typhosus in 
inoculated and non-inoculated persons. 

1. The value of the microscopic method. Dr. E. W. Ainley 
Walker in The Lancet of Jan. 1st argues that this method 
is unreliable. None of his reasons applies specially to the 
microscopic method, and every argument he advances applies 
equally to the macroscopic or any other method which 
involves the use of living cultures. Bacteriologists are 
quite aware of these difficulties, and have to be con¬ 
stantly on the look out to avoid them, and whatever 
their importance in theory, in practice undoubtedly they 
are avoided. These methods, microscopic, macroscopic, 
and mixed, have been in use for many years, and their results 
are confirmed by the diagnosis of olinicians and by post¬ 
mortem examination. If Dr. Walker wishes us to believe 
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that these results have been grossly fallacious, as he 
apparently does, he will find little evidence to support him 
and few to follow him. Without doubt the difficulties with 
typhoid cultures do exist, although they can be avoided, and 
if Professor Dreyer can give us a standard culture it will be 
a great boon. Unfortunately, Professor Dreyer and his 
colleagues have thrown together two entirely independent 
questions, the advocacy of the use of killed cultures and the 
advocacy of a certain technique. The killed typhoid suspen¬ 
sion sent to me could not have contained more than 200-300 
million bacilli per c.c., and was thus too thin for use except 
presumably by his own technique. If Professor Dreyer would 
provide killed suspensions containing 1500-2000 million 
per c.c., I am sure he would find their use would receive a 
full and sympathetic trial. 

2. The effect of febrile conditions on inoculation agglu¬ 
tinins. Some time ago the writer made the suggestion that 
agglutinins resulting from typhoid inoculation are markedly 
diminished or removed by febrile conditions, in which a tem¬ 
perature of 102° F. is present for at least four days. Professor 
Dreyer, Dr. A. G. Gibson, and Dr. Walker very emphatically 
deny this in The Lancet of April 8th, and in support of 
their views give tables of the results obtained in series of 
cases of paratyphoid A, paratyphoid B, and “ other febrile 
conditions. ” In order to ascertain whether these series show 
any diminution of agglutinins as the result of the febrile 
attack, the number of Dreyer’s “ standard agglutination 
units ” present must be compared with the number found by 
the same method in healthy inoculated persons. The latter 
figures are given by Professor Dreyer and Dr. A. 0. Inman 
in The Lancet of July 31st, 1915. The mean number of 
typhoid agglutination unite present in each case in the 
various series is as follows :— 

Normal typhoid inoculated) 225 typhoid agglutination 

persons.) units. 

Paratyphoid A occurring in) 37 typhoid agglutination 
typhoid inoculated persons ... j units. 

Paratyphoid B occurring in [150 typhoid agglutination 
typhoid inoculated persons ..[ units. 

Other febrile conditions occur ) . . .. _ 

ring in typhoid inoculated !• typhoid agglutination 
persons.J units. 

A standard of comparison suggested by Professor Dreyer, 
Dr. Gibson, and Dr. Walker is the percentage of cases in 
each series in which at least 25 typhoid agglutination units 
are present. In comparison with the norma) inoculated 
persons, the results are :— 

Normal typhoid inoculated) 100 per cent contain 25 

persons.•... j units. 

Paratyphoid A occurring in [57*1 per cent, contain 25 
typhoid inoculated persons ...) units. 

Paratyphoid B occurring in [ 81*9 per cent, contain 25 
typhoid inoculated persons ...) • units. 

Other febrile conditions occur- ice . . . M 

ring in typhoid inoculated L P er c® 11 !** contain 25 

persons. J nnlte - 

The tables may be compared in various ways with the same 
result. There is always a marked diminution of agglutina¬ 
tion in patients who have passed through a febrile attack. 
Some other tables previously published by Professor Dreyer 
and Dr. J. A. Torrens are also reproduced in this article. 
There is no statement either of the number of units or 
whether the agglutination referred to is “ standard 
agglutination ” and therefore it is not possible to compare 
them with other tables, but it is evident that the febrile 
cases have distinctly less agglutinin than the normal 
inoculated persons. Thus a consideration of the results 
published by Professor Dreyer and his colleagues strongly 
supports the suggestion that the passage through a febrile 
attack markedly diminishes the amount of typhoid inocula¬ 
tion agglutinins. 

3. The comparative value of a positive typhoid aggluti¬ 
nation reaction in inoculated and non-inoculated persons. 
The suggestion made by the writer was that a febrile 
attack of 102° F. for at least four days so far reduces the 
inoculation agglutinins that if subsequently the typhoid 
agglutinins reach the standard which would be regarded as 
positive in a non-inoculated person, the reaction should be 
regarded as positive even in an inoculated person. It is 
obvious that if such an attack does produce this reduction, the 
second hypothesis is almost a necessary sequel, and it has 
been shown that the figures published by Dreyer strongly 
support the primary suggestion. Of 102 cases of paratyphoid, 
Ac., in Dreyer’s tables which had passed through febrile 


attacks, only 13 showed more than 100 “ agglutination 
units.” It is not unreasonable to ascribe 8 of these to 
co-agglutinins. Thus there remains 5 per cent, of cases 
after febrile attacks in which the presence of 100 units 
may be due to inoculation. (It may be mentioned 
that this amount is present in 58 per cent, of normal 
inoculated persons in Professor Dreyer and Dr. Inman’s 
tables.) This number of 100 units apparently corresponds to 
a “ positive ” reaction in non-inoculated persons. It is 
evident that there is nothing in these figures to controvert 
the view that after an inoculated person has passed through 
a febrile attack the value of a positive typhoid reaction is 
but little less than in a non-inoculated person. 

The primary suggestion on which this view was based is 
that a febrile attack of 102° F. for at least four days 
markedly diminishes the inoculation agglutinins, and this 
conclusion is strongly supported by all the results recorded 
by Professor Dreyer and his colleagues, although their figures 
were published expressly to refute the suggestion. 

I am, Sir, yours faithfully, 

Greywell, Bunledon, Hants, April 13th, 1916. H. L. TIDY. 


TREATMENT OF HAEMORRHOIDS BY 
INJECTION. 

To the Editor of The Lancet. 

Sir,—W hilst feeling greatly flattered by Mr. Swinford 
Edwards’s kindly reference to myself in his article on this 
subject in The Lancet of April 15th, I cannot agree with 
him in his reasons for objecting to the use of the speculum 
for the little operation, nor with his choice of cases for the 
method. I make it an invariable rule in every rectal case to 
use the speculum, because it is only in this way that most 
rectal lesions can be accurately diagnosed. There are 
numerous cases of haemorrhoids in which bleeding, pruritus, 
or other troublesome symptoms exist, but in which 
the piles rarely or never prolapse and cannot be made 
to do so. Haemorrhoids cannot be felt even by the 
most highly trained finger. There is only one way to 
diagnose them, and that is by seeing them. If they are 
large and prolapse readily this is easy ; but in the majority 
of cases the only way of seeing them is to pass a speculum. 
Nearly every patient with a rectal lesion diagnoses it him¬ 
self as “ piles,” but nobody knows better than Mr. Edwards 
in what a large proportion of cases that diagnosis is incorrect 
or incomplete. Naturally before treatment is started a com¬ 
plete diagnosis is necessary, and thus the possession of a 
rectal speculum is a tine qua non to anyone treating a rectal 
case. Since Mr. Edwards only injects piles that can be pro¬ 
truded either naturally or after an enema, and condemns all 
other cases to a continual use of “ local applications, 
enemata, attention to diet, and regulation of the bowels, 
Ac.,” he deprives by far the larger class of patients of the 
benefits of the injection method, and reserves it for the 
worst cases, in which its success is least certain. Moreover, 
the use of an enema is a very awkward complication in 
private practice, and practically prevents the use of the 
method at the surgeon’s consulting-room, whilst it would 
be a very troublesome addition to the treatment at an 
outpatient department, where numerous cases have, to 
be dealt with in a limited time,—I often inject a 
dozen or more cases in an afternoon. Contrary , to 
Mr. Edwards’s expectation, I never need an assistant, 
though I always use a speculum ; were I to use an eneipa, 
however, the assistance of a nurse, both at hospital and in 
private, would seem to be essential. Nor have I had any 
trouble from hemorrhage, which never exceeds a few drops 
that can be readily soaked up with a single swab. Mr. 
Edwards seems to get much more bleeding by injecting 
piles outside the anus, and this is a serious drawback to his 
method. I find it quite easy to inject the fluid into the 
centre of each pile, or into its base, and I can easily realch 
high-lying piles by means of the speculum—piles whicph, 
though large, are unlikely to come down outside the anus. | 

I think it necessary to emphasise these points, because Mr. 
Edwards would restrict the cases he thinks suited to injec¬ 
tion to the more severe ones, and it is especially in tjhe 
milder ones, which he condemns to palliative treatment, 
that I have found injection most useful. Our difference Tin 
technique accounts, I think, for our difference in practice. { 

I am. Sir, yours faithfully, j 

Gordon-square, W.O., April 17th, 1916. ARTHUR S. MORLEY.. 
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TREATMENT OF HAEMORRHOIDS. 

To the Editor of The Lancet. 

Sir, — I have read with much interest Mr. Swinford 
Edwards's paper in The Lancet last week on the treatment 
of piles by injection. When I was house surgeon at 
St. Mark's Hospital I had the privilege of seeing him carry 
out this plan, and my opinion is favourable to the procedure. 
I agree with him that experience tells. Many a good treat¬ 
ment receives adverse comment, and patients suffer needless 
pain, at the hands of those who will not learn correct 
practical details to assist them in diagnosis or technique. 

I am, Sir, yours faithfully, 

Bournemouth. April 17th, 1916. W. J. MlDELTON. 

ENTERIC AND TYPHOID: A POINT IN 
NOMENCLATURE. 

To the Editor of The Lancet. 

Sir, —In reference to Dr. E. W. Goodall’s letter on this 
subject in your issue of April 15th, may I mention that the 
arrangement which he suggests had already been adopted 
by the Committee of the Nomenclature and Classification of 
Diseases, Royal College of Physicians ? The entry of enteric 
fever in the section “Diseases caused by Infection,” as 
revised by the committee, now stands as follows :—“Enteric 
fever :—Varieties : ( a ) Typhoid fever, (b) paratyphoid fever.” 
The organisms concerned in the causation of the different 
varieties of enteric fever will be found in the list of 
vegetable parasites. 

It is hoped that the 1916 edition of the Nomenclature 
and Classification of Diseases will shortly be in the press. 

I am, Sir, yours faithfully, 

Leonard Guthrie, 

Honorary Secretary. Nomenclature of Diseases Committee, 
Royal College of Physicians of London. 

Upper Berkeley-street. W„ April 17th, 1916. 


UREASE. 

To the Editor of The Lancet. 

Sir,—I n the account of the meeting of the Royal 
Academy of Medicine in Ireland given in The Lancet 
of April 8th (p. 781), Dr. W. G. Smith is reported to have 
said that in the estimation of urea the most accurate 
method is by urease. Will any of your readers kindly 
inform me what is the technique and where urease can 
be obtained?—I am. Sir, yours faithfully, 

Belfast, April 11th, 1916. RICHARD PURDON. 

*** Our correspondent will find a clear account of the 
technique in Mr. R. H. A. Plimmer’s “ Practical Organic 
Chemistry ” (Longmans, Green, and Co., 1915 edition). The 
enzyme urease need not be used separated from the soya 
bean. A little pinch of the soya bean powder suffices, and 
the soya bean is not difficult to procure.— Ed. L. 

ANESTHESIA FOR ENUCLEATION OF 
TONSILS. 

To the Editor of The Lancet. 

Sir,—D r. Hugh R. Phillips, in your issue of April 15th, 
rather misses the point of my article when he sums it up 
in the statement that I “advocate the use of ether” for 
enucleation of tonsils. I advocate the use of some ether 
duriDg the induction. What I was seeking to enforce is that 
(1) a very deep degree of narcosis is necessary ; (2) some 
ether is desirable in attaining this ; (3) anesthesia in these 
cases requires skill and experience to produce ; and (4) the 
anaesthesia is maintained by chloroform. 

I am, Sir, yours faithfully, 

Harley-atreet, W., April 15th, 1916. J. BLOMFIELD. 


National Association for the Prevention of 
Infant Mortality.— A special course of lectures on Infant 
Care for Nurses and Midwives will be held from May 8th to 
June 23rd, from 3 to 4 p.m., on Mondays, at 1, Wimpole- 
street, London, W., and on Fridavs, at 3, Yere-street, \V 
Particulars may be obtained from the Secretary, 4. Tavistock- 
square, London, W.C. Medical practitioners and students 
may attend. 


t mu. 


The Casualty List. 

The following names of medical officers appear among the 

casualties announced since our last issue :— 

Died of Wounds. 

Lieutenant M. E. Ball, R.A.M.C., attached to the Worcester¬ 
shire Regiment, was a student at Guy’s Hospital, qualify¬ 
ing in 1909, and was in practice at Emsworth, Hants, 
before joining the R.A.M.C. in September, 1915. 

Wounded. 

Lieutenant J. Coutts, R.A.M.C. 

Lieutenant J. M. MacKenzie, R.A.M.C., attached to the 
Northumberland Fusiliers. 

Lieutenant M. G. Pettigrew, R.A.M.C., attached to the 
Welsh Regiment. 

Lieutenant R. R. Pirrie, R.A.M.C., attached to the 
Northumberland Fusiliers. 

Captain II. W. Greig, R.A.M.C. 

Lieutenant M. G. MacDonald, R.A.M.C., attached to the 
Royal Warwick Regiment. 

Captain J. McKerchar, R.A.M.C., attached to the Somerset 
Light Infantry. _ 

Deaths among the Sons of Medical Men. 

The following sons of medical men must be added to our 

lists of those who have fallen during the war:— 

Captain S. Powell, Royal Welsh Fusiliers, youngest son of 
Sir R. Douglas Powell, Bart., K.C.V.O., M.D. 

Lieutenant W. M. Dobie, Royal West Kent Regiment, son 
of Dr. H. Dobie, of Chester. 

Captain H. B. Dobson, Worcestershire Regiment, third son 
of Mr. N. C. Dobson, F.R.C.S., of Clifton, Bristol. 

Sergeant H. W. Welstead, Canadian Expeditionary Force, 
third son of Dr. F. Welstead, of West Dulwich, Surrey. 

Captain G. Y. Gross, Royal West Kent Regiment, second son 
of the late Mr. C. Gross, F.R.C.S., of Westboume-grove, 
London. 


The Honours List. 

For distinguished service and devotion to duty at the camp 
at Wittenberg. Germany, during the typhus epidemic from 
February to June, 1915, the following honours have been 
conferred : — 

To be C.M.G.: Major H. E. Priestley, R.A.M.C. 

D.S.O. : Captain A. C. Vidal, R A.M.C., and Temporary 
Captain J. La F. Lauder, R.A.M.C. 

The following promotions and appointments of medical 
men in connexion with Indian Army Services are 
announced :— 

To be C.B., Military Division. —Colonel H. M. Adamson ; 

Lieutenant-Colonel J. F. Donegan, R.A.M.C. 

To be Brevet-Colonel. —Lieutenant-Colonel E. Jennings, 
I.M.S. 

To be Brevet-Lieutenant-Colonel. —Major S. Anderson, I.M.S. 
Distinguished Service Order. —Captain P. B. Bharucha, 
I.M.S. 

Military Cross. —Captain R. C. Clifford, I.M.S. ; Captain 
F. A. Robinson, R.A.M.C. ; Lieutenant F. T. Simpson, 
R.A.M.C. 


Compulsory Military Service. 

It is possible that before the publication of The Lancet 
this week the country will know the decision that has been 
come to in Parliament on the question of compulsory military 
service. In respect of the various political considerations 
that have obscured the question a medical journal has 
nothing to say ; they have had their origin to some 
extent in the progress of the war, and only a fore¬ 
sight that would have amounted to prophesy could 
have obviated the difficulties that have arisen. As 
far as the medical profession is concerned, it seems almost 
beyond doubt that a general demand upon the medical 
profession at the beginning of the war would have yielded 
a more equitable result than that which has now been 
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obtained through the self-sacrifice and patriotism of 
large numbers of individual practitioners. If the whole 
material had been available from the beginning, levies 
could have been made from it that would have been 
more fair to the constituency as a whole, while the risk of 
the dangerous depletion of civil practitioners in particular 
localities would have been avoided. The men most 
suited for the work and most easily spared from their civil 
duties could in this way have been employed, and to some 
extent employed in places congenial to their capacities. 
We do not deduce from this that compulsory military 
service for the population is now necessary—all arguments 
from the particular to the general are dangerous -but it 
seems to us a fact that a measure of compulsion earlier in 
the war would have had the same good outcome for the 
whole population of the country that it would have had 
for the medical profession. 

The Horbors of Wittenberg Camp. 

Sir William Milligan writes as follows concerning 
Wittenberg Camp:— 

The horrible and ghastly tale of the inhuman conduct 
of Dr. Aschenbach, the medical officer in charge of the 
Wittenberg prisoners of war camp, as reported by the 
Government Committee on the Treatment by the Enemy of 
British Prisoners of War, is only one more illustration of 
the infamous effects of German Kultur(!). I doubt if the 
medical profession of any country in the world could pro¬ 
duce such a specimen of depravity as this inhuman beast, 
the medical commandant to whom the Kaiser has presented 
the Iron Cross as a reward for the perpetration of system¬ 
atised murder on a colossal scale. 

It is time, Sir, that the medical profession in this country 
raised its voice in abhorrence and in condemnation of the 
conduct of a confrere who, trusted with the care of suffering 
and defenceless prisoners of war, so betrays his trust as to 
be capable of such cowardly and devilish barbarity as this 
traitor to our profession. 

“ Man’s inhumanity to man 

Makes countless thousands mourn.” 

To mark the feelings of indignation and disgust shared by 
the medical profession of the British Empire I beg to suggest 
that the Councils of the various Sections of the Royal Society 
of Medicine forthwith delete from their list of Honorary or 
Corresponding Members the name of any German physician, 
surgeon, or specialist, who may have in our hour of illusion 
and delusion been accorded this honour. 

I may say that I have given notice of a resolution on these 
lines to the secretary of the Laryngological Section and of 
the Otological Section of the Royal Society of Medicine for 
discussion at the first possible opportunity. 


Emergency Military Hospitals. 

At the Royal Sanitary Institute last week, Mr. A. Saxon 
Snell, F.R.I.B.A., repeated, with new points and illustrations 
as a Chadwick lecture, an address on the same lines as one 
delivered before the Royal Society of Medicine on Nov. 10th, 
1915 (The Lancet, vol. ii., 1915, p. 1164). He showed 
that the many lessons to be afforded by the construction 
of temporary military hospitals, and the conversion of private 
houses into places suitable for the care of the sick and wounded 
during the war will inevitably affect the design and cost of 
hospitals, both temporary and permanent, when we return 
to normal times, and Mr. Snell’s summary of what has been 
already done to meet present conditions will prove highly 
valuable in the future. The important factors in good 
hospital construction are sunlight, fresh air, and cleanliness, 
and these factors, he pointed out, were particularly necessary 
in temporary structures, as they compensated for the lack of 
finish to the floors and surfaces of the buildings, permitting of 
the accumulation of dust and perhaps promoting germ growth. 
Fresh air he estimated as more important than heat, and its 
beneficial effects were well observed in the Crimean War, 
where the mortality among the wounded treated in places 
exposed to the open air was considerably lower than that 
among those treated in closed buildings. Similar lessons, 
Mr. Snell said, were gained by surgeons in the American 
War and in the Franco-Prussian War. Open-air treatment 
he admitted to have one serious disadvantage : the staff may 
be unfavourably affected thereby, or at any rate rendered very 
uncomfortable. But the experiences of Dr. Philip Boobbyer, 


medical officer of health of Nottingham, have shown that 
nurses can be trained to work in the open-air ward, and in the 
end may come to prefer that kind of ward to any other. In 
an open ward fires, he said, were necessary, even though they 
were not numerous and had no effect in heating the building ; 
while they gave an appearance of comfort they were necessary 
so that nurses should have some means of warming their hands 
before applying dressings, and some handy place for raising 
the temperature of any small article of food. It was quite 
possible, in Mr. Snell’s opinion, to build comfortable and 
efficient buildings at a small cost, but in wards for the recep¬ 
tion of fever patients and infectious cases, even in temporary 
buildings, it was necessary to use those devices which were 
designed to promote cleanliness and prevent germ growth 
such as rounded angles and glazed walls. The same thing 
applied to operating theatres. It might be argued that if 
a hospital such as the 1st Eastern General Hospital at 
Cambridge could be built for £20 per bed it would be 
reckless extravagance to pay £150 per bed ; but such a 
question would not be raised by those who understood 
hospital needs in times of peace. Discussing the question of 
what was necessary in the construction of permanent hospitals 
in the future, the lecturer said that one of the first 
things to be done would be a modification of the building 
by-laws. Hospital fittings that were not absolutely necessary 
would have to be rejected. Cement could be used in place 
of tiles, but little saving could be effected in metal fittings, 
as they were the most durable and economical. Heating 
apparatus might be dispensed with, but means must be pro¬ 
vided for efficient ventilation. The lecture was illustrated 
by an interesting series of plans and views of military 
hospitals throughout the country. In one case the serious 
defect of not providing escape in case of fire was pointed oat, 
and in another a proposal that there should be five rows of 
beds in a ward was severely criticised. A view of the 
Moabite Hospital in Berlin, which was erected as a temporary 
hospital some 40 years ago, and which is still standing, was 
thrown upon the screen. _ 

The Bath War Hospital.— The Bath War 

Hospital was opened for inspection recently. It is 
situated in Coombe Park, Weston, and will provide accom¬ 
modation for 500 wounded soldiers. The hospital has been 
erected by the War Office, but about £10,000 is being raised 
in Bath for the provision of accessories, and when patients 
arrive comforts will be provided for them by voluntary, 
organisation. Dr. G. A. Bannatyne, of Bath, who holds the 
temporary rank of Lieutenant-Colonel, is the Commandant, 
and each of the ten wards will have a local surgeon. 

The Order of the White Eagle has been con¬ 
ferred upon Dr. Elsie Inglis, Commissioner of the Scottish 
Women’s Hospitals for Foreign Service, by the Crown 
Prince of Serbia. 


Ultbintl ftefos. 

Royal Colleges of Physicians of London and 
Surgeons of England.— At the quarterly examination in 
Practical Pharmacy held on April 6th and 7th the following 
candidates were approved 

Abdul Majid Ahmad. Cambridge Universitar and Guy’s Hospital; 
Fritz Ernest Bondix, Middlesex Hospital; Ingram Richard Rhodes 
Brogden, Cambridge University and Guy’s Hospital ; Gordon 
Ernest Burton. Cambridge University and St. Bartholomew's 
Hospital; Henry Alexis Chodak, St. Andrews University and 
London Hospital; Alfred Beresford Dummere, London Hospital; 
John Reginald Keith Fenning, London Hospital and private 
study; Gerald Hartas FitzGerald, Guy’s Hospital; Frederick 
Christopher Ashley Frith. Bristol University; Theodore Hamnet 
Gwnewardene, Ceylon Medical College and King’s College 
Hospital; Newcorne Herbert Harrison, Charina Cross Hospital; 
Sidney Gilbert Harrison, St. Bartholomew’s Hospital; Walter 
Sebastian Herman, London Hospital; Douglas Leonard I.ees, 
Bristol University; Herman Siegfried Nicolaas Menko. London 
Hospital: Frederick Maurice Moseley. Cambridge University and 
London Hospital; William Percival Nelson, Birmingham Univer¬ 
sity; Arthur Leslie Pack ham. Middlesex Hospital; Davit) Forsyth 
Panton, London Hospital; Warre Harriott Alexander Pratt. Guy’s 
Hospital; John Sturges Hanson, Westminster Hospital; Cecil 
Nuttall Hatc-lifTe. Liverpool University; Johannes Jacobus Kedc- 
linghuys. University College and private study : Florence 
Mildred Rhode*. Royal Free Hospital; Alan Harvey Richardson, 
St. Thomas’s Hospital; Norman Fairhank Smith and Cocil Henry 
Terry, Oxford University and St. Bartholomew’s Hospital; 
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William James Walters, Cambridge University and Guy’s Hos- 

C itnl ; Hugh Pennefather Warren, London Hospital; Idwal Glynne 
Williams, St. Bartholomews Hospital ; Sidney Winnick, London 
Hospital; Geoffrey Winter. Birmingham University; Samuel 
Anthony Withers, Guy’s Hospital; and Alfred Frank Wyatt, 
London Hospital. 

University of Glasgow.—T he following candi¬ 
dates have passed the examination for the degrees of 
Bachelor of Medicine (M.B.) and Bachelor of Surgery (Ch.B.) 
in the subjects indicated—B., botany; Z., zoology; P., 
physics ; C., chemistry 

Alan Percy Agnew (Z., C.), Alexander Gardner Altken (Z.. C.), 
IVilllam Simpson Aitken (Z., C ). Daniel 11d win Alley (B.). Angus 
Alistair Bain (Z., C.). Alexander Baird (Z.), Adam B-rr (Z.). 
Alexander Mitchell Beaton (Z ). Alexander Ronald Black (P.\ John 
Thomas Blundell (Z.), Gavin Haddow Boyd (Z.. Alexander Orr 
Bruce (Z.), George Frederic Cables (Z.). Stewart Caldwell (Z., C.). 
Patrick Anderson Carrie (Z., C.). Alexander Chisholm (Z., C.), 
Douglas Hugh Clutterbuck (C.). Horace Collingbourne (C.), 
Archibald Robson Cook (B.. Z.. C ), William Davie <Z ), James 
Dawson (Z., C.). Joseph Dewar (Z.). Alexander Smith Dick (Z.), 
James Millar Duff (Z.). William Norman Duguid (Z.), Thomas 
Fletcher (Z., C.). John Cochrane Forsyth (Z., C.), Bruce Paterson 
Gardner (B.. C.), Thomas Gibson (Z . C.), Robert Dick Gillespie 
<Z., C.), Charles Glen (Z., C.). George Garlach Graham (C.), 
Alexander Gray (Z.. C.), .Tames l.orimer Halllday (Z., C.), 
David Russell Hamilton (Z.. C ). William Mason Hamilton 
<P.). David Henderson (Z.. C.). Wesley Cope Holdsworth 
<Z., C.). Walter Houston (Z . C.). Alexander Deans Humble 
<B., P.), Jacob Hurwich (Z., C ). George Jamieson (C.l, 
Lennox Matthew Johnston (Z . C.). William Livingstone Kennedy 
<Z., C.), David Alison Ker (Z.. C), William Patrick David Kerr 
<Z., C.), James Cowan Kirkwood (Z., C.), Daniel Lamont (Z., C.) t 
John Lavelle (Z.), Alexander Logan. M A. (B.), Alexander Lennox 
M’Adam (Z.. C.). George M'Alpine (B.. P.. C ). George Hutton 
Macartney (Z., C.). Henry John M’Bride (Z., C ), Malcolm MNell 
M*Bride (B.. P.), William Martin M'Cash (Z., C.), Alexander 
Mitchell M’Clure (Z., C.). James M’Court iB.), Robert M'Courtney 
<B.), Duncan Macdiarmld (Z., C.) James Macdona'd <Z., C.). Thomas 
Simpson MacDonald tZ.. C.l. John M‘DougAll (Z., C.), James 
Mactarlane (Airdrie) (Z..C.). Thomas John M*Kail (Z , C.), William 
M’Kendrick (Z., C.), Stewart Reid M’Kim (B., Z.), Oswald Thomas 
Maclaren (Z., C.). James M‘Nair (Z.. C ). Joseph Craig M'Naught 
(Z„ C ), Roderick Montague Macphcrson (Z.. C.). Matthew Findlay 
Guthrie Main (Z.), Abraham Markson (Z . C.). Bdin Ernest Miller 
(Z.. C.), John Malcolm Lamont Mitchell (Z., C.), George William 
Murray (Z.. C.), James Nairne (Z., C ). James Paton Neilson(C.), 
Malcolm Nlcolson (Z. t C.). George Strachan Park Noble (Z.), 
Archibald Little Orr (Z., C.), Thomas Core Porter (C.), 
Alexander Hunter Rankin (Z , C.), Peter Crawford Rankin 
(P \ James Reid (Z., C.), Joseph Francis Reilly (Z., C.). Cyril 
Gladstone Richards (Z.). Joseph Sachs (Z., C ), Wilfrid Henry 
Scott (Z., C.). Henry Edmund Seller (Z.. C.), Herbert James 
Sheppard (Z., C.), Archibald Gordon Smith <Z., C ), David Croydon 
Smith (Z., C.), Andrew Snaddon (Z . C.). James Sneddon "(C.), 
Francis Cyril Speechly (C.) t Archibald Vernon Steen (Z.. C.), 
Donald Stewart (B.), Donald Stewart (Z., C.), John M’Laughland 
Strang (Z., C.), William David Sutherland (Z.. C.). Alexander 
Svmon <Z., C.), Andrew Smith Taylor (Z ). Charles Noel Temple (Z.), 
William Lees Templeton (Z.. C.). James Nishet Tennent (Z. t C.), 
David W r olfe Tobias (Z., C.). George Tudliope (Z., C.), John Walker 
Walker (B., P.), James Dunlop Whiteford (C.), Charles Edwin 
Whittet (Z., C.). Peter Andrew Wilson, M.A. (C.). William W'ilson 
<Z.. C ). John Wingate (Z. f C.), John WyMe.M.A. (Z., C ), and John 
Yule (Z., C.). 

Women .—Annie May Alexander (Z.), Marion Bell Armstrong (Z.. C.). 
Mary Baird (Z . C.), Margaret Bennett, M.A. (Z.. C.), Elizabeth 
Margaret V. H. B. Bird (Z., C.). Margaret Watson Blackwood (Z., C.), 
Agnes L*ggatt Duncan Bradford (Z. t C.) t Susan Struthers Bryce (C ), 
Lilias Elizabeth Barr Buchanan (Z.). Annie Burns Cameron (P.,C.), 
Edith Chalmers (C.), Ellen Boll Cowan (Z ). Edith Margaret. David¬ 
son (Z ), Simone Denll (Z., C.). Isabella Gibson Dunlop (B ). Elsie 
Florence Farquharson. M.A. (Z C.). Elizabeth Jardlne Flndlay(Z.,C.), 
Christian Melville Fleming (Z., C.), Margaret Elizabeth Gibson 
<ZJ, Muriel May Gllmour (Z„ C.). Agnes Scott Glover (Z.. C.), 
Mabel Scott Goudie <B .Z.). Mary Burns Grant (Z., C.), Christina 
Gray (Z., C.), Briinnhilde M«ry Grieve <Z., C.). Agnes Brownlie 
Hart (Z.), Marion Pitcairn Hogg (B.. P.t.lIsabel Edgar Russell 
Jeffrey (C.) t Margaret Longwill Johnston (Z. f C.). Jane Carrick 
MacDonald (Z., C.). Mary Johnston Macfarlane (Z., C.), Annie 
Isabel Christine Maclardy (C ), Alexandrena Miller Maelennan 
<Z . €.). Marie Josephine M'Naught (C.). Muriel Mary M’Walter 

i C.), Janet Dick Montgomery (Z., C ). Effie Niblock (Z , C.), Alice 
anet Paton (B.) t Joanna Thomson Rae (Z , C.), Isol>el Reid (Z.), 
Kathleen Eleanor Hyde Rutherford (Z., C.), Mary Russell (Z., C.), 
Marguerite Llnck Sclanders (Z.. C.). Margaret Dorothy Lightbody 
Service (Z.. C.), Catrlona Sinclair (Z., P.). Elizabeth Helen May 
Sllmmon (Z., C.), Alexandra Walker Smyllie. M.A. (Z., C.) t Jane 
Edgar Stewart (Z., P., C.), ( hristina Smith Stoddart (Z.. C.), 
Margaret Mavor Stuart (Z.). Dorothy Mary Summers (Z.), Helen 
Bruce Sutherland (Z., C.), Margaret Young Turnbull (Z.), Mary 
Carswell Walker (Z., C.), Mary Lyle Wilson (Z.. C.), Helen Frances 
Wingate (Z., C.), and Agnes Hart More Young (Z., C.). 

The following passed in the subjects indicated—A., ana¬ 
tomy ; P., physiology ; M., materia medica and therapeutics; 
Path., pathology 

Carl Otto Anderson, M.A. (A.). Alexander Basil Austin (Path.), 
Roderick Bethune (M.), Alexand' r Black (M.), Donald Cameron 
Bowie (P.. M.), John Bradford (Path.), Archibald Donald Brown 
<A., P.), Michael John Cabalane (M.), Thomas Watson Carstairs 
<P.), Malcolm Chalmers. M.A. (A.). Alexander Ebenezer Cochrane 
<M.), Hugh Auld Cochrane (M.), Alexander Conner Connell 
<A., P.), Edward Mitchell Erskine Cumming (A., P.), William 
Dempster, M.A. (M. Path.), John Campbell Dow (A., P.). Archibald 
Browning Smith Drysdale (M.). Kenneth Henry Dyke (M., Path.), 
Duncan Finlay son (M.), Janies Paton Fleming (M.), Thomas 
Fleming (M.), Thomas Forrest (M.), Allan Donald Fraser (A.), 
Kenneth John Alexander GUlandera (M.), William Hadden Gordon, 


M.A. (Path ). Adam Smith Goodie. M.A. (M.); Peter Fife 
Auchlnaehe Grant (A., P., M.). James Smith M'Lean Gray (M.), John 
Gordon Harrower (M.). Andrew Henrierson (M.) John Hislop (M.), 
Tom John Honeyman (Path.). Morris Hyman (M.), Edward Porteous 
Irving (Path.), John Irving (M.), Jacob Joels (M.), Robert Ebenc/.er 
Kerr (M.), William Hogarth Kerr, M.A. (M.). William Mackintosh 
Kerr (M.. Path.), James Patrick Kilty (M.), Andrew Brown M’Anlay 
Lang, M.A. (Path.), George Lean.’B.Sc. (Path.). James Liddell 
(M.). Jacob Lipsehitz (M.>, Frederick Richard Lubovins (Path.), 
William Wilson Lundie (Path.). Alan James Macartney (A.. P.), 
Duncan MacColl (A.. P.). Hugh Ernest M'Coll ( M.. Path.), Andrew 
Bnehanan Macdonald (A., P.), Robert Tsoedie M'Gibbon (M.), Arthur 
Daniel Clark M‘Gowan (Path.), Thomas M Gowan (M.), JameB 
At hole Cnmpbell MacGregor (M.), Douglas Bower M'Intnsh 
(Path). John William Mackay, M.A. (M.). Donald William 
Morison MacKenzie (M., Patii.), Robert Hugh M'Killop (Path.), 
James Graeme M'Kinna (A. M.), James Macalister Mackintosh 
M.A. (Path.), William Stanley Loues M’Leish (M.\ John 
Macleod (A.. P.), William *‘Linden («.), Findlay Kerr 
Macmillan (A., P.). Donald Macqueen (M„ Path.), Allan 

Watt M’Rorie (M.), John Muil Melvin (M.). George 
Anderson Mitchell (Path ), William Napier <M.). John Nicolson, 
M.A. (A., P.. M.), Isaac Ladipo Oluwole (A.). James Paterson (A.. P.). 
James Walker Patterson (M., Path.), Norman Bligh Peacock 
(M.), George Pearson (M.), Robert James PeterB (M.), John 
Browning Potter (M.), Rahmat Ullah Qureshl (A.. P.), Ian 
Menteltb Robertson (M.i, John Joseph Robertson (M.), Frank Watt 
Sandemsn (M., Path.). Thomas Robertson Sinclair (Path.), Clarence 
Lorraine Somerville (M.). Thomas Stark (A., P.). James Stewart 
(A.. P.). Arch Sutherland Strachan. M. A., B.Sc. (M.), Joseph Turner 
Taylor (A.). James Joseph Treanor (M., Path ), James Churchwill 
Vaughan (M.), Alexander Ross Waddell (A., P.), James Livingstone 
Walker (M., Path.), William Andrew Walker (A.. P.). Harold 
Douglas Wallace (M.), Hugh Wands (A., P.), Robert Wiggins (M.), 
George Macfeat Wishart (M.), and Robert Young (A., P.). 

Women.— Annetta Gillies Turnbull Anderson (Path.), Ellen Davidson 
Anderson (A., P.), Mabel Nellie Blake (M., Path.), GraceChatterton 
(M.), Margbarlta Mary lamont Couper (M ), Grace Anderson 
Fleming (M.), Margaret O’Rourke Gallagher (Path.), Mary Brown 
Gillespie (Path.), Jane Evelyn Hanson (M.i, Janet ’ Whyte 
Hepburn (M.), Mary Reid Knight, M.A. (M.), Elizabeth Cochrane 
Ix»udoun (M.), Mary Jessie Macdonald (M.), Isabella Quarrier 
M‘Fadzean (M ), Margaret Turner M‘George (M.). May Elizabeth 
Maclver (Path.), Maud Elizabeth Drysdale Mackinnon (A.), 
Margaret Gardner M'Vey (M.), Florence Frances Mitchell Milne 
(A., P.), Mercedes Margaret, Morton (Path.), Elizabeth Park Young 
Paterson (M.), Vida Johnston Perry (A., P.). Margaret Innes 
Prangnell (A., P.), Margaret Nelson Robertson (P.L Agnes Petrlna 
Routledge (M.). Marjory Mary Scanlan (A., P.). Katherine Scott 
(A., P ), Margaret Marion Catherine Steedinan (M.), Dorothea 
Helen Suttle(M.). and Lydia Ida Huber Torrance (M.). 

The following passed in Medical Jurisprudence and Publio 
Health of the Fourth Professional Examination (New Medical 
Ordinance):— 

John William Waddell Baillie, Joseph Edwards Bannen, William 
Moore Cameron, M.A., Robert Cunningham. David Heard 
Frederick William Hebblethwaite, George Mundell Hetherington, 
Henry Fiolden Hollis, James Robert Riddell Holms. James Nell 
Jamieson, M.A., Kenneth M'Alpinc, Neil MacKillop, James 
Macalister Mackintosh, M.A.. Humphrey Robertson, M.A.. Henry 
Buchan Sergeant, Andrew Wauchope Smith, and John Thomas 
Wylie. 

Women.— Janetta Margaret. Alexander. Winnlfred Jane Crawford, 
Margaret Hutchison Glen. Alice Julia Marshall. May Isabella 
Turner Reid, Marion Watson, and Mar}-MacLran Weir, M.A. 

The following passed in Medical Jurisprudence and Public 
Health of the Third Professional Examination (Old Medical 
Ordinance); - 

Alexander George Brand. John MacDougall Clark. William Hadden 
Gordon. M.A., Eduardo Guillermo Sanchez Hall. Tom John 
Honej-man, Andrew Brown M‘Aulay Lang, M.A.. Arthur Daniel 
Clark M'Gowao, Alexander Benhani Stich, B.Sc., and John Allan 
White. 

The following candidates passed with distinction in the 
subjects indicated :— 

In Zoology—Alan Percy Agnew. Mary Baird, BIsle Florence 
Farquharson, M.A.. Thomas Fletcher, Robert Dick Gillespie, 
Jnmes Lorimer Halllday, Mary Johnston Macfarlane, Alexandrena 
Miller Maelennan, James M‘Nair, John M‘Laughland Mrang, 
Mary Carswell Walker, Helen Frances Wingate, and John Wyllie, 
M.A. In Chemistry—Alan Percy Agnew*, James Lorimer Halllday, 
Margaret Longwill Johnston, George William Murray, John 
M'Laughland Strang. William Lees Templeton, Helen Frances 
Wingate, and John Yule. In Anatomy—Archibald Donald Brow*n. 
In Physiology—Alan James Macartney and Thomas Stark. In 
Medical Jurisprudence and Public Health—William Moore 
Cameron, M.A., James Neil Jamieson, M.A., Andrew Brown 
M'Aulay Lang. M.A.. James Macalister Mackintosh, M.A., and 
Mary MiacLean Weir, M.A. 

Queen’s University of Belfast.— At examina¬ 
tions held recently the following degrees and diplomas were 
conferred 

M.D.— Samuel H. Davison and Frederick C. Mann. 

M.H., B.Ch., and B.A.O.- Eileen M. Bell (second-class honours), 
David Corry, John Cullenan (second-claas honours). Charles F. 
Davey, Samuel J. \V r . Donald, James E. Finlay. Mary E. Henry, 
Mary M. Keims, John M. McCormack, James C. McMillan (second- 
class honours), Joseph R. M. Mackenzie, John F. W. Meenan, 
William N. Montgomery, and Robert L. Sinclair. 

Diploma in Public health.— Alfred M. Elliott (in abfentid), Philip J. 
Gaffikln (in absentia), Herbert M. Jackson, and Robert J. Morgan. 

Hunterian Society.— The annual general meet¬ 
ing will be held at 1, Wimpole-street, W., on Wednesday 
next, April 26th, at 8.30 p.m. The principal business will be 
the election of officers for next session. 
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JjarlimentarjT Intelligence. 

HOUSE OP COMMON8. 

Wednesday, April I2th. 

The Medical Profession and the War. 

Sir John Lonsdale asked the Under Secretary for War 
whether he was aware that there were a number of prac¬ 
tising physicians and surgeons above the age of 45 who would 
be willing to volunteer for special and general service at 
home, and thus enable the War Office to free active service 
men for work at the front; and whether the War Office 
would officially invite all medical men, without limitation 
of age, to offer their services for the period of the war under 
a scheme which would ensure proper recognition and due 
consideration of the special qualideations of practitioners 
who volunteered.—Mr. Tennant replied : Medical men 
between the ages of 45 and 55 are being employed 
as commissioned officers for general service in the United 
Kingdom. Medical men over 55 may offer their services for 
local employment to the general officer commanding-in-chief 
of the command in which they are living or in which they 
desire to do duty with the troops. I think the honourable 
baronet and my medical advisers are really at one in this 
matter. In other words, the policy Bhould be that medical 
men of more advanced years render the country better 
service by undertaking the care of the civilian population 
and thus setting free those of military age who are physically 
fit for duty at home or abroad. 

Sir John Lonsdale : Is the right honourable gentleman 
aware that the medical profession are looking for a clear and 
definite lead from the War Office in this matter, which they 
have not had up till now ?— Mr. Tennant : I am surprised to 
hear my honourable friend sav that. We have endeavoured 
to carry out the policy which he advocates to the best of our 
ability, and we are continuing to do so. 

Mr. Ronald McNeill asked the right honourable gentle¬ 
man whether, with a view to economising the supply of 
medical men available for the army, he would take steps to 
provide that general practitioners be, 8 3 far as possible, 
employed in part-time work in hospitals or in looking after 
the health of troops quartered in the neighbourhoods where 
Buch practitioners lived, so as to release for duty abroad men 
who had volunteered for whole-time service, thus obviating 
the necessity for asking an unnecessary number of men to 
take commissions in the Royal Army Medical Corps, whereby 
the supply of doctors for the civil population at home was in 
danger of being unduly depleted.—Mr. Tennant answered : 
General practitioners are already being largely employed in 
local military work. Every effort is being made to protect 
the needs of the civil population for adequate medical 
attendance, and in this connexion the War Office is receiving 
the advice and assistance of representatives of the civil 
medical profession and of the various Government depart¬ 
ments concerned. 

The Royal Army Medical Service. 

Mr. Ronald McNeill asked the Under Secretary for War 
whether he would appoint an independent committee to 
examine into and report upon the organisation and working 
of the Army Medical Service at home and abroad.— Mr. 
Tennant replied: I cannot undertake action which in my 
view could only have the effect of dislocating and perhaps 
disorganising a most efficient piece of mechanism. 

Mr. McNeill : Is the right honourable gentleman 
aware that a considerable number of the officers of the 
Royal Army Medical Corps practising at the front endorse 
the suggestions which I ventured to make some weeks ago 
in the House ?—Mr. Tennant : As the honourable gentleman 
has not thought it right to send me the letters, naturally I 
could not have the information which he has acquired. 

Mr. McNeill asked whether the right honourable 
gentleman was aware that some of the most eminent 
specialists in the various branches of surgery had been for a 
long time during the war employed in field ambulances or 
otherwise where their special qualifications were wasted ; 
and whether it was proposed to take any steps to ensure that 
doctors with special experience in different branches of 
medicine and surgery who had joined the Royal Armv 
Medical Corps should be utilised to the best advantage. 
—Mr. Tennant answered: Our ^ supply of efficient 
operating surgeons in our military hospitals at home and 
abroad is fully adequate. It is necessary that a certain 
number of younger surgeons should do* duty with field 
ambulances, and they are employed with those units. Every 
effort is made to utilise the services of medical men joining 
the Royal Army Medical Corps for such duties as their pro¬ 
fessional qualifications best fit them, but it is impossible to 
allow each individual to select the work which he considers 
himself most competent to undertake. 

Mr. McNeill: Has the right honourable gentleman 
observed that my question says that some of the most 


eminent specialists in the various branches of surgery were 
so employed, not the younger officers, as he Bays in his 
reply, and is he prepared to deny that eminent specialists in 
surgery have been employed in very inferior work? —Mr. 
Tennant: I am quite prepared to*believe that eminent 
specialists have occasionally, when they are employed 
abroad, to do somewhat trivial and menial duties. That 
must be part of every campaign. 

Mr. McNeill : Not at all.—Mr. Tennant : I do not agree 
with my honourable friend. I think it is absolutely 
inevitable in the ordinary routine of carrying on a great 
campaign that it may fall to the lot of the most eminent 
to do most trivial duties. We retain the services of these 
eminent specialists, and if we have to employ them in that 
way occasionally I am sorry, but it is part and parcel of the 
difficulty of carrying on a great campaign. 

Precautions against Malaria at Salonica. 

Lord Henry Cavendish-Bentinck asked the Under 
Secretary for War, in view of the fact that malaria was 
prevalent in the neighbourhood of Salonica during the 
summer months, whether the medical authorities were taking 
steps to safeguard the health of our troops by exterminating 
the mosquitoes which bred in the adjacent marshes.—Mr. 
Tennant replied : The authorities at Salonica are fully alive 
to the importance of the matter which the noble lord presses 
on my attention and they are taking the necessary steps. 

Recruits and Hernia. 

Replying to Mr. Jowett, Mr. Tennant said: Carefully 
selected men suffering from slight hernia, if properly fitted 
with a truss, may be passed for general service in the army. 
It is not anticipated that active service will incapacitate or 
harm these men. 

Sickness at Oswestry Camp. 

Sir Frederick Cawley asked the Under Secretary for War 
what were roe arrangements for dealing with cases of 
sickness at the Oswestry camp in regard to medical staff 
and hospital accommodation respectively; aud whether he 
was aware that great dissatisfaction existed as to the pro¬ 
vision for dealing with the abnormal number of cases at this 
camp.—Mr. Tennant said in reply: When I answered my 
honourable friend on April 6th 1 was under the impression 
that he was referring to Prees Neath camp, and the 
figures which I gave had reference to that camp and not to 
the adjoining Oswestry camp. The number of admissions 
to hospital at this camp from Oct. 1st to March 31st was 1754, 
and of those admitted 13 died. 3 of them as a result of 
accidents. The number of recruits training in this camp 
was 8500 and the total strength is 11,000. The medical 
arrangements at this camp are, in the opinion of the Deputy- 
Director of Medical Services and also of that of the senior 
medical officer of the camp, adequate. A medical officer is 
attached to each battalion. The hospital is a temporary one 
with 100 beds. There are in all 11 medical officers attached 
to the camp, 8 regimental officers and 3 officers doing duty at 
the hospital. In addition thereare4 medical officers belonging 
to the Welsh Field Ambulance, which are stationed at this 
camp for training. Their services are always available if 
required. 

Massage in Military Hospitals. 

Major Chapple asked the Under Secretary for War 
whether specialists in massage who held colonial qualifica¬ 
tions were being denied employment in military hospitals 
because they did not hold an Almeric Paget diploma; 
whether they were also being denied the right to sit for 
examination for this diploma unless they took the full six 
months’ course; and whether he had any evidence that this 
spirit and policy were being resented by the oversea 
dominions.—Mr. Tennant wrote in reply: Specialists in 
massage who hold colonial qualifications are not being 
denied employment in military hospitals because they do not 
hold an Almeric Paget diploma. I am, in fact, informed 
that there is no such thing as an Almeric Paget diploma. 
Six months’ training is required before a masseuse can be 
accepted, unless her education took place some time ago. 
This is the rule for the qualification of masseuses in civil 
life. The answer to the last part of the question is in the 
negative. 

Soldiers and Hospital Treatment. 

Major Astor asked the Under Secretary for War whether 
treatment given to soldiers in hospital was applicable in the 
case of all kinds of diseases or wounds, and whether such 
treatment was continued until a cure was effected or had 
become clearly impossible.—Mr. Tennant (in a written 
answer) replied : Hospital treatment is continued until a cure 
is effected or until it is obvious that the soldier will not be 
medically fit to remain in the service. In no circumstances 
is a soldier discharged from hospital [except to special 
institutions) unless he is able to leave without detriment to 
his health. 

The Board of Control, 

Mr. H. Samuel (Home Secretary) informed Mr. Kino that 
the work of the Board of Control had not been materially 
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reduced by the handing over to the War Office of certain 
asylums. 

Mr. King asked the right honourable gentleman in what 
way were Lunacy Commissioners specially qualified to 
undertake the supervision of war hospitals; whether such 
duties withdrew them from their ordinary functions; 
whether Lunacy Commissioners so engaged were receiving 
additional pay from the War Office; what amount of work 
and control had been vested in them; whether they were 
subject to the War Office or Home Office or both these 
departments in such duties; what was the number of these 
hospitals under the supervision of the Lunacy Commissioners; 
and whether all the previous inmates had been removed 
from such hospitals.—Mr. Samuel wrote in reply: The two 
Commissioners whose services have been temporarily lent 
by the Board of Control to the War Office are both medical 
men wtth high medical qualifications and wide experience 
in hospital organisation and administration. It is mainly 
through their advice and action that the Board has been able 
to place at the disposal of the War Office nearly 20,000 well- 
equipped beds for sick and wounded soldiers. Their duties 
in this connexion have for the time being, to a considerable 
extent, withdrawn them from their ordinary functions. 
They are not receiving any payment from the War Office. 
The* hospitals as soon as they were organised became 
military hospitals entirely under the control of the 
military authorities, but the latter still continued to have 
the advantage of the advice and assistance of the Commis¬ 
sioners in question in certain matters of administration that 
are from time to time referred to them. The number of 
hospitals so far provided by the Board of Control is 13, and 
another will be ready shortly. The previous inmates have 
been removed from the hospital except a small number of 
patients with mild symptoms, who have been retained for the 
purpose of carrying on the work on the farms attached to the 
hospitals, and are mostly housed in the outlying buildings. 

Thursday, April 13th. 

Royal Commission on Venereal Diseases. 

Major Astor asked the Prime Minister whether it was 
proposed this session to give effect by administration and 
legislation to any of the recommendations of the Royal 
Commission on Venereal Diseases.— Mr. Asquith answered : 
The report is now under the consideration of the deDart- 
raents concerned, and to-morrow the President of the Local 
Government Board is receiving an important deputation on 
the subject. It is the intention of the Government to deal as 
expeditiously as possible with this matter. 

The Wittenhery Camp. 

Mr. Gilbert asked the Secretary for Foreign Affairs to 
state the number of British prisoner camps in Germany and 
how frequently they were visited on behalf of His Majesty’s 
Government; and whether, in view of the recent report on 
the prisoners’ camp at Wittenberg, he could arrange for more 
frequent visits to be made to all camps and for the reports 
received on the same to be published immediately they were 
received.—Sir Edward Grey replied; According to an 
official statement by the Prussian Ministry of War, which 
was issued to the press on Feb. 14th last, there are in 
Germany 25 camps for officer prisoners, 46 for rank and file, 
and 42 fazarettes. Nearly all the camps and a considerable 
number of the lazarettes have been visited by the United 
States Embassy at Berlin, the more important on a number 
of occasions. When complaints are received with regard to 
a camp the United States Ambassador at Berlin is requested to 
send a member of his staff to inspect it. The reportson camps 
are issued to the press as soon as they are received. The staff 
of the United States Embassy at Berlin is being increased by 
four medical men to enable more frequent visits to be 
paid to camps. Tne German authorities refused to 
permit a visit to Wittenberg during the period covered 

by the recent report, on the ground of infection. 

The last report from the United States Ambassador at 
Berlin on this camp is dated on March 10th, and was 
issued to the press on March 28th. The report states 
among other things that there was a decided improve¬ 
ment in conditions since the previous reports in November 
and January, and that the commandant had been changed. 

Sir Henry Dalziel : Were the Foreign Office aware of the 
serious facts of this case at the time they occurred and what 
steps did they take to deal with them ?—Sir Edward Grey : 
As the House will gather from the report, we did not know 
the full facts until quite recently when the two doctors had 
been released from the camp. With regard to the steps 
taken, we pressed continually for visits of inspection to the 
camps and reports on the camps whenever we heard that 
there was trouble. The right honourable gentleman will 
realise from the answer I have just given that in the 
Wittenberg case the German authorities refused to permit 
visits to Wittenberg during the period covered by the recent 
report on the ground of infection. Therefore we could not 
know. 


Treatment of Consumptive Soldiers. 

Major Astor asked the Under Secretary for War how 
many military and Territorial hospitals had verandahs 
built for the purpose, inter alia , of providing treatment for 
consumptive soldiers; and whether he could state approxi¬ 
mately the number of patients who could be accommodated 
and treated on these verandahs.—Mr. Tennant replied : 
Soldiers suffering from pulmonary tuberculosis are dis¬ 
charged from the service and admitted to sanatoria under 
arrangements made with the Insurance Commissioners and 
the Local Government Board. It is true that a special type of 
hut has been designed with verandahs for the treatment of 
some cases, though not necessarily for consumptive patients, 
but I have no data as to the number of patients who could 
be accommodated in existing verandahs. 

Steel Helmets for the Troops. 

Colonel McCalmont asked the Under Secretary for War 
whether he was aware that the supply of steel helmets did 
not yet provide for every soldier whose duty took him to the 
trenches; and whether he could state how soon a sufficient 
number would be available.—Mr. Tennant said in reply : I 
have acquainted myself with the state of the supply. I do 
not propose to inform this House or the enemy about it in 
detail, but the active resumption of hostilities will Dot find 
the troops in the trenches unprovided in this respect. 

Colonel McCalmont : Can tne right honourable gentleman 
assure the House that there is no diminution in the supply 
and that it is being kept up steadily ?—Mr. Tennant: xes, 
the supply is, on the contrary, being accelerated. 

The Notification of Infectious Diseases. 

On a motion to recommit the Local Government 
(Emergency Provisions) Bill, 

Mr. Boyton urged the Local Government Board to recon¬ 
sider the decision to cut down the fee to medical men for 
notification of a case of infectious disease from 2.x. Sd. to Is. 

Mr. Hayes Fisher (Parliamentary Secretary to the Local 
Government Board) *aid that he had consulted the President 
on the subject, but his right honourable friend had held out 
no hope of foregoing the clause. The reduction in the fee 
was an economy asked for at all eventsduring the war, and he 
could not assent to the suggestion that the reduction should 
not be made. 

The subject then dropped. 

Monday, April 17th. 

Steel Helmets for the Troops. 

Replying to Mr. Annan Bryce, Dr. Addison, Parlia¬ 
mentary Secretary to the Ministry of Munitions, said : The 
steel helmets of which large quantities have already been 
supplied to the British Forces in France and of which 
adequate supplies are assured, possess higher protective 
powers than the French pattern. It is desirable that a 
uniform design should be adhered to, and I am not aware 
that steel of the requisite standard can be obtained in 
France. I may point out that it is most important to 
maintain the reliance which, I am informed, our troops 
now place in the helmets. 

The Wittenhery Camp. 

Answering Mr. Malcolm, who put a question relating to 
affairs in the Wittenberg camp during the months when 
typhus was prevalent Lord Robert Cecil (Under Secretary 
for Foreign Affairs) sai l : The Germans permitted no kind 
of communication, either by letter or orally, as to the condi¬ 
tion of Wittenberg during the months in question, and the 
Government had, I need not say, no suspicion of the horrors 
that were going on there or of the gross and criminal 
cowardice of the German medical staff in abandoning their 
duties to those under their charge. Neither our Allies, whose 
prisoners in the camp were far more numerous than ours, 
nor we demanded independent medical examination of the 
camp, and on behalf of the Government I can only express 
Xorofound regret that we sounder-estimated the brutality of 
our enemies. It is only right to say that we have no reason 
to suppose that other typhoid-infected camps in Germany 
were treated in the same* way. 

German III treatment or Sick Prisoner. 

Captain Douglas Hall asked the Home Secretary 
whether Private A. C. Tullev, Royal Marines, with 10 years’ 
service, died at the Barrack Hospital, Millbank, recently, 
weighing only five stone; whether he was aware that this 
man went out to Antwerp weighing about 14 stone, and was 
there taken prisoner by the Germans ; that he was confined 
at Doberitz and, by statements received, was starved, ill- 
used, and knocked about, and finally sent back to England 
about the middle of February in a* dying condition to the 
Millbank Hospital where he died within a fortnight of his 
reception; whether representations would be made to the 
American Ambassador with a view to alleviating the 
brutality and ill-treatment of other prisoners of war iu this 
oamp; and whether he would state now many prisoners of 
war returned from this camp had since died in England and 
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the cause of their death as diagnosed by the medical 
authorities here.—Mr. Herbert Samuel answered: I am 
informed that the statements in the question are sub¬ 
stantially correct, but there is no record of Private 
Tulley’s* weight at the time of death. It appears from 
his statement that he was confined in the camp at Doberitz 
and that after working in the wet he had no means of drying 
his clothes and could get no underclothes. The men were 
covered with lice. In July, 1915. he got rheumatic fever 
through going on daily fatigue duty, getting wet through 
and having no change. He was sent to hospital, and after 
five weeks was convalescent and was sent to another camp 
called Dvrotz about seven kilometres from Doberitz. He 
had to carry all his kit on the march and broke down, and 
was never well after that. A little later he was put 
into hospital at Doberitz, where he had no treatment 
at all and he had to depend upon an English prisoner, 
one of the patients. They had no drugs. When he arrived 
in this country he was in an advanced state of consump¬ 
tion and extremely emaciated, and he died in hospital a 
fortnight after his arrival. The Medical Board who reported 
upon his condition stated that it was due to exposure, 
insufficient food and clothing, whilst a prisoner in Germany. 
Tulley himself stated that the conditions in camp had much 
improved before he left it, and other reports confirm this. 
The improvement seems to have resulted from the efforts of 
the American Ambassador. There is no record of any other 
prisoners of war released from Doberitz camp having died 
since their return to this country. 

Tuesday, April 18th. 

Medically Unfit Prisoners of War. 

Mr. Malcolm asked the Under Secretary for Foreign 
Affairs whether he could now state how many British civilian 
prisoners had been passed by German doctors as medically 
unfit and therefore qualified for repatriation ; and what had 
been the result of the fresh steps announced by him to 
expedite the exchange of prisoners of this class.—Lord 
Robert Cecil said in reply: The answer to the first part 
of the question is in the negative. We have so far received 
no reply from the German Government to the proposals 
we have made to them indicated in the second part of the 
question. 

Mr. Malcolm asked the Under Secretary of State for War 
whether he could now state or circulate* the categories of 
diseases which would qualify British prisoners of war 
suffering therefrom to be interned in Swiss sanatoria; 
whether these categories would be identical with those 
agreed upon in February last between France and Germany; 
and when the panels of neutral doctors would begin their 
visitations of prisoner camps in Germany and England, with 
a view to ascertaining how many prisoners from both 
countries were qualified by the nature of their infirmities 
to take advantage of the hospitality offered by the Swiss 
Government.—Mr. Tennant answered : A definite agree¬ 
ment as to the diseases which will qualify British prisoners 
of war for internment in Switzerland has not yet been 
reached with the German Government. The desire is that 
the category of disabilities shall be the same as that which is 
now in force between France and Germany. It is hoped 
the Swiss medical men will be prepared to commence tours 
of inspection in British and German camps as soon as an 
agreement has been reached with Germany. 

Women in Munition Factories. 

Mr. Herbert Samuel informed Lord Henry Cavendish- 
Bentinck that in a new General Order effect would be given 
to the recommendation of the Health of Munition Workers 
Committee that the weekly hours of work for women and 
girls on munitions should not exceed the normal legal limit 
of 60. 



For further information regarding each vacancy reference should be 
made to the advertisement t see Index). 

When the application of a Belgian medical man would be considered 
the advertisers are requested to communicate with the Editor. 

Bath, Winblky Sanatorium.— Assistant Resident Medical Officer, 
unmarried. Salary £250 per annum, with board, residence, and 
laundry. 

Birmingham and Midland Kyf. Hospital, Church - street, 
Birmingham.—Resident Surgical Officer. Salary from £200 to 
£300 per annum, with board, residence. Ac. 

Bournemouth Hospital for Sick and Wounded, Boscombe.— 
House Surgeon ior six months. Salary £125 per annum, with 
board, lodging, and washing. 

Brighton County Borough Asylum, Haywards Heath.—Temporary 
Resident Assistant Medical Officer. Salary 25 guineas a month. 

Bristol Royal Infirmary. —House Phj’sicians and House Surgeons. 
Salary at rate of £120 per annum, with board, apartments, and 
laundry. 

Burnley, Victoria Hospital.— Female House Surgeon. Salary £160 
per annum, with residence, board, and washing. 


Bury Infirmary.— Senior House Surgeon. Salary £250 per annum, 
with board, residence, and washing. 

Buxton, Derbyshirf., Devonshire Hospital. —Assistant House Phy¬ 
sician. Apartments, board, laundry, and salary as arranged. 

Chesterfield and North Derbyshire Hospital.— Second House 
Surgeon. Salary £150 per annum, with board, apartment*, 
and laundry. 

Cobiiam, Surrey. Schiff Home of Recovery. Knowle Hill Park.— 
Resident Surgical Officer for six months. Salary at rate of £200 
per annum, with board, lodging, and washing. 

Federated Malay States Government.— Female Medical Officer. 
Salary £350 per annum. Central Lunatic Asylum; Assistant 
Superintendent. Salary £400 per annum, with free quarters. 

Leeds Public Dispensary.— Female Resident Medical Officer. Salary 
£130 per annum, with board, residence, and laundry. 

Manchester Northern Hospital for Women and Children, Park- 
place, Cheetham Hill-road.—Female House Surgeon. Salary £120 
per annum, with apartments and board. 

Manchester Royal Infirmary.— Resident Medical Officer and Resi¬ 
dent Surgical Officer. Salary £225 per annum each. Also'Assistant 
Resident Surgical Officer, Accident Room House Surgeon, and 
Resident Medical Officer (Central Branch). Salary £200 per 
annum in each ca.se. 

Nkw Hospital for Women, Euston-road, N.W.—Female Temporary 
Assistant Surgeon for six months. 

Newcastle-upon-Tyne, Royal Victoria Infirmary. —Four Resident 
House Physicians, Four Resident House Surgeons, Resident- 
Accident Room House Surgeon, Resident House Surgeon to Aural 
and Ophthalmic Department, Resident House Surgeon to Skin and 
Gynecological Department, and Resident House Surgeon to Out¬ 
patient Dressing Department. 

Putney Hospital, Lower Common, S.W.—Resident Medical Officer. 
Salary £150 per annum, with rooms, board.and laundry. 

Reading. Royal Berkshire Hospital.— House Surgeon for six 
months. Salary £250 per annum, with apartments, board, and 
washing. 

Rochester, St. Bartholomew’s Hospital, Kont. — Senior Resident 
House Surgeon. Salary at rate of £300 per annum. 

Salisbury General Infirmary.— Assistant House Surgeon, un¬ 
married. Salary £100 per annum, with apartments, board, lodging, 
and washing. 

Sheffield, Jessop Hospital for Women.— Female Junior House 
Surgeon, unmarried. Salary £80 per annum, with board, 
residence, and laundry. 

Sheffield Royal Infirmary.— House Physician. Salary £120 per 
annum, with board and residence. 

Southampton Free Kyk Hospital.— House Surgeon. Salary £100 
per annum, with board, lodging, and laundry. 

Vkwtnor, Isle of Wight, Royal National Hospital for Con¬ 
sumption and Diseases of the Chest.— Assistant Resident 
Medical Officer. „ _ 

West Ham and Eastern General Hospital, Stratford, R.—House 
Physician. _ 

The Chief Inspector of Factories, Home Office, London, S.W., gives 
notice of a vacancy for a Certifying Surgeon under the Factory 
and Workshop Acts at Acle, In the county of Norfolk. 


Stowages, atto jeafys. 


BIRTHS. 

Faulkner.— On April 14th. at The Rectory, Stanford-le-Hope, Essex, 
the wife of Captain Cyril D. Faulkner, R.A.M.C., of a son. 

May.— On April 12th, at The White House, Sonnlng, Berks, to Dr. and 
Mrs. Norman May, a son. 

Williams. -On April 12tb, at Bankside Nursing Home, Hendon, Nina 
(n<*e Humphreys), the wife of Captain Charles Eustace Williams, 
B.A.M.C., British Expeditionary Force, France, of a daughter. 


MARRIAGES. 

Crawford—Jenny.— On April 12th, at Christ Church, Woburn-square, 
London. Thomas Maitland Crawford, Lieutenant, R.A.M.O., to 
Mabel Gertrude Louise, only daughter of the late Jacques Jenny 
and Mrs. Jenny, of London. 

Martin-Gladstone.— On April 3rd, at St. Paul’s Church, \aletta, 
Malta, Captain James Sackville Martin, R.A.M.C., to Florence, 
eldest daughter of the late C. E. Gladstone, Bengal Civil Service, 
and Mrs. Gladstone. Roseneath, Jersey. 

Wilson — Mottkushall.— On April 12th, at the Church of 
8t. Bartholomew the Great, London, Walton Ronald Wilson. 
Lieutenant, R.A.M.C., to Emily Constance Mottershall, niece of 
Mr. and Mrs. Walter Southern Hunt, of Eastbourne. 


DEATHS. 

Ball.— On April 10th, Lieutenant Malcolm E. Ball, M.B. Lond., 
R.A.M.C. „ 

Donaldson.— On April 7th. 1916, at his residence, 23, Baton-square, 
Terenure. Co. Dublin, Robert Donaldson, M.R.C.S. Eng., J.P., late 
of Fort Hill. Castle Shane, Co. Monaghan. 

Prall. —On April 5th, at Mhow, India, Cedric Berkeley Prall. 

Lieutenant-Colonel, I.M.8., aged 44 years. 

Spender.— On April 14th, at Marlborough-bulldlngs, Bath, J. k. 

Spender, M.D. Lond.. aged 86 years. 

Stevens.— On April 13th, at Southampton, after a long and pain f ul 
illness, George Stevens, F.R.F.P.S. Glaag., late of Norton, Suffolk, 
aged 75 years. 


N.B.—A fee of 5s. is charged for the Insertion oj Notices of Births, 
Marriages, and Deaths. 
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MANAGER’S NOTIOES. 

TO SUBSCRIBERS. 

Will Subscribers please note that only those subscriptions 
which are sent direct to the Proprietors of The Lancet at 
their Offices, 423, Strand, London, W.C., are dealt with by 
them? Subscriptions pairLto London or to local newsagents 
(with none of whom hav9 the Proprietors any connexion 
whatever) do not reach The Lancet Offices, and con¬ 
sequently inquiries concerning missing copies, &c., should 
be sent to the Agent to whom the subscription is paid, and 
not to The Lancet Offices. 

Subscribers, by sending their subscriptions direct to 
The Lancet Offices, will ensure regularity in the despatch 
of their Journals and an earlier delivery than the majority of 
Agents are able to effect. 

The Colonial and Foreign Edition (printed on thin 
paper) is published in time to catch the weekly Friday mails 
to all parts of the world. _ 


TO COLONIAL AND FOREIGN SUBSCRIBERS. | 

Subscribers abroad are particularly requested to note the rates i 
of subscriptions <liven above. 

The Manager will be pleased to forward copies direct from 
the Offices to places abroad at the above rates, whatever be 
the weight of any of the copies so supplied. 
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The following magazines, Journals, &c.. have been received 

Medical Review, Journal of Pathology and Bacteriology, Public 
Health, Transactions of the Society of Tropical Medicine and Hygiene. 
Birmingham Medical Review. Canada Lancet, Canadian Medical 
Association Journal, Annali d'lgiene. La Clinique Ophtalmologique, 
Dublin Journal of Medical Science, Annalea de Gyn^cologie et 
d’Obstetriqne, St. Bartholomew’s Hospital Journal, Edinburgh 
Medical Journal, British Journal of Children’s Diseases, Midland 
Medical Journal, Journal of State Medicine, Revue de Gynecologic 
et de Chirurgie Abdominale, Revue de Chirurgie, Journal of the 
Royal Naval Medical Service. American Journal of Medical Sciences, 
Review of Neurology and Psychiatry, Medical Review of Reviews, 
Archives of Radiology and Electrotherapy, Surgery, Gynecology, 
and Obstetrics, American Journal of Orthopedic Surgery, Modern 
Hospital, &c. 


Communications, Letters, Ac., have been 
received from— 


A. —Ardath Tobacco Co., Lond.; 
Messrs. Arnold and Sons, Lond.; 
Anglo-French Drug Co., Lond.; 
Admiralty, Medical Department, 
Director-General of; Messrs. 
Allen and Hanburys, Lond.; 
Mrs. W. J. Amor, Marlborough ; 
Association for Moral and Social 
Hygiene, Lond.. Secretary of; 
Miss H. M. Anderson, B 09 - 
combe. 

B. —Messrs. T. B. Browne, Lond.; 
Bristol Royal Hospital for Sick 
Children, Secretary of; Brighton 
County Borough Asylum, Hay¬ 
ward’s Heath, Secretary of; 
“Blighty,” Lond., Hon. Secre¬ 
tary of; Mr. James Berry, Lond.; 
Sir Lauder Brunton, Bart., Lond.; 
Dr. J. Blomfield, Lond.; Messrs. 
W. H. Bailey and Son, Lond.; 
Dr. S. J. M. Bradshaw, Duala; 
Messrs. Brown and Sons, Douglas; 
Mr. E. Bougault, Paris; Birming¬ 
ham and Midland Bye Hospital, 
Birmingham, Secretary of; Mr. 
Aslett Baldwin. Lond.; Barn¬ 
staple, Medical Officer of Health 
of. 

C. — Mr. C.W. Catheart, Edinburgh ; 
Surgeon W. P. Cowper, R.N., 
Lond.; Mr. S. Constable, Lond.: 
Clerical, Medical, and General 
Life Assurance Society, Lond., 
General Manager of; Chester¬ 
field Hospital. Secretary of; 
Messrs. E. Cook and Co., Lond.; 
Mr. Zachary Cope, Lond.; Mr. 
Damley Clifton. Lond.; Canada, 
Department of Agriculture, 
Ottawa, Dominion Entomologist 
of; Captain C. Clarke, R.A.M.C.; 
Messrs. J. and A. Churchill, 
Lond.; Dr. Hugh Crouse, B1 
Paso. 

D. — Messrs. Down Bros., Lond.; 
Messrs. W. Dawson and Sons, 
Lond.; Denver Chemical Manu¬ 
facturing Co., Lond.; Staff 
Surgeon S. F. Dudley, R.N.; 
Dr. Vincent Dickinson, Lond.; 
Mr. Arthur Denman, Lond.; 
The Decimal Association, Lond. 

B.— Messrs. Evans, Sons, Lescher, 
and Webb, Lond.; B. M. S., 
Malvern. 

F. — Hon. Bdith Fitzgerald, Lond.; 
Dr. R. Hingston Fox, Lond.; 
Fellows Medical Manufacturing 
Co., New York. 

G. —Dr. J. F. Gill. Cambridge; 
Mr. H. N. Gilbey. Lond.; Mrs. 
Goodwin, Diss: Dr. M. F. H. 
Gamble, Kew, Victoi ia, Australia; 
Dr. Major Greenwood, Lond.; 
Mr. E. W. Hey Groves, Clifton; 
Dr. Leonard Guthrie, Lond.; 
Dr. H. Geens, Lend. 


H. —Dr. D. A. Hansen, Bergen; 
Messrs. A. Heywood and Son, 
Manchester; Harrogate Corpora¬ 
tion Royal Baths General Mana¬ 
ger of; Dr. E. F. Htggens. Lond.; 
Dr. J. C. Houston, Belfast; 
Mr. T. V. Hutton, Shrewsbury; 
Mr. L. Graham H. Horton-Smith, 
Lond.; Dr. E. W. Hope, Liver¬ 
pool ; Lieutenant J. Heat barley, 

R.A.M.C., Hornsea; Mr. E. Hall, 
Lond. 

I. —International Plasmon, Lond. 

J. —Mr. Walter H. Jessop, Lond. 

K. —Dr. A. Beresford Kingsford, 
Lond.; Kreochyle Co., Lond. 

L—Dr. Albert S. Leyton, Leeds; 
Local Government Board, Lond., 
Medical Officer to; Messrs. 
Longmans, Green and Co., Lond.; 
Jondon (Royal Free Hospital) 
School of Medicine for Women; 
Messrs. H. K. Lewis and Co.; 
Lond.; Mr. J. Lewis, Selkirk; 
Mr. E. P. Leary, Innisfail; 
Dr. A. B. Lothian, Edinburgh; 
Liverpool Education Office, Clerk 
to the; Sir William Milligan, 
Manchester. 

M. —Mr. F. H. Mortens, Lond.; 

Messrs. C. Mitchell and Co., 
Lond.; Messrs. Mahle, Todd, and 
Co., Lond.; Captain A. Manuel, 
R.A.M.C., France; Lieutenant- 
Colonel C.S. Myers, R.A.M.C.(T.), 
France; Maltine Manufacturing 
Co., Lond.; Metropolitan Public 
Gardens Association. Lond., 
Chairman of; Dr. James Met¬ 
calfe, Lond.; Mr. E. W. G. 
Masterman, Coventry; Captain 
H. McGrlgor, R.A.M.C.; Man¬ 
chester Corporation, Clerk to the; 
Mr. J. Y. W. Mac A lister Lond.; 
Mrs. E. Myers, Great Shelford; 
Fleet-Surgeon J. S. J. Murphy, 
H.N. * 

N. —National Association for the 
Prevention of Infant Mortality, 
Lond.; National League for 
Physical Education and Im¬ 
provement, Lond.; National 
Medical Union, Lond., Assistant 
Secretary of. 

P.— Dr. Richard Purdon, Belfast; 
Panel Committee for the County 
of London. 

R. — Dr. Henry Rundle, Southsea; 
Rochester and Chatham Printing 
Co., Rochester; Royal Infir¬ 
mary, Sheffield, Secretary of; 
Royal Sanitary Institute, Lond., 
Secretary of; Professor William 
Russell, Edinburgh. 

S. —Mrs. Sticbel, Brighton; Messrs. 
W. H. Smith an<i Son, Lond.; 
Messrs. A. De St. Dahnaa and 


Co.,Leicester; Dr. Harold Speuce, 
Lond.; The .Sacramento Bee, 
Sacramento, Managing Editor of; 
Dr. G. M. Sydenham, Chelwood j 
Gate; Messrs. Sherratt and ! 
Hughes, Manchester; The South- 
port Visiter, Managing Director 
of; Dr. Herbert Spencer, Lond.; 
Dr. Walter G. Smith, Dublin; 
Dr. D. Sen, Midnapur. 

T.— Dr. H. L Tidy, Bursledon; 
Dr. H. H. Tidswell, Torquay; 
Dr. C. B. Taylor, Manchester; 
Mr. H. M. Traquair, Edinburgh ; 
Miss M. Tanner, Llandudno; 
Messrs. W. Thacker and Co., 


Lond.: Messrs. W. E. Taylor and 
Co., Glasgow. 

V. —Messrs. J. W. Vickers and Co., 
Lond.; Verkehrsverein Davos. 

W. —Mr. J. W. Ward, Croydon; 
Welsh Metropolitan War Hos¬ 
pital, Whitchurch, Clerk to the; 
Dr. R. C. Wingfield, Lond.; 
Writers’ and Artists’ Year Book, 
Lond., Editor of; Mr. A. Wilson, 
Lond.; Wellcome Bureau of 
Scientific Research, Lond., Secre¬ 
tary of; Mr. C. P. G. Wakeley. 
Lond.; Dr. Sydney WLitaker, 
Liverpool. 


Letters, each with enclosure, are also 
acknowledged from— 


A. —Dr. E. Allen. Harrogate; 
Professor Sir H. B. Allen, Mel¬ 
bourne; A. G. F.; A. C. S.; 
Messrs. Armour and Co., Lond.; 
Miss Anderson, Bournemouth. 

8 .— Mr. E. J. Blackett, Lond.; 
Mr. Boyce Barrow, Lond.; 
Bishopstone House, Bedford, 
Medical Superintendent of; 
Balmoral Nursing Home, Liver¬ 
pool, Secretary of; Dr. Biggar, 
Mitcham; Mr. R. Brockman, 
Lond.; Messrs. A. Bishop, Lond.; 
Dr. T. S. Brodie, Wishaw; Bootle 
Borough Hospital, Secretary of; 
Dr. H. Boshouwers, Valparaiso; 
Mr. W. Barrie Brownlie, B'ack- 
bum; Dr. F. M. Blumer, Stafford; 
Captain H. L. Barker. I.M.S., 
Lond.; Captain Andrew Barr, 
A.V.C., France; Birkenhead 
Borough Hospital, Secretary of ; 
Dr. Barbour, Edzell. 

C. —Mr. F. W. Clarke, Manchester; 
Captain Compton, R.A.M.C., 
Weymouth; C. H. (J.; Surgeon j 
H. Colson, R.N., Lond. 

D. —Dr. T. Dobson, Windermere; 
Messrs. Dowie and Marshall, 
Lond.; Dr. J. Duff, Chester; 
Dr. M. Dempsey, Dublin; Mr. J. 
Downer, Lond. 

B. —Mr. E. Evans, Felinfach. 

P.— Messrs. J. S. Fry and Sons, 

Bristol; Dr. G. Foy, Dublin. 

G. —Mr. H. Gravely, Fletching; 
Mr. H. T. Gray, Lond.; Messrs. 
W. Grisewood and Son, Liverpool; 
General Life Assurance Co., ; 
Lond., Secretary of; Dr. G. M. I 
Gray, Lagos; Dr. W. H. Gibson, | 
Dunoon; Dr. S. Gill, Formby; 1 
Dr. H. C. Gillies. Salisbury; j 
Dr. E. Goodall, Wbitchurcli; j 
Dr. Gonella, Buenos Aires; Mr. ; 
M. P. Gabe, Merthyr Tydfil; Mr. j 
T. Gray, Morriston ; Dr. R. A. ! 
Glegg, Lincoln; G. J. H. 

H. —Dr. B. S. Hyslop, Settle ,i 
Messrs. Howard and Sons, Ilford; ] 
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K. —Messrs. D. J. Keymer and Co., 
Lond. 

L. —Dr. A. Lewthwaite, Braintree : 
Messrs. E. and S. Livingstone, 
Edinburgh ; London Association 
of Nurses, Secretary of; Messrs. 
Lee and Martin, Birmingham; 
Dr. A. E. Larking, Buckingham ; 
Dr. J. H. W. Laing, Blairgowrie; 
Messrs. Lucas, Hutchinson, and 
Meek, Middlesbrough; London 
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tion, Secretary of. 

Bff.—Mr. H. Milford, Lond.; M. C.; 
Mendip Hills Sanatorium, Wells, 
Medical Superintendent of; 
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Lieutenant M. G. McBUigott, 
R A.M.C.; Captain Colin Mac¬ 
kenzie, R.A.M.C., Lond.; M. W.; 
Dr. M. B. Murphy, Mansfield; 
Dr. Arthur Morley, Lond.,- Milton 
Advertising Agency, Lond. 

N.— National Institute for the 
Blind, Lond., Secretary of; 
The Nurees’ Association, Lond., 
Secretary of; Norwood Sana¬ 
torium, Beckenham, Secre¬ 
tary of. 

P.—Messrs. Pellant, Lond.; P. P.; 
Mr. C. W. Purves, Beeston; 
Dr. Palmer, Lond.; Portsmouth 
Lunatic Asylum, Clerk to the. 

R. —Mrs. Rich, Bournemouth ; 
Messrs. Richardson and Co., 
Lond.; Royal Albert Institution, 
Lancaster, Secretary of; Dr. 
Mona Roberts, Liverpool. 

8.—Dr. St. Clair Shad well, Lond.; 
Schiff Home of Recovery, Cob- 
ham, Secretary of; Messrs. 
A. F. Sharp and Co., Glasgow; 
Dr. O. Sehnltter, Greylingstad ; 
S. D. A.; Springfield House, 
Bedford, Medical Superintend¬ 
ent of. 

T.— Mr. W. Taylor. Worthing; 

Dr, Thomson, Fenton. 

W.— Mr. H. Watts, Wallingford ; 
Messrs. Whiffen and Sons, Lond.; 
Wye House, Buxton, Medical 
Superintendent of; Mr. (J 
YYoakes, Lond. 


I 


l 

j 


| 





THE LANCET, April 29, 1916. 


Cjie Hlilr(qr Jettarts 

OH 

INFANTILE MORTALITY AND THE RELATIVE 
PRACTICAL VALUE OF MEASURES 
DIRECTED TO ITS PREVENTION. 

Delivered before the Royal College of Physicians of London 

By S. G. MOORE, M.D. Vict., D.P.H. Eng. Conj., 

MEDICAL OFFICER OF HEALTH AND LECTURER IN PUBLIC HYGIENE 
AND SANITATION, TECHNICAL COLLEGE, COUNTY BOROUGH 
OF HUDDERSFIELD. 

LECTURE II. 1 
Delivered on March lhih. 

Mr. President and Gentlemen,—As already pointed 
out, it is a matter of course that every statement contained 
in the official publications of the Local Government Board 
•carries very great authority. Equally as a matter of course 
one accepts them substantially. But having in mind the 
fact that it is not given to human beings to be perfect, and 
fortified by the reflection that 1 have devoted exceptional 
attention to this subject for many years, I venture to reiterate 
the opinion that in these reports too great importance is 
given to general sanitation in accounting for the reduction 
in the infant mortality figure observed of recent years, and 
that too little importance is given to work especially directed 
to meet the particular 

circumstances of infant Fig. 1. 


and notably for the attention paid to housing. With the 
possible exception of Birmingham, no sanitary district 
has expended so much time and money in this direction. 
Two years ago the sum of £1,350,000 had been spent 
on housing schemes, but, as will be seen from Fig. 3, 
the infant mortality figure remains high. Moreover, it 
is well known that infant mortality is low in rural and 
generally in small urban districts, particularly so in agri¬ 
cultural areas, but it is equally well known that sanitation 
is of the lowest standard in these very places. 

I by no means wish to suggest that general sanitation, and 
especially municipal cleanliness, do not favourably affect the 
health of infants as of inhabitants generally, but, speaking 
as one who has given close attention to the problem for a 
long while, I would lay stress upon the view that other factors 
are of a greater significance and importance. It is well 
known that a heavy toll on the lives of the very young is 
levied in industrial districts where the employment of women 
is at a minimum, but where the standard of life is low, as 
well as in other industrial districts where their employment 
is at a maximum. I believe that the explanation of the 
former phenomenon is that the infants are individually 
neglected in the homes of the people, and I have no doubt 
that a breast-fed baby living in insanitary surroundings, but 
cared for by its mother would have a very much greater 
chance of surviving than one bottle-fed and neglected by its 
mother, however excellent might be the sanitation of the 
house and the district in which it lived. Instances have 
been adduced, where in the same street in certain families 
there have been many surviving children, and in other 

Fig. 2. 


life. In support of this 
view I exhibit three 
charts. 

Influence of Special 
Measures on Infant 
Mortality. 

P The first (Fig. 1) shows 
the death-rate in England 
and Wales and in Hud¬ 
dersfield from 1870 to 
1914. It will be observed 
in the first instance that 
these two rates follow one 
another fairly closely, 
especially of recent years, 
and that substantially 
the decline is uniform 
and progressive. The 
eecond chart (Fig. 2), 
which shows the infant 
mortality figure in 
Huddersfield, does not 
follow the same course, 
especially in the last nine 
or ten years. It will be 
seen that during the 
period antecedent to 1906 
the carve is higher than 
•during the succeeding 
years. In fact, it is 
hardly too much to say 
that the chart can be 
divided into two periods 
—one before 1906 and 
one after that year. It 
was in 1907 that the 
special work against 
infant mortality in 
Huddersfield came into 
full operation. 

The foregoing con¬ 
siderations are reinforced 
by the following facts. 
The city of Liverpool is 
well known for its 
efficiency in sanitation, 

1 Lecture 1. was published 
In The Lancet of April 22nd, 
1916. 



Huddersfield: Infant Mortality since 1877 of Deaths 
per 1000 Births registered. 











896 The Lancet,] DR. S. G. MOORE : INFANTILE MORTALITY AND ITS PREVENTION. [April 29,1916 


families of a similar social grade the survivors have been 
few. An instance in Liverpool has been cited frequently, 
where in one house, out of nine children born, all survived, 

and next door, out 
Fig. 3. of a similar number 

Infant Mortality: Liverpool (continuous births, there was 

line); Huddersfield (broken line). but a single survivor. 

Regsasssgsassssssass In . th j 8 C 00116 ™” 1 

the fact appears to 
be worthy of em¬ 
phasis that if we 
rely upon improve¬ 
ment in the general 
sanitation to reduce 
the excessive fatality 
among infants, even 
the most sanguine 
must recognise that 
many generations 
will pass before any¬ 
thing like a satisfac¬ 
tory result can be 
realised. On the 
other hand, the 
events of recent 
years have demon¬ 
strated that special 
measures directed to 
individual infants 
have given results 
immediate and better 
than were antici¬ 
pated. 

Relation of 
Infant Mortality 
Figure to Rate in 
Next Four Years 
of Life. 

In view of the 
statements to which 
prominence has been 
given to the effect 
that the result of 
preserving the lives 
of infants would 
have a generally bad 
effect on succeeding 
ages, based on the 
argument that here¬ 
dity rather than en¬ 
vironment should be 
taken into account, 
I have prepared the 
following chart. 
(Fig. 4.) The curve 
showing the death- 
rates per 1000 per annum at ages from 1 to 5 years 
follows very closely the corresponding curve at age 0 to 1 
year. But if the work against infant mortality were only 



Fig. 4. 

Huddersfield : Death-rate per 1000 per 
annum—years 1877-1914. 

Upper line represents death-rate at ages 0-1 years. 
Lower line „ * „ ,, 1-6 years. 


temporary in its 
influence, the 
curve at succeed¬ 
ing ages ought to 
have shown a rise. 
Of course, this is 


6 

3 

4 

3 

2 

I 
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not the case. I 
have referred to 
these arguments 
against the utility 
of endeavouring to 
reduce the infant 
\. . mortality figure 

M/\ elsewhere and 

V\A from another 

, * point of view. It 

really does not 
appear to be worth 
while to labour 

—«-~-1 the point, but 

I will recall the 


fact that in the Local Government Board Reports on this 
subject the same demonstration is given, and over extended 


age-periods. The same thing is better seen where triennial 
periods are taken. By the massing of the figures a smoother 
curve is obtained. (Fig. 5.) 

Fig. 6 . 

Huddersfield : Mean Death-rate per 1000 per annum from , 
1877-1915 in Triennial Periods. 

61 Thin line represents death-rate at ages 0-1 years. 

Thick line ,, „ ,, 1-5 years. 



The result in Huddersfield is amply corroborated by the 
results shown in the following series of charts giving the 
death-rates at each of the first five years of life for England 
and Wales calculated per 1000 survivors at each age-period. 
(Figs. 6, 7, 8, 9, and 10.) It will be seen that the curves 
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Fig. 9. 



Fig. 10. 



(870 - I'M. 


formed, after making allowance for the greater vulnerability 
at the earliest age-period, substantially follow one another— 
that is to say, a reduction in the infant mortality rate 
(deaths under one year of age) is followed by a reduction in 
the mortality in succeeding years. 

Principal Causes op Infant Mortality in 
Huddersfield. 

These are expressed as percentages of the whole: con¬ 
trasting 1899-1906 with 1907-1914. This diagram (Fig. 11) 
is of considerable interest generally and brings out a 
particular fact of much importance. It displays the diseases 
which are chiefly responsible for infant deaths expressed 
as percentages of the total mortality. Those comprised 
in the ‘ ‘ other diseases, ” represented in the last two 
columns, have been omitted from individual display for 
various reasons, principally because each represents so few 

Fig. 11. 

Huddersfield: The principal causes of Infant Mortality 
expressed as percentages of the whole : contracting 
1899-1906 with 1907-1914. 



a, Premature birth. B, Atrophy, debility, and marasmus, 
c. Diarrhoea, d, Bronchitis. E. Pneumonia, f. Convul¬ 
sions. Q, Whooping-cough. H, Measles. I. All other 
diseases. 

deaths, but also for causes connected with death certification. 
“All other diseases” caused 23 3 per cent, of the deaths in 
the earlier period; the sum of the values of the other 
columns represents the balance 76 7 per cent. The figures 
for the later period are 30-2 per cent, and 69 8 per cent, 
respectively. 

Apparently the attempt to save infant life in Hudders¬ 
field has led to a relative increase of deaths from premature 
birth, pneumonia, and “ all other diseases,” and to a relative 
decrease in all the other principal causes of death—notably 
from “atrophy, debility, and marasmus,” and diarrhoea. 


In reflecting on this diagram it should be borne in mind 
that during the later period, 1907-1914, there was a positive 
reduction of infant fatality and that the diagram displays 
the transference of the death incidence from one cause to 
another—hence its significance. And hence the outstanding 
significance and importance of the fact shown in the first 
two columns. The proportion of deaths from premature 
birth rose from 14 9 per cent, to 17 8 per cent. This is 
compatible with the belief that preventable depths have been 
eliminated in part, thus increasing the proportion of deaths 
which hitherto have been considered to be unavoidable. 
This belief is strengthened by a consideration of the other 
columns. Diarrhoea, bronchitis, convulsions, whooping- 
cough, and measles, in fact, all the columns except that 
representing pneumonia, show a decline. 

Now I am able to state as the result of an extended 
intimate experience that many persons, including coroners 
and medical men as well as certain eugenists, hold the opinion 
that many deaths at early ages result from a lack of vitality 
consequent on premature birth. If that view be well 
founded, it appears to follow that atrophy, debility, and 
marasmus should show a relative increase, coincident with 
the increase in deaths from premature birth. But the 
converse appears. In fact, the decrease of mortality from 
these three factors of the infant death-rate is greatest of 
all—from 13 per cent, to 8 per cent, of the total deaths. 
Therefore I feel justified in holding the belief that hygienic 
procedures directed to counteract the disability resulting 
from a premature entrance into the world are not, as it were, 
beating themselves in vain against an inherent ineradicable 
lack of vitality, but that, on the contrary, they do meet with 
a not inconsiderable measure of success. 

Relation between Birth-rate and Death-rate in 
England and Wales. 

It will be seen from Fig. 12 that while both curves are 
falling, that representing the birth-rate is falling more 
rapidly than that of the death-rate. As a matter of fact, the 
reduction in the birth-rate amounts to 32*7 per cent., while 
the reduction in the death-rate during the period shown is 

Fig. 12. 

England and Wales : Birth-rates and Death-rates 1871-1915 
in Qumquenniatls. 



36 8 per cent., but the birth-rate has fallen about 12 per 
1000 and the death-rate only 8 per 1000. Were individual 
years shown, of course the curve would not be so smooth. 
This was seen in the chart showing the death-rates for 
England and Wales and Huddersfield, which was exhibited 
in connexion with the fall in the infant mortality figure. 

In the present chart the fixed points represent the average 
death-rate during a period of five years. It will be noted 
that during the first five-yearly period, from 1871 to 1875, 
the birth-rate was 35 5 per 1000 and the death-rate 22 per 
1000. The fall is fairly uniform for both curves, but that 
showing the birth-rate is the steeper, so that they tend to 
run together. At what period this result (which will be 
calamitous to the race) will be realised we may not attempt 
to predict; it is probable that disturbing factors will make 
themselves felt, but it may not be lost sight of that whereas 
there is nothing to prevent the continuance in the decline of 
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the birth-rate which may even be accelerated, human 
vitality does fix a point below which the death-rate cannot 
fall. 

Handy Infant Incubator. 

Some years ago I was shown in Finsbury a simple form of 
incubator, suitable for use in the homes of the people, and 
calling for the minimum of skilled attention. (Fig. 13.) It was 
made from one of Tate’s sugar cases, and divided horizon¬ 
tally into two compartments by means of webbing. In the 
lower compartment are placed one, two, or three ordinary 
earthenware hot-water bottles. The infant is placed in the 

Fig. 13. 



An incubator made from a sugar case.' 

upper compartment, in which there is a thermometer. The 
top and sides of the incubator are hinged and glazed. 
Ventilation is secured by augur holes, some of which are 
covered by slides, so that they may be opened or closed, and 
so the temperature may be regulated. 

The incubators weigh but little, and can readily be carried 
about. The total cost is less than 10*., but the same thing 
in a more ornamental form has been placed on the market 
by a firm of wholesale druggists, Messrs. Sumner, of Liver¬ 
pool. It will be seen that the manipulation of these 
incubators is quite simple, that there is no danger of over¬ 
heating ; in fact, they are suitable for use in the homes of 
the people. At Huddersfield we commenced with two, and 
have found it necessary to increase the number to six. 

In the majority of cases they are used intelligently, and 
undoubtedly have been of service, but the regrettable fact 
must be recorded that from time to time the offer of one 
on loan, without charge, is rejected ; and also, from time 
to time, it is found that after they have been employed 
for a few days the trouble of tending them seems too 
great to those in charge of the infant. The same tendency 
is evinced in another direction ; many mothers, rather than 
be at the pains of tending their offspring in the incubator 
during the night will take it into bed. There seems some 
excuse for this. Such mothers argue that the warmth of their 
own bodies is sufficient and natural. 

Records exist of the loan of these incubators on 75 occa¬ 
sions during the last four years. In respect of 16 it could 
not be established whether or not they were actually used ; 
of the remaining 59, the records showed that they were 
employed in 32 instances, and that they were not employed 
in 27 instances. In the former series 21 of the infants lived 
and 11 died, and in the latter 12 lived and 15 died. Thus, 
where the incubators were used 65 6 percent, of the children 
lived and 34 4 per cent, died ; but where they were not used 
only 44 4 per cent, lived, while 55 5 per cent. died. It 
will be understood, of course, that the incubators are only 
used where the infant is very premature and weighs very 
much below the normal. 

The total numbers are so small that if the differences were 
inconsiderable th«-se figures would be of little value, but 
when it is recognised that when the appliance was employed 
almost twice as many premature babies lived as died, and 
that a greater number died than lived when it was not 


employed, there can be no doubt that this very simple con¬ 
trivance has done useful service. But there is another anefc 
a dark side of the picture. In a town of 110,000 population r 
during a period of four years, it was judged desirable by a, 
competent medical authority to provide an incubator with 
a view of saving the life of a human being on 75 occasions,, 
but those whose plain duty it was to take every possible 
means, not only to safeguard and to nurture, but to cherish 
the helpless being, in 27 instances, for one reason or another, 
did not avail themselves of the help not only proffered but 
urged upon them. 

No excellence of sanitation nor adequacy of municipal 
cleanliness can by any possibility have affected these par¬ 
ticular results, yet to my mind there is an imperative neces¬ 
sity that something be done in this regard, and to me it ia 
clear that action can only follow one or other of two lines— 
public opinion must be educated, or the State must take 
action and require protection for such cases. The laws of a 
country are little more than the codified public opinion,, 
based on the current morals, manners, and customs of the 
people. But the enactment of a statute would go a loDg 
way to cultivate a sound public opinion. 

Reduction of Infant Mortality in Large Towns. 

This slide (Fig. 14) shows the amount of reduction of the 
infant mortality figure which has been observed in 30 of the 
large towns of England and Wales, comparing the period 
from 1877 to 1906 with the period 1907-1914. The reason 
for the separation of the total period 1877 to 1914 into these 
two particular parts has been seen in the preceding diagrams 
which displayed for England and Wales, for Liverpool and 
for Huddersfield, a definite separation of the curves at 
that period—one of high infant mortality and another of 
comparatively low infant mortality. 

I submit that this diagram, taken in conjunction with those 
just referred to, establishes two facts. First, that the reduc¬ 
tion of mortality and the saving of infant life has been very 
substantial, and in the second place, that it has not beeni 


Fig. 14. 

Infant Mortality <30 Large Towns). 
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Chart showing the improvement per cent, in the two means 
1877-1906 and 1907-1915. 

gradual. But the improvement in sanitation has been slow,, 
gradual, and not marked by any abrupt change. The same- 
is true of municipal cleanliness, the spread of education, the 
habits of the people, and so on and so forth. The facts dis¬ 
played here constitute one of the reasons which led me to 
the conclusion that it is by direct rather than by g-eneral 
methods that we must hope still further to improve the- 
babies’ chances of surviving. 

Expectation of Life in Huddersfield. 

One result of universal compulsory elementary education 
has been an enormous increase of printing and, it follows, 
an enormous amount of reading. We recognise that some 
printed matter stimulates thought, but that can hardly be 
said of the reading printed day by day in the press ; at least, 
I do not think that it leads to excogitation on the part of the 
masses. Many absorb the printed word and rest content at 
that, instead of pondering the matter and resolving for them¬ 
selves the ultimate significance of the facts stated. Thus we- 
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Tead and speak of the redaction which has taken place in the 
-deaths among babies, and in a general way we accept this 
-as being a good and desirable thing. We become vaguely 
-conscious of some of the consequences in increased health, 
diminished sickness, and reduced mortality. 

I wonder how many of those who have considered this 
subject have asked themselves the question: What is the 
result on the expectation of life of this reduced infant 
mortality, and ought not the insurance companies to reduce 
'their premiums in consequence ? I cannot (at least I will 
not) answer the latter part of the question at all, neither can 
1 state the increased expectation of life at birth for the 
whole country; but owing to the kindness of Mr. Moorhouse, 
the actuary to the Friends’ Provident Institution, I am 
able to do this for Huddersfield, both for males and 
females:— 


Assumed deaths during 
first year per 1000 
births. 


Males . 156 

. 105 

Females ... 156 
. 105 


Complete expecta¬ 
tion of life; 
years. 


49'4) 

52-4 j- + 3 years net. 
gjigj- + 31 years net. 


The mean infant mortality figure prior to the special work 
against infant mortality in Huddersfield was 156. The mean 
■since that work has been in operation is 105. Thus this 
particular work has added three years to the life of each 
■generation. 


Existing Provisions for Infant and Child Welfare. 


As a preliminary to a consideration of the relative value 
of measures directed to the protection of infant lives, it 
will be 'fcrell if we try to take stock of what is being done at 
present, and here we meet with a difficulty which presents 
the problem in a new phase. I think I may state that it is 
manifest that the work of protecting the young human being 
ought to be done naturally, as a matter of course, and ought 
to be done adequately by the parents and by the State. 
Furthermore, that provision ought to be made in the statutes 
governing the Realm to ensure the same. How strange, how 
singular, is it not, that the existing state of affairs has quite 
•recently been discovered to be such that special and extra¬ 
ordinary measures have been found to be necessary, and 
have come into being ? Yet that even to-day the laws under 
which we live do not take these things into cognisance. 
Apart from the Children Act, I think I am safe in stating 
that while the legal rights of infants to property are safe¬ 
guarded, our statutes contain nothing, unless it be some 
archaic and forgotten medieval law, which in any way 
protects the natural and primal right of the infant. It 
will be, of course, understood that I do not refer to the 
•ordinary laws (in whose protection we all share) against 
assault, murder, and that sort of thing. 

Well, what are the works which have come into being of 
recent years 1 Provision is made, more or less systematic¬ 
ally, and more or less completely, for notice to be taken 
by the sanitary authority of the existence of the infant. As 
we have seen, less than ten years ago this was done for the 
first time in Huddersfield, and only last year did it come into 
•operation for the whole country (the significance of the fact 
that the number of deaths of infants which occurred under 
the old system was excessive may not be lost sight of). This 
is followed, more or less completely, and more or less 
systematically, by a visit to the infant in its home, and here 
let it be recognised that the quality of the service rendered 
is very unequal and leaves much to be desired. I will have 
more to say on this point later. 

Next we have health societies. The Directory of Health 
Societies, compiled and issued by the National League for 
Physical Education and Improvement, contains the names of 
489 different associations. Nine of these are national, 70 are 
municipal in the sense that they are associated with, and 
assisted by, different sanitary authorities ; the balance, 410, 
are purely voluntary. As a result of a scrutiny of the annual 
reports issued by these societies and a computation based 
thereon I estimate that they assist annually 155,000 infants. 
It will be understood that this is by no means an actual 
number ; the estimate is very rough and ready, for more 
than one reason—e.g., when we find that one society states 
that 500 children made 900 attendances, another society 
with 300 children have 2350 attendances, and a society with 
100 children had 1550 attendances, one is driven to the 
conclusion, even after making allowances for different 


procedures, that the figures may not be accepted as being 
rigidly accurate. Another reason is that the figures are 
based on a small number out of the total. 

The activities of the different societies do not appear to 
bear any very definite relationship with the titles under 
which they function. The work which they undertake is 
very varied. Thus, they visit in the homes, either by means 
of paid or voluntary assistance ; they maintain institutions 
to which infants may be brought. In some of these, only 
hygienic* advice is given; in others, treatment is also 
afforded. Others give lectures on a great diversity of 
subjects. Others, again, hold classes where practical work 
bearing on the welfare of infants and children is demon¬ 
strated. Very many issue leaflets containing advice. A 
few day nurseries are maintained by voluntary societies, and 
many provide clothing for the infants and food for the 
mother or infant. In addition to the foregoing, in six localities 
antenatal work of various kinds has been established. This 
side of the work is still very recent and undeveloped ; no 
c^ubt very much more will be done in the near future. 

This summarised statement is all that the occasion permits, 
but I trust it will lead to a recognition of the fact that a 
large amount of very excellent work has been organised and 
is being carried out in this country by ladies and gentlemen 
who are actuated by a sincere desire to serve their fellow 
men, and who do render this service at the cost of much time 
and labour to themselves. Conduct of this kind deserves 
commendation and obtains our sincere admiration. Yet it 
partakes of the nature of charity. The infant has the right 
to protection. 

Next we have milk depots, the English form of “gouttes 
de lait.” Here let me say in passing that I trust there will 
not arise in England anything at all resembling the un¬ 
fortunate rivalry which arose between Yariot and Budin in 
Paris—the one maintaining the excellence and desirability 
of the “ gouttes de lait” against the other who advocated 
the consultations. To the onlooker it was manifest that 
both organisations were doing excellent work. These milk 
depots are places where milk is modified and pasteurised and 
placed in a number of bottles sufficient for the daily supply, 
so that each contains one meal for the infant, the idea being 
to provide an appropriate and safe food at each age. They 
had a great vogue some years ago, especially in France and 
Spain. (In the United States a prominent citizen of New 
York, Mr. Nathan Strauss, whose wealth enabled him to 
operate on a scale commensurate with the size of the city, 
distributed annually more than one million bottles and more 
than three million glasses of pasteurised milk. He has 
• published interesting reports, which show clearly that the 
result has been highly beneficial.) In this country 13 such 
institutions have been established, 5 of which are in London. 
This movement against infant mortality, however, appears 
to have languished. Eleven were opened between 1899 and 
1906, one in 1910, and one in 1912. Four have been closed. 
The cost in relation to the number of infants helped appears 
to be the stumbling block. There can be no doubt that the 
cost per meal of pasteurised milk is considerable. On the 
other hand, it is surely an imperative thing to provide food 
for infants which will not destroy them. Yet such are the 
conditions of the industrial milk-supply in this country that 
in hot weather the only milk commercially available for poor 
people does, in fact, destroy babies in large numbers. Of 
this there is ample evidence. 

The “ infancy” of the whole movement for the protection 
of infants is well demonstrated by the fact that it is only 
within the last two or three years that the Government has 
become awake to the need for considering the health and 
safety of the unborn child. But to-day work is being under¬ 
taken in this direction. Apart from a few isolated infants’ 
hospitals (I think I am safe in stating that the total in the 
British Isles could be numbered on the fingers of one hand), 
in addition it may be to maternity wards in workhouse 
infirmaries, this completes the list of measures available for 
the prevention of infant mortality and the protection of 
infant life in this country at present. 

Infants’ Foods. 

I do not recollect finding in the reports of the Local 
Government Board on Infant Mortality any special reference 
to the artificial (so-called “patent”) babies’ foods, many of 
which used to be, and some of which are still, largely 
advertised. Neither is there any reference to anything of 
the kind in the Yilliers-le-Duo report. Apparently in the 









900 The Lancet,] MAJOR E. W. HEY GROVES & CAPT. T. H. BROWN: GUNSHOT FRACTURES. [April 29,1916 


latter case the need did not arise. Here, again, we have an 
example of the singular apathy of the “powers that be ” with 
regard to the interests of the infant. It is, of course, a 
simple and well-known fact in physiology that until the age 
of five months an infant is unable to digest starches. One 
would have supposed that it would have been a very serious 
offence for any person for the sake of profit to attempt to 
place starch on the market and call it babies’ food. One 
would suppose that there was no special need for advocacy 
on this point, but it is the case that to-day there is nothing 
to prevent such action on the part of any person, and this in 
face of the fact that serious formal representations have been 
made unavailingly to the Government department con¬ 
cerned, with a view to preventing this abuse, or rather this 
crime. 

Surely it is not too much to ask that an infant be not 
slowly starved to death by having administered to it a 
substance which does not nourish it. The mind reels 
before a contemplation of the number of infants who have 
been slowly done to death in this horrible fashion in tWs 
country during the past 50 years. No words can be too 
strong in condemnation of the system which permits the 
interests of commerce to stand in the way of the utter, 
ruthless uprooting—the total obliteration of this system. 


ON THE TREATMENT OF GUNSHOT 
FRACTURES : 

A DESCRIPTION OF APPARATUS AND TECHNIQUE. 
By ERNEST W. HEY GROVES, M.S. Lond., F.R.C.S. Eng., 

MAJOR, ROYAL ARMY MEDICAL CORPS ; 

AND 

THOMAS H. BROWN, M.B., B.C. Cantab., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 


Introduction. 

In a typical gunshot fracture there are three main charac¬ 
teristics : great comminution with displacement, severe 
sepsis, and pain which becomes intolerable with movement. 
A patient with such a fracture is in great danger of losing 
either life or limb from sepsis or hemorrhage, and if he 
escapes these early dangers, recovery of the limb is generally 
a matter of months, and, unless special precautions are 
taken, will leave him with a deformed and almost useless 
member. 

Any system of treatment of such fractures must aim at 
saving both life and limb, and restoring the latter to useful 
function. In order to do this four things are necessary : 
(1) Immobilisation of the fractured part for a prolonged 
period ; (2) thorough treatment of the wound, by free 
drainage and frequent dressings; (3) restoration of the 
correct line and length to the bone by extension in its axis ; 
(4) maintenance of both wound treatment and extension for 
a period which may be prolonged to several months. And 
as accessories to the above two further conditions are 
desirable : (5) The joints being kept semiflexed, so that the 
limb is in physiological rest, and the flexor muscles relaxed ; 
(6) massage and movement of the limb from an early period. 

The Treatment of Grossly Infected Wounds. 

Shell and bomb wounds which are obviously grossly 
infected should be opened up freely at the earliest possible 
moment. It is not justifiable to leave such for X ray exa¬ 
mination, if this is not immediately available. Large pieces 
of shell and scraps of clothing can readily be extracted by 
enlargement of the wound, aDd it is much more important to 
do this at once than to wait for radiographic information. 
For this type of wound there is safety only in opening early 
and opening freely. Small punctured and penetrating 
wounds without evidence of infection are better left alone 
with a simple dressing until admission into a base hospital. 

Treatment of Fragments in a Comminuted Iraoture. 

However freely the wound is opened up the bone frag¬ 
ments must be left in situ. However much the bone is 
comminuted the fragments are seldom bereft of all vascular 
supply, and when the wound becomes healthy they will 
re-form the broken parts. It is only too easy to remove 
several inches of the shaft of the bone if every movable 
fragment is seized which can be felt in the wound. Then 
the limb will be left in a useless condition and, apart from a 


late grafting operation, nothing can be done to restore it. 
There are only two exceptions to this rule of not removing 
fragments of bone: first, when the articular end of a bone 
is shattered, all loose bone should be removed from the 
joint; and, second, if a bit of bone is clearly devoid of all 
vascular connexion and lies in a septic wound it should be 
taken out. 

The Avoidance of Operative Fixation of the Iragments. 

It is useless and very dangerous to attempt to plate or 
wire bone fragments lying in septic wounds. If much com¬ 
minution exists this will be a mechanical impossibility and 
if the fracture is not comminuted it is excellently suited for 
extension treatment. Boring holes in a bone in an infected 
wound will usually lead to necrosis of that portion of the 
bone which is fixed by a plate, and though for the moment 
the patient may be better for the immobilisation he will run 
a grave risk of losing the limb later. 

It is necessary to preface the description of the splints 
and extension apparatus by these remarks because they 
involve cardinal principles. Unless a grossly infected 
wound is opened and drained early and thoroughly, unless 
the fragments of bone are left in place, and unless unnecessary 
operative fixation is avoided, no subsequent splint or 
apparatus will serve to save a useful limb, nor, indeed, will it 
save the limb or even the life in many cases. 

Fractures of the Femur. 

1. In the Early Stages. 

At the clearing station the limb should be put up on the 
wire-cradle leg-splint, and in all the stages of transport it is 
to be left on this splint. This is very easy of application, 
because it merely requires the leg with flexed knee to be laid 
in it. No bandaging is necessary, except round the foot and 
leg below the knee when the patient has to be transported. 
It is comfortable for transport, because the flexed position of 
the joints prevents all rolling, and there is a cross strut 
which takes a bearing on the stretcher poles. 

The mire-cradle leg-splint , short pattern (Fig. 1).—This 
consists of a wire frame, fixed on a metal base, with a cross¬ 
piece at the lower end, the long end of which is turned 
towards the sound leg. It is to be used for any fracture of 


Fig. 1. 



Wire cradle-splint; short pattern. Only three strips arc 
shown, and about four more would be required ; f. Foot- 
piece ; H, Holes for fixing extension uprights ; s. Cross strut 
which can bo turned with its long end either side. 

the lower two-thirds of the femur or of the leg below the 
knee. It is prepared for use by placing slings of rubber or 
of flannel bandage across from side to side for the whole 
length of the leg. These slings should be of such a length 
as to allow the leg to lie with its upper surface on a level 
with the splint. Rubber slings are used opposite any part 
which is wounded, and also below the knee. In the former 
oase this is for cleanliness and in the latter to afford an 
elastic extension of the thigh. The knee is flexed over the 
elastic band and this will pull upwards away from the hip; 
this extension sling therefore should be adjusted fairly 
tightly and covered with a generous pad of wool. The rest 
of the slings are made of double slips of flannel bandage, 
secured by safety-pins. 

When the splint has been converted into a cradle by the 
adjustment of the rubber and flannel slings, it is applied 
simply by raising the leg, keeping traction on the thigh and 
bending the knee and placing the limb upon the splint, so 
that the knee lies at the bend of the wire frame. The 
tension of the slings is then adjusted so that even support is 
obtained along the whole leg. If the patient has to be 
moved or is delirious, the foot and leg are bandaged to the 
splint, but otherwise this is not necessary, because the cradle 
in which the limb lies, being a double inclined plane, does 
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not allow of the limb moving from its position. When the 
wound is dressed the rubber slings are unfastened from the 
outer bar of the frame and dropped out of the way. Anterior 
wounds do not require the slings to be moved at all and a 
posterior wound can be so treated that a sling lies above and 
below it, so as not to imprison discharges or block the mouth 
of a drainage-tube. 

The rvire-cradle leg-splint, long pattern (Fig. 2).—This is 
exactly like the short pattern in principle, but it is longer. 
One bar of the wire frame is longer than the other in order to 



Wire-cradle leg-splint; long pattern. The extension uprights 
are detachable. In a more recent pattern both side bars of 
this splint are of the same length but they are supported at 
a higher level, so that the inner one clears the pubes. By 
this modification the same splint will suit a right or left leg. 

take the longer, outer side of the thigh, and the frame is so 
bent back at its upper end as to allow the bedpan to be 
slipped underneath it. 

The use of rubber slings .—The rubber slings may be made 
of ordinary rubber bandage, used in double thickness and 
fastened by a safety-pin. But for the support of the leg it 
is much better to use the stout rubber, which can be obtained 
by cutting up unserviceable motor-tyre inner tubes. The 
disused tyres can be obtained from any ordnance stores. 

Fig. 3. 

1 if 



Rubber slings for wire- 
cradle leg splints. In 
this pattern, one end 
is fixed by hooks and 
the other by a brooch- 
pin. 


The thick rubber sling may be fixed to the wire frame by 
turning over each end round the wire and clipping by a 
brooch-pin made from steel wire, or by hooks made from the 
ribbon aluminium used in the field fracture cases. Different 
methods of attachment are shown in Figs. 3 and 4. 

2. In the looter Stages. 

The treatment above described is all that is necessary for 
the early stages—i.e., for a week or ten days—but when 
the patient has arrived at a base hospital a more exact and 
efficient extension is necessary in order to secure the correct 
length and alignment of the broken femur. The patient 
is first examined by the X rays. This is done while he 
lies on the splint, the 
only alteration necessary 
being that for the moment 
the rubber slings near 
the fracture should be re¬ 
placed by flannel. Ex¬ 
tension is attached to 
the limb either by means 
of adhesive plaster or by 
a transfixion pin. In 
either case it will be 
necessary to fix the two 
metal uprights and pulley 
wheel to the splint by 
means of four bolts. The pulley wheel can be adjusted at 
three different heights in the uprights. (See Fig. 2.) 


Fig. 4. 



Rubber sling fixed and adjusted by slips 
of aluminium ribbon which can be 
bent and cut to any length; these are 
only shown here at one end of the 
sling. 


Extension by plaster .—The ankle and heel are protected 
by a layer of wool and a bandage, the leg is shaved and 
washed with spirit. Zinc oxide adhesive plaster is then 
fixed to a wooden spreader and attached to the leg as high 
above the knee as the wound will allow. Circular strips of 
plaster surround the limb from the ankle to the tubercle of the 
tibia (the crest of the tibia being protected from pressure by a 
strip of gauze), and from the upper border of the patella to 
within a safe margin of the wound. A bandage surrounds 
the plaster. A cord is taken from the spreader to the pulley 
placed in the middle hole in the uprights and a 20 lb. 
weight attached. In this method the slings which support 
the thigh and knee must be lowered and those under the 
calf raised, so as to keep the knee almost straight. The 
foot is supported by the weight in mid-air. 

It will often occur that the plaster loosens or slips ; this 
is due to the shrinking of the limb owing to subsidence of 
inflammatory swelling and to emaciation. In this case it is 
necessary to re-apply it or to replace it by transfixion. This 
method is perhaps the best in the early stages of very septic 
cases. Not only does it avoid transfixion at the stage of 
infection, but it tides over the first period of treatment and 
allows transfixion to be postponed until the time when bone 
union is taking place. It is liable to cause soreness unless 
very carefully applied, and the direct pull on the almost 
straight knee is a great disadvantage. 

Counter extension .—However extension is applied, counter 
extension is necessary from the outset, otherwise the 
patient is pulled down and the splint and the adjustment is 
disturbed. Counter extension is provided by a well-padded 
flannel bandage round the sound thigh tied to the head of 
the bed, and also by raising the foot of the bed on 8-inch 
blocks. 

T'ransfixion extension .—When the wound has assumed a 
healthy character it is usually more satisfactory to apply 
extension by means of a transfixion pin passed through the 
condyles of the femur or the head of the tibia. 

It is wise to use the tibial site of transfixion for all cases 
in which the fracture is near the knee-joint, and also in 
those in which there is reason to anticipate a slow progress 
of union. There is not only less liability to septic ulceration 
round the pin-holes, but if this does occur it does compara¬ 
tively little harm, whereas at the lower end of the thigh 
there is danger of sepsis spreading from the pin-holes into the 
muscular planes of the thigh or even into the knee-joint. 

On the other hand, the femoral site of transfixion has the 
advantages of pulling directly on the lower fragment and of 
not interfering with passive movements of the knee during 


Fig. 5. 



treatment. Transfixion is performed by a plain steel pin 
inches long and 3/16th inch thick, with a sharp chisel 
point at one end and a slot which fits a hand brace at the 
other. (Fig. 5.) The leg lies in its cradle-splint to which 
the extension uprights have been bolted and the pulley wheel 
fixed at the highest position. The lower end of the thigh 
or the upper end of the tibial region is painted with iodine 
and the patient is given gas in bed. An assistant stands 
on the outer side of the patient and steadies the limb, and 
pulls the skin upwards towards the fracture. The surgeon 
drives the pin into the limb either at the upper part of the 
internal condyle or into the inner tuberosity of the tibia 
just above the level of the tubercle. The pin cuts its own 
way into the skin and through the outer shell of bone pro¬ 
pelled by a firm jerk, and then the pin is driven through the 
bone by rotation of the brace and cuts its way out of the 
skin on the farther side. In this way the holes made in the 
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skin by the pin are just large enough to take the pin 
and leave no open wounds. The spots of entry and exit are 
covered with pads of dry gauze and a bandage. The pro¬ 
jecting ends of the pin are grasped by a metal horseshoe, by 
which a cord is fixed over the pulley to a weight of 15 lb. 
(Fig. 5.) The transfixion pin is left in place for a period of 
from four to eight weeks. The shorter time is usually sufficient 
when the fracture is in the lower third of the femur and in 
the absence of retarding suppuration. The longer period 
may be used in tibial transfixion. If firm union has not 
occurred at the end of six weeks in the femoral transfixion 
or after eight weeks of tibial, adhesive plaster may be 
applied for a further period after its removal, but this is not 
often necessary. The progress of union may be judged both 
by the X rays and the absence of pain at the site of the 
fracture on removal of the weight. 

Massage and movements. —In the majority of cases, and all 
in which the wound is doing well, the whole of the limb 
apart from the wounded area is massaged from the end of 
the first week until the patient is able to walk ; from the 
end of the second week the knee-joint is moved gently once 
a day from extreme extension to a flexion of 45 degrees and 
the ankle has all its movements imparted to it. 

The hinged wire-cradle leg-splint. —There is one objection 
to the elevated position of the thigh in the treatment of 
septic fractures of the femur. In some cases the suppura¬ 
tion tends to track towards the hip. This is usually the 
result of the wound not having been thoroughly opened or of 
proper drainage not having been provided. If this tendency 
is observed and cannot be checked by proper drainage, the 
case should be treated by a hinged splint which, whilst 
keeping the limb horizontal, allows of it being elevated for 
dressing without disturbing the extension. This hinged splint 
(Fig. 6) consists of a stout wire frame which lies on each side 


A 


B 


Hinged leg-splint; a, Raised position for dressing; b, Horizontal 
position to avoid upward tracking. In a more recent model of this 
splint there are two improvements. The upper ends are supported 
on curved instead of straight uprights, the curve being a quadrant 
with a 6dnch radius. This serves to allow clearance for the bed- 
pan. The lower end of the movable frame is bent upwards and 
there are two pulley wheels, the upper one to take the pull 
direct from the femur and the lower one to take a pull by adhesive 
plaster through the leg and foot. 

of the leg, hinged to a metal base. The frame-work carries 
a pulley-wheel on the cross-piece below the foot. A swing¬ 
ing strut serves to support the frame when the latter 
is elevated to 45 degrees. In order to apply this splint, 
either adhesive plaster or a transfixion pin is necessary for 
the attachment of extension. If a pin is used, then instead 
of a horse-shoe attachment between the cord and the pin, 
two cords are brought down each side of the leg from the 
ends of the pin and fixed to a cross-piece of wood or metal 
which lies below the sole of the foot, and to which the 
weight is attached by a third cord. If adhesive plaster is 
used then a foot-piece (see below) is used as a spreader and 
the weight is attached to this. When an attachment for the 
weight has been provided by one of these means the splint 
is converted into a sling in the same w.ay as the other pattern 
by the use of flannel or rubber strips, these being adjusted so 
as to allow the back of the thigh to rest at the level of the bed. 
The limb is placed in the cradle thus made for it, the upper 
or hinged ends being placed as high as the perineum will allow, 
the inner end being protected by padding ; counter extension 
is provided, as before, by a perineal band round the sound 




thigh. When the dressing is done the frame cradle is raised 
to an angle of 45 degrees and the strut swings into place. 
Then the whole of the back of the thigh is accessible when 
the slings are removed, the tension of the weight serving to 
keep the bones in position. 

It might be thought that the purpose of this splint would 
be equally well served by simply keeping the limb lying on 
the bed with a weight over a pulley at the lower end, but 
when such a limb is lifted without mechanical aid it is found 
quite impossible to hold it at a sufficient elevation and 
without varying the tension, and the cardinal principle of 
immobilisation is violated daily. 

I have found in many bad cases where suppuration is very 
slow in clearing up that it is very convenient to begin by six 
weeks’ transfixion extension on a double inclined plane cradle- 
splint, and then to attach adhesive plaster and continue 
with the hinged splint until union is complete. 

On the necessity for abduction. —In all fractures of the 
upper part of the femur it is absolutely essential to keep the 
thigh abducted, because otherwise adduction of the lower 
fragment will be brought about with consequent angular 
deformity. This abduction will always be secured if counter 
extension is made from the sound side of the pelvis while 
extension is maintained on the injured leg. It is necessary 
to point this out, because both the patients and nurses are 
liable to leave off the perineal counter extension, and if the 
elevation of the bed alone is used to prevent the weight 
pulling the patient down, abduction is not secured. 

Fractures of the Tibia and Fibula. 



Elastic extension, applied by rubber 
tube to the foot-piece. 


If there is much comminution with large discharging 
wounds, it is just as necessary to elevate the leg from the 
bed as in fractures of 
the thigh. The short 
pattern leg cradle- 
splint above described 
and figured is to be 
used. (Fig. 1.) Above 
the knee in the thigh 
portion one or two 
stout rubber slings are 
placed. The lower end 
of the thigh is pro¬ 
tected from pressure 
on the hamstring ten¬ 
dons by suitable pad¬ 
ding. These rubber 
slings serve as an 
elastic counter exten¬ 
sion. A foot-piece with 
a cross metal bar which slides on the frame is fixed to the leg. 
This is done preferably by adhesive plaster running up the 
sides of the leg, the ankle and heel being properly protected by 
wool and bandage. But if the wound is too low down for 
this, then the foot-piece must be bandaged on to the foot by 
a starch bandage, the dorsum of the foot being well protected 
by padding. The leg part of the splint is provided with 
slings, either of rubber or flannel, the length of these being 
adjusted after the leg is placed into 
position, so as to allow the foot to 
be supported by the bars of the foot- 
piece. 

In the majority of cases of gun¬ 
shot fractures below the knee a 
very slight amount of extension will 
prevent or 
correct over¬ 
lapping of the 
bones if the 
limb is kept in 
this position, 
which, by 
reason of the 
flexion of the 
knee and the 
extension o f 
the ankle, 
relaxes the calf 
muscles. This 
extension i s 
brought about 

by a piece of rubber tubing half an inch thick and about 
12 inches long, each end of which is tied into a loop by string 
binding. The tube is passed across the uprights of the wire 


Fig. 8 . 



Weight extension, applied to the foot-piece. In 
a more recent pattern of the short leg cradle 
splint there i9 provided a slot at the lower end 
into which a cross rod bearing a pulley can be 
fitted. This provides for weight extension 
without necessitating the special uprights. 
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cradle (not the extension uprights, which are not necessary) 
and wound round these two or three times and the ends 
looped over the outstanding bars of the foot*piece. (Fig. 7.) 

In cases where this extension is not sufficient the extension 
uprights are fixed to the splint, the pulley placed in the 
lowest position, and weight applied to the foot-piece. (Fig. 8.) 

In cases of some long standing when much overlapping has 
occurred and certain closed fractures with much muscle 
spasm, it may be necessary to use some form of transfixion. 
The best site for this is the malleolar region or the os calcis 
and the pin 4 inches long and £ inch thick is used. To 
this a 101b. weight is attached, and very soon serves to 
correct the displacement. 


Fractures of the Arm. 

In many arm fractures there is nothing like the same 
urgency for special apparatus as in the case of the leg, and 
very often, though the fracture is comminuted, there is very 
little real displacement or loss of continuity. But if the 
limb is severely shattered exactly the same principles must 
be observed, as have been detailed above. 

The wire oradle-splint (Figs. 9, 10).—This splint, shaped 
like a capital letter L, is made of i-inch steel wire, 
rounded at the top where it lies over the shoulder. This 


part and the small 
lower end, which 
hand, are padded, 
rubber are attached 
the splint, and it 
arm. Theshoulder- 
the neck and the 
grasp the hand- 
are then brought 

Fic. 10. 


Fig. 9. 


cross-piece at the 
is grasped by the 
Strips of flannel or 
to the inner bars of 
is placed over the 
piece is tied round 
hand is made to 
piece. The slings 
across underneath 




Wire cradle arm-splint. 


Wire cradle arm-splint with slings in 
position. x. Bandage round neck; 
s. Padding over shoulder ; h, Padding 
for hand ; a, Rubber under axilla. 


the arm and pinned 
to the outer bar. 
It is often con¬ 
venient to use a 
single broad sling 
for the unwounded 
part of the limb. 
For example, if the 
humerus is fractured 
the whole forearm 
may be slung in one 
sheet of lint and 
separate rubber slings used for the upper arm. The 
uppermost strip, which lies in the axilla, is formed of a 
double drainage-tube which can be lightly padded. In bad 
cases, when the patient is in bed, the whole limb is slung to 
a bar at the side of or across the bed, where it can be 
submitted to constant irrigation. 

The arm-cradle with axillary bar (Fig. 11).—It is some¬ 
times more convenient to have the upper end of the splint 
in the axilla instead of over the shoulder. The cradle-splint 
can be given this form by bending 
the upper rounded part at right 
angles to the arm-piece ; when 
so bent the splint will form an 
inside angular splint for one arm 
or an outside angular splint for 
the other. 

Extension either of the humerus 
or forearm can be provided for in 
this splint as follows. For the 
humerus, by bending the upper end 
into the axilla and padding the 
same, and then passing a rubber 
bandage across the flexor aspect 
of the forearm and the outer 
bar of the lower portion of the 
splint for several turns. 

For extension of the forearm the hand must be firmly 
bandaged to the hand-piece, and the arm drawn back 
to the outer bar of the splint by a rubber bandage 
passing across the front of the biceps. 



Wire cradle arm-splint. 
Upper end bent into 
axilla; x, Bandage round 
neck; a. Padded bar in 
axilla; h, Pad in the hand. 


Special Extension Arm-splints. 

In those cases where the wounds are less severe and in 
which much displacement of the bone 
exists, it is necessary to use some form 
of constant extension in order to obtain 
correct length and alignment of the 
broken bones. This is arranged for in 
the splints described below by means 
of a 9-shaped steel 
spring, capable of keep¬ 
ing up a constant ten¬ 
sion of 5 to 8 lb. (when 
the tip of the spring is 
displaced one inch 
towards the shaft there 
is a tension of 7 lb.). 

The humerus extension 
splint. — The body of 
this is made either of 
wood or metal. It con¬ 
sists of a Y-shaped 
piece, the upper part of 
which is well padded 
and placed in the axilla. 

(Figs. 12,13.) Adhesive 
plaster is fixed to the 
arm below the wound 
and to a wooden spreader 
which lies just below the 
elbow. From this a 
cord hangs down. The 
splint is placed in the 
axilla and the extension 
cord is passed through 
the hole in the spring. 

The latter is pulled towards the elbow with a tension of 
5 lb., and the cord is then tied in this position. No bandage 
is necessary to keep the splint in position. Every third day the 
splint is taken off, by merely unknotting the extension cord, 
and the axilla is rubbed with spirit and dusted with powder. 



Humerus exten¬ 
sion splint, 
wooden pattern; 
A, Padded crutch 
for axilla; p. 
Adhesive plaster 
attached to arm; 
s, Spring to give 
a 5 lb. pull. 



Humerus extension 
splint, metal ad¬ 
justable pattern. 




Anterior angular extension Bplint, metal pattern. 


forearm extension splint (Figs. 14, 15) : Anterior angular 
pattern. —This, too, is made either in wood or as a wire 
frame, shaped like an anterior angular splint bearing the 
9 spring at its lower end. The metal frame splint is 
much better than the wood for cases which have large 
wounds in the forearm, and also because the fingers are not 
imprisoned against the splint. 



Internal angular forearm splints (Figs. 16, 17).—In some 
cases, especially where the wound is near the elbow-joint, the 
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splint is jnore conveniently arranged as an internal angular 
pattern, with a piece coining forward in front of the biceps 



Antero-internal angular extension splint, metal pattern. 


for counter extension. This antero-internal angular splint is 
also made in wood or as a wire frame. 

Attachment of adhesive planter to the forearm .—If adhesive 
plaster be taken along the flexor and extensor surfaces of 
the forearm and fingers, the latter being held rigid in full 
extension become stiff and painful and the flexor muscles 
are kept in full tension. To avoid this a hand-piece (Fig. 18) 


Fig. 18. 



Hand-piece for attachment of extension to forearm; c. Cord 
to be tied to spring; p. Adhesive plaster. 


is used for attachment of the strapping. This consists of a 
flat aluminium band which surrounds the palm of the hand 
inside the thumb, and to this the extension plaster is fixed. 
A f) -shaped wire goes from one side of the flat band to the 
other crossing the fingers at their lower joints. To this wire 
the extension cord is tied and the cord is knotted into the 
hole in the extension spring. 

The appliances described in this article are made by 
Messrs. Down Brothers, London; Messrs. Ferris and Co., 
Bristol; and Messrs. Young and Co., Edinburgh. They 
can be obtained also by Royal Army Medical Corps officers 
from'the Central Splint Factory, Alexandria. 


SOME PERFORATIONS AT OR NEAR THE 
PYLORUS. 1 

By W. H. BATTLE, F.R.C.S. Eng., 

SURGEON TO 8T. THOMAS'S HOSPITAL. 


The presence in the wards of a woman who has under¬ 
gone treatment for perforation of a chronic ulcer near 
the pylorus provides an opportunity of considering some 
of the problems presented by such cases. During the past 
few months the imperative demands of the military side of 
the hospital have not relieved us of our duty to civilian 
patients, and several of these abdominal catastrophes have 
been admitted during that time. The guiding principles 
in the management of gastric and duodenal perforations are 
in the main generally recognised, but details must vary 
according to the time elapsed since perforation, the position 
and size of the ulcer, the extent of the induration surround¬ 
ing it, and the amount of contraction following the partial 
improvement which may have attended nature's unsuccessful 
attempts at a cure. These statements are more especially 
true when the ulcer is at or near the pylorus. 

In the first case the diagnosis was made and operation 
performed within two hours of perforation. The operation 
was done through a planned epigastric incision, which was 
closed in layers, and has left a firm abdominal wall. No 
drainage was necessary and recovery was uneventful. 

1 A paper founded upon some clinical lectures delivered at St. Thomas's 
Hospital. 


Case 1. Perforation oj duodenal ulcer ; operation within ftfco 
hours; no drainage .—A married woman, aged 26, was 
admitted to St. Thomas’s Hospital on Oct. 26th, 1915, with 
an attack of acute abdominal pain commencing an hour 
before. She had not vomited, but the pain had been so 
severe that she had fainted twice. Indigestion had existed 
for five years, and three years ago she was in this hospital 
for two months complaining of pain after food and vomiting. 
Since then she had been comparatively well until August 
last, when the same symptoms returned and she had been 
obliged to take to her bed. As solid food caused much pain 
she was avoiding it as much as possible, and on the day of 
admission had only taken milk and soda-water. The pain 
complained of had commenced suddenly when she was lying 
down and was lower than usual, in the region of the 
umbilicus, but was not referred to either side. 

The patient, a thin woman, was pale and perspiring, with 
quick and shallow respirations, temperature 98° F., and 
pulse 140. The abdomen was very rigid, not markedly dis¬ 
tended, and moved very little with respiration. There was 
great tenderness in the epigastric and umbilical regions, 
whilst dullness was present on percussion in the epigastric 
region and in the flanks, but this was not extensive. There 
was some diminution of the liver dullness. Operation was 
performed two hours after the perforation had occurred. 

A free epigastric incision, with displacement of the left 
rectus outwards, was made. On reaching the peritoneum it 
bulged forward, and incision gave exit to much gas and a 
small quantity of fluid. The stomach was dilated and pro¬ 
lapsed. A circular, clean-cut perforation of the size of a 
sixpenny-bit was found on the anterior and upper surface of 
the duodenum in its first part. Around it was an area of 
induration about as large as a penny, and beyond that a 
circular brown ring, apparently the result of a recent 
hemorrhage. Sutures of No. 2 silk were used, a fold of 
the stomach being drawn across the opening and secured. 
The peritoneum was washed out with saline, and the incision 
through the abdominal wall closed in layers. The amount 
of free fluid was not large, and no suprapubic drainage 
was required. For a time she had irregular pains about 
the abdomen and continued pale, but was apparently quite 
well and taking ordinary food when she left hospital on 
Nov. 20th. The question of the immediate performance of 
gastro-enterostomy was considered, but negatived by the 
anesthetist owing to the amount of shock shown. Up to 
the present she has developed no symptoms of pyloric 
obstruction. 

The next case presented more difficulty in diagnosis 
in the local management of the perforations. 

Case 2. Subacute perforation with extensive induration; 
gastro-enterostomy; drainage through epigastric incision .—A 
single woman, aged 28, admitted to St. Thomas’s Hospital on 
Jan. 18th, 1916, stated that she had been awakened in the 
early morning of the 16th by pain in the upper abdomen, and 
had vomited. On the 17th she still had the pain, and was 
kept in bed without food. Not being better on the 18th she 
was sent to the hospital. On admission she looked ill, but 
did not appear to be suffering from shock. The abdomen 
moved poorly on respiration, and deep inspiration caused 
pain. Tenderness on pressure was present on the right side, 
chiefly over the upper part of the right reettis; towards the 
epigastric region this was very marked. On percussion there 
was an increased amount of dullness over the part corre¬ 
sponding to the area of greatest tenderness. This was con¬ 
tinuous with the liver dullness. The resonance in the flanks 
was impaired, but there was no dullness over the pubes or 
evidence of much fluid. Pulse 120; temperature 100*6° F. 

Operation was performed at 2 p.ta. A mesial epigastric 
incision was made, and the subperitoneal tissue was found 
in an oedematous condition. Some gas and greenish fluid 
escaped on incising the thickened peritoneum. When an 
adherent stomach had been pushed back from the liver, 
more greenish, turbid fluid escaped, but no ulcer could be 
seen. The anterior surface of the stomach and duodenum 
over a circle about 2 inches across had been adherent to 
the under surface of the liver and peritoneum below it, 
but posteriorly this adhesion had been broken down, so that 
some fluid had" escaped into the right kidney pouch. The 
stomach surface involved waB irregularly covered with 
yellow lymph patches, and one of these patches concealed 
a perforation about the size of a pea, with sharply cut 
edges. The stomach, lying high and not much distended, 
had rather thick walls, but the area of induration was not 
only very rigid, but would not hold unusually thick sutures. 
A silk suture was passed across the ulcer from side to side, 
deeply in firm tissue and tied without infolding of peri¬ 
toneum. Thick catgut stitches were put in, but these were 
distance sutures to form an extra method of support for 
the silk suture placed across the ulcer. The peritoneum 
was cleansed witn a gauze sponge; nearly all the greenish 
fluid was in the right kidney pouch and behind the liver; 
none was found on the left side or in the pelvis. The 
transverse mesocolon was opened with the intention of 
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doing a posterior gastro-enterostomy, bat the lesser poach 
was almost obliterated by old adhesions, whilst the thickening 
of the base of the ulcer extended over a large surface of 
the posterior wall towards the middle of the stomach. An 
anterior gastro-enterostomy was therefore performed. A 
gauze plug was packed roand the sutured part of the 
stomach between it and the liver, the end being brought 
outside below a moderate-sized drainage-tube which passed 
to the ulcer. The remainder of the incision was closed. 

The plug was kept in for two days, the tube for eight days. 
There was a little discharge from the wound of offensive 
fluid, smelling of gastric juice, which irritated the skin 
around, but at the time the tube was removed it was purulent 
and no longer irritating. The temperature became normal 
in three days* time, and she was sent to the Schiff Home on 
Feb. 1st. When seen there on Feb. 22nd she was in excellent 
health, being able to take food like the other patients 
without any discomfort. 8he had gained much in weight. 

With a history of prolonged stomach trouble, it was 
evident that the patient had suffered from a gastric ulcer, 
and the sudden pain, vomiting, and shock made it probable 
that the ulcer had given way into the peritoneum two days 
before admission. It was a little difficult to reconcile this 
opinion with the condition of the abdomen, because there 
should have been evidence of more free fluid present. Even 
a small leaking perforation will almost fill the peritoneum 
in two days.* The dull area with its great tenderness sug¬ 
gested a localised inflammation between the stomach and the 
liver, but did not quite explain the severity of the peritonism. 
There can, however, be little doubt that the more acute 
symptoms were the result of sudden escape of fluid 
which had accumulated between the stomach and the liver. 
The stomach wall had then become apposed to the liver and 
the escape of more of its oontents impeded; this had 
been assisted by the large flake of adherent lymph which 
concealed the perforation. 

The main interest in the case arose from the difficulty 
experienced in dealing adequately with the perforation, as 
the extensive induration surrounding it made the use of a 
fold of the stomach wall quite out of the question. The 
placing of the suture across the perforation, at some dis¬ 
tance from the edges of the opening, enabled us to limit 
very considerably the escape of gastric juice, whilst the ‘'dis¬ 
tance" sutures of catgut prevented tension on it for 
some hours. The operation of gastro-jej unostomy was 
required for the relief of the obstruction caused by the 
disease about the pylorus. It was also required to help 
in the preservation of the sutures. It carried away most of 
the gastric juice by an easier route than the one over the 
uloer, diminished tension, and enabled us to feed the patient 
at an earlier date. The amount of fluid which did escape 
from the wound was quite small. 

In all cases the importance of accurate suturing is apparent, 
and the weakened part must be able to withstand strain 
from vomiting, coughing, or pressure from distension of the 
stomach. Should one or more sutures fail and leakage 
oocur after an abdominal incision has been closed and the 
patient put back to bed, death will ensue from peritonitis 
within a few hours. If by some rare chance the escaping 
gastric juice is prevented from a general diffusion, there is a 
possibility of recovery, but the fistula which results leads to 
a rapid dehydration of the patient with remarkable emacia¬ 
tion, quite as startling as that resulting from partial 
strangulation of the stomach 9 in a diaphragmatic hernia. 
Recovery from this fistula is so rare that the account of such 
a condition is of interest. 

Case 3. Perforation of duodenal ulcer; giving way of sutures; 
formation of fistula; anterior gastro-jeiunostomy—A police 
constable, aged 35, was admitted on Dec. 26th, 1914, with a 
duodenal fistula. He was very ill and unable to answer 
questions, but it was ascertained from others that he had 
been admitted to a cottage hospital for duodenal perforation 
which had been closed by operation on Dec. 11th. His 
divisional surgeon reported that the man had been under 
treatment for nearly a year with duodenal ulcer and he 
appeared to be progressing well until two days before the 
operation, when he was taken suddenly ill. “ At the opera¬ 
tion the ulcer was stitched. Up to a point he did well, but 
the ulcer broke down again, and I think must have entered 
the transverse colon. The gastric juice passing into the 
colon gave him diarrhoea which nothing stopped, and any¬ 
thing taken by the stomach intensified it. He was going 

down hill rapidly. He was practically dying on two 

occasions. On the 21st the wound gave way and a watery 


1 The Acute Abdomen, neoond edition, p. 157. 
* Ibid. 


fluid poured out; subsequently food taken by the mouth 
appeared at the wound unchanged. He had lost flesh with 
startling rapidity.” 

Some months before this (July, 1913) he had been under 
treatment in hospital for dyspepsia, symptoms of which had 
been present for about a year. Examination with the X rays 
showed no abnormality at that time. 

The patient was a big man who had become extremely 
emaciated. He appeared very ill, the cheeks were hollow 
and flushed, the eyes sunken, lips and tongue dry. His 
weakness was so extreme that he could not turn in bed 
without assistance, and could hardly speak louder than % 
whisper. The abdomen was much sunken, the bony 
prominences were clearly visible, and the whole was a boat¬ 
shaped hollow with the umbilicus the lowest point. There 
was the mark of a recent incision in the epigastric region 
to the right of the middle line and another at right angles to 
it running to the right. The vertical wound bad healed while 
the latter was opened up sufficiently to admit the little finger, 
and a watery, bile-stained fluid flowed from it, which smelt 
of gastric juice. The skin around was very raw and red for 
a considerable distance, especially towards the umbilicus, 
where this fluid had mostly spread as the recumbent 
position had been usually maintained. He was stated to have 
lost some 4 st. or more in weight during the fortnight. He 
was, in fact, almost dried up for want of fluids and nourish¬ 
ment. Pulse 120, weak and small; respiration 20; tempera¬ 
ture 98*8° F. He had bedsores over the sacrum. 

His general condition was much improved by the adminis¬ 
tration of saline solution continuously per rectum, so that it 
was possible to perform the operation of gastro-enterostomy 
on the following day. An incision was made to the 
left of the mid-line, at the margin of the excoriated 
area, and the left rectus muscle drawn outwards. The 
parietal peritoneum was very firmly adherent to the stomach 
towards the pylorus. Some of the adherent anterior wall 
of the stomach was cleared by the separation of recent 
adhesions until a space of adequate size for the anasto¬ 
mosis was prepared. The operation wav performed by the 
anterior method as it was necessary to be quick and produoe 
as little disturbance as possible. Saline was given sub¬ 
cutaneously during the operation, and a pint of it left in the 
peritoneal cavity. 

By Jan. 11th the watery discharge had ceased and been 
succeeded by a purulent one of no great amount. He was 
still very weak and thin, his progress having been hindered 
by an attack of subacute inflammation of the lung. This 
attack passed away in about 10 days and he made more rapid 
progress, but it was a long time before the bedsores healed. 
He was, however, in very fair health when he left the hos¬ 
pital on March lltb. Even then his weight was only 9 st. 7 lb., 
although he was over 6 ft. in height. The closure of the 
fistula appeared to be hastened and his state rendered more 
comfortable by placing him on his left side during the earlier 
after-treatment. Plugs soaked in a solution of carbonate of 
soda were lightly packed in the fistula. 

Case 4 represents the most common clinical type as seen 
after perforation of one of these ulcers when the patient 
has not come under care early and events have progressed 
to a more serious extent. The shock of the original 
peritonism is still evident or the patient may be in a 
state of collapse, whilst the progressive diffusion of the 
stomach oontents in the peritoneum is an increasing 
danger. Operation usually saves the patient, but a more 
prolonged and extensive procedure followed by drainage 
of the pelvis is required; whilst he is exposed to greater 
risks during convalescence, especially from pneumonia and 
subdiaphragmatic abscess. There is sometimes a “period 
of repose ” after the first severity of the symptoms has 
passed, but operation must not be postponed under an im¬ 
pression that the patient may recover. Free fluid in the 
flanks as indicated by shifting dullness should warn 
against such a fatal error. I have seen some distressing 
results of this “wait and see ” policy. 

Case 4. Perforation of duodenal uleer; operation; drain- 
aqe; secondary gastrojejunostomy. —A clerk, aged 41, was 
admitted to Bt. Thomas’s Hospital on Sept. 3rd, 1915, with 
acute abdominal symptoms of 24 hours’ duration. He 
stated that about three and a half years before he began to 
suffer from stomach trouble, and on one occasion vomited 
blool. His chief symptoms were pain after food and 
flatulence. For nearly the whole of this time he had been 
placed on a diet of milk. For six weeks he had been much 
better and free from pain, so that his doctor had allowed 
solid foo3. On the evening of Sept. 2nd, when feeling very 
much better, he was suddenly seized with agonising pain in 
the stomach region and became weak and collapsed. On 
admission he was still suffering from shock and severe epi- 

f &stric pain, whilst his face was pale, cold, and sweating. 

’ulse 120, very feeble; respiration difficult and slow; 
temperature 98° F. The abdomen was not moving well, was 





906 The Lancet,] MR. W. H. BATTLE: SOME PERFORATIONS AT OR NEAR THE PYLORUS. [April29,1916 


verv rigid, and generally very tender. There was much 
dullness in the flanks due to shifting rluid. 

A median epigastric incision evacuated a large quantity of 
sour-smelling fluid containing flakes of lymph, but no food 
particles. Another incision was made above the pubes and 
a large tube passed into the pelvis, which was full of fluid. 
The stomach, which was large and much distended, was 
brought to the surface and a perforation, big enough to 
admit the index Anger, found on the anterior surface of 
the Arst part of the duodenum. A tube was passed through 
this and the stomach emptied; it was not easily passed as 
the pylorus was much contracted. A double row of No. 2 
silk sutures (interrupted Lembert) was inserted to close the 
erforation, a fold from the stomach wall having been 
rought across and the peritoneum thoroughly flushed 
with saline solution. The upper wound was closed and the 
drainage-tube left in the suprapubic opening. The ques¬ 
tion of gastro-enterostomy was considered, but the bad 
state of the patient was against any prolongation of the 
operation. 

On the 9th he was taking solid food, but suffered from 
flatulence. By the 20th his wounds were quite healed, but 
he complained more of flatulence and pain after eating 
anything. No improvement in this respect followed dieting, 
so it was thought best to do a gastro-enterostomy con¬ 
sidering the small size of the pylorus as demonstrated at the 
operation. On the 24th posterior gastro enterostomy by the 
method of Mayo was performed. The region of the perfora¬ 
tion looked normal and was without adhesions; no trace of 
the sutures was seen. 

By the 28th he was taking some solid food, and he left the 
hospital on Oct. 11th, 1915, feeling well but looking somewhat 
anaemic. He had gained considerably in weight. 

In Case 2 the additional operation of gastro-enterostomy 
was imperative at the time the perforation was sutured ; the 
local conditions necessitated it. Luckily her general state 
permitted of its performance without adding unduly to the 
risk. In nearly every instance of perforation of duodenal 
ulcer, or of ulcer situated at the pyloric end of the stomach, 
this operation must be considered. In the larger number it 
is contra-indicated by the state of the patient, who is already 
suffering as much as he can bear without any addition 
which is not imperative. In most the operation would have 
to be an anterior operation, for to open up to infection areas 
which would not otherwise be exposed would appreciably 
increase the risk of complications. Usually it is much 
better for the patient to undergo a gastro-enterostomy by the 
posterior method at a later date if symptoms of pylorc 
obstruction arise. In addition, there is a danger of the 
formation after an uncertain period of time of a jejunal 
ulcer when the anterior method has been employed. This 
sequence of events is illustrated by the next case. 

Case 5. Perforation of jejunal ulcer eight years after'anterior 
gastrojejunostomy ; suture '.—A man, aged 60, was‘admitted to 
Citv Ward on March 15th, 1915, complaining of abdominal 
distress. His history was that eight years before he had 
undergone operation in St. Thomas’s Hospital for perforated 
gastric ulcer; six weeks later the surgeon had done an 
anterior gastrojej unostomy because of pyloric obstruction. 
Since the second operation the patient had been quite well 
until 3.30 p.m. of the day of admission, when he was seized 
with violent pain in the pit of the stomach, especially on the 
left side. He vomited three times and felt very “ill. He 
came to the hospital because he thought “something had 
given way ” again. The man looked ill and was in extreme 
pain. The abdomen moved very little on respiration, was 
rigid, and a distinct dull area was revealed on percussion, 
extending down the left side from the level of the hepatic 
flexnre to the anterior superior spine of the ilium. His 
tongue was coated; pulse, 120; temperature, 100° F. 

At the operation six hours after the onset of his illness an 
incision was made through the upper part of the left rectus. 
Some turbid fluid immediately escaped. The perforation, 
which was situated just beyond the line of the anastomosis, 
had been drawn high up with the stomach. Its position was 
indicated by the flow of brownish fluid, mixed with small 
bubbles of gas. It was apparently in the ante-mesenteric 
border of the gut and admitted the end of a pair of Spencer- 
Wells’s forceps. The gut below waB distended and reddened, 
and there were some flakes of lymph around the perforation. 
It was closed with two layers of Lembert silk sutures, the 
second burying the Arst. The whole abdomen was irrigated 
with saline, one or two old adhesions clamped and divided, 
and the wound closed in layers. Recovery was uneventful. 

This case taken by itself would perhaps not be of very 
much value, but the instances of jejunal ulceration follow¬ 
ing the anterior operation as compared with the posterior 
are so numerous that the daDger cannot be ignored. This 
is the fifth perforation of a jejunal ulcer after anterior 
gastro-enterostomy that has been under my care; luckily 


they have all come under treatment early and recovered. 
In one patient the tendency to jejunal trouble has been 
very marked. She had perforation of a gastric ulcer in 1903 ; 
operation for pyloric obstruction in 1904 (anterior gastro¬ 
jejunostomy) ; suture of perforated jejunal ulcer in 1905; 
suture of another perforation in the jejunum in 1906. In 
September, 1915, she had haemorrhage from the bowel with 
some tenderness in the epigastrium and again in February of 
this year. Otherwise her health has been good, she looks 
well, has a sound abdominal wall, and lives an active life. 

(It may be added that Case 3 since I described it in a 
lecture has been successfully operated on by Mr. Adams for 
acute perforation of a jejunal ulcer. This occurrence helps 
to accentuate the importance of these remarks.) 

The sutures in duodenal perforations should be passed by 
Lembert’s method in the direction of the long axis of the 
duodenum, so that further diminution of the passage may 
not be induced. If they do not hold in the tissue imme¬ 
diately around the perforation, it may be possible to bring 
a fold of the adjacent stomach wall across and fix it in 
position. 1 This method has been proved most useful in more 
than one instance and its result was seen three weeks 
later in Case 4. No trace of the suturing remained. The 
absence of any evidence of former mischief is sometimes 
remarkable when the abdomen is opened in later life. In 
Case 5, where a perforation had been sutured and secondary 
gastro-jejunostomy performed eight years before, there were 
only a few isolated adhesions. In another man for whom a 
secondary gastro-enterostomy was recently performed for 
pyloric obstruction 12 months after suture of a duodenal 
perforation in another hospital, there were extensive omental 
adhesions to the anterior abdominal wall. In neither of 
these men did there remain a trace of the perforation, and 
the peritoneum covering the duodenum appeared normal. 

Case 2 gives an example of a different method of closing a 
perforation and also shows the importance of gastro-jejunos¬ 
tomy in such cases. It may be possible to secure the perfora¬ 
tion by suturing liver or omentum over it, but the insertion 
of a plug, which would certainly come away in a few hours, 
leaving a larger opening, does not commend itself; if tried 
without the performance of a gastro-enterostomy recovery 
would be most unlikely. 

The diagnosis of these perforations cannot be considered 
here. It is indicated by the records of the cases already given, 
and will vary according to the stage of the illness which has 
been reached when the patient presents himself. There is 
often a close resemblance between the perforation of a 
duodenal ulcer and the commencement of an acute appendi¬ 
citis. The very sudden onset in any acute abdominal 
condition where this difficulty is found should be regarded 
as pointing to duodenal perforation, although the pain 
when the patient is seen may be referred to the right lower 
abdomen. 

In a patient, aged 66, seen with Dr. A. Grayling on 
April 9th of last year the sudden pain occurred as he entered 
a room in his house dressed ready to go out to dinner. 
Ooeration within 24 hours showed a chronic ulcer in the 
first part of the duodenum which had caused no symptoms 
giving rise to any suspicion of its existence before perfora¬ 
tion occurred. There had been slight evidence of gastric 
dilatation and some complaint of flatulence. In this case 
the pain was in the right lower quadrant of the abdomen 
and was followed by vomiting. There was much free gas in 
the peritoneum as well as free fluid. Recovery followed 
closure of the perforation with No. 2 silk (No. 1 cub out) and 
drainage of both subhepatic region and pelvis. 

In another case seen with Dr. C. D. Green on Oct. 26th, 
1915, symptoms due to duodenal ulcer had been present tor 
years, but for some time he had considered himself cured. 
This patient, aged 50, had a sudden seizure of epigastric pain 
at 11 p.m. accompanied by much shock. He was sent into a 
cottage hospital and we oi>erated within 12 hours. He was 
then recovering from shock, but was in great pain. The 
abdomen, which was very rigid and contained much fluid, 
was not distended. No. 2 silk was used to close the perfora¬ 
tion, the peritoneum washed out, the upper wound closed* 
and drainage from a suprapubic opening employed. When 
seen some Fortnight later he had no symptoms of duodenal 

obstruction. __ 

* Ibid., p. 160. _ ^ 

Mr. Arthur Du Cros, M.P. for Hastings, has 
promised a gift of £7000 to the Extension Fund of the London 
(Royal Free Hospital) School of Medicine for Women, thus 
completing the £30,000 for which appeal was made. 
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ON PNEUMOCOCCAL BRONCHITIS. 

By Sir JAMES GOODHART, Bart., M.D. Aberd., 
F.R.C.P. Lond., 

CONSULTING PHYSICIAN TO GUY’S HOSPITAL, ETC. 


In the past year or two there has occasionally come under 
my notice a youth of somewhat degenerate development who 
at some prior period has suffered from pneumonia, or may be 
an empyema, below the root of the left lung. This has left 
behind it a patch of solid or condensed lung with a cavity 
within it from which there occasionally comes a small 
haemorrhage, the youth being otherwise healthy. Not 
inclined to studious habits, it is very desirable that he 
should become familiar with some suitable outdoor occupa¬ 
tion, and that in so doing he should live with some family 
away from his home. But in such a case there is always this 
preliminary difficulty. Has he got consumption ? If so, 

A or B, otherwise willing, refuse to have him. That point 
settled, more or less satisfactorily, there comes another. Is 
his disease contagious ? It is this question, a much more 
searching one than the other, that makes one pause and 
think, and induces me to put pen to paper. 

So far as I myself personally am concerned I give an 
unqualified No to both the above questions. He has Twt 
consumption, and he is not contagious, using that term in its 
amplest meaning. But I am not writing to air my own 
opinions, I am simply bent on laying bare the thoughts that 
pass through my mind when bacteriological questions such 
as these come up before me, and necessarily this is frequently 
so. Personally I should have no objection to live with any 
case of tubercular phthisis, because I am convinced that all 
experience teaches that provided the observance of the 
most elementary rudiments of cleanliness and sanitation 
there is very little risk attached to doing so. The infectivity 
of tuberculosis, whatever be its nature, is of a low order. 

Many years ago, when the bacillary constitution of 
tubercular foci had but recently come to our knowledge, 

I wrote an article in the Medical Magazine— now, I 
believe, defunct—the burden of which was “ Don't spit.” 
If people are so uncleanly as to spit all over the place, or if 
smokers, as seems to me their common practice, close up all 
but the smallest cranny in a railway-carriage when they 
begin to smoke, 1 am open-minded enough to believe that 
many things maybe “caught” and even that all sorts of 
intensive cultivations may go on, and very swedes and 
mangolds of disease come out of radishes. But given ordi¬ 
nary care and cleanliness, one may live with the tuberculous 
without risk of infection. But this youth has not tuber¬ 
culosis—the expectoration has been examined many times 
and the tubercle bacillus has never been found, and, more¬ 
over, the position of the disease is quite against any such 
assumption, the mischief in the lung is basal. No doubt 
there are signs of a good-sized cavity, but that is of no 
great weight, because it is certain time and again from 
post-mortem demonstration that what has been thought to 
be a cavity of considerable size during life may be shown to 
be no more than a bronchial tube dilated to but moderate 
dimensions, perhaps with some condensation of tissue round 
it, when one is in the presence of the actual conditions. 

But the question that I have put brought to my mind a 
series of cases that I collected gradually some years ago, and 
have had by me a long time, where people have been sent 
to me suspiciously phthisical and yet have proved to be 
pneumococcal only, or at any rate infected by some other 
than the tubercular germ, and I may add that it is my con¬ 
viction that with this knowledge well in mind it is generally 
possible to distinguish between the two conditions and to say 
beforehand with tolerable accuracy which of the two will be 
found upon bacteriological examination. I have notes of 
some sixty of these cases now before me, and I propose to 
quote a few of them. Perhaps it should be said in limine 
that since these observations were made many other such 
have been recorded, and I am quite aware that it is now 
common knowledge that a pneumococcal infection is a 
very ordinary thing not only in the pulmonary passages but 
inalmost any part of the body; but perhaps as an independent 
record these may still be worth mention with such few 
remarks as I may wish to make in relation to them. The 
notes of my first case, the one, indeed, that called my atten¬ 
tion to the subject, I have most unfortunately mislaid, and 


the details of it I therefore cannot give, but the patient vrm 
a middle-aged somewhat spare man with a chronic bronchial 
affection that aroused suspicions of tuberculosis, and to my 
surprise the report came back that the expectoration yielded 
the pneumococcus in pure culture. 

2. A man, aged 40 when he first came under my notice, has 
been seen from time to time in the last 30 years. He has 
always looked like a case of phthisis, and he has some little 
inequality between the two apices, but he has never developed 
any obvious disease. Tubercle bacilli have never been found, 
but the little mucus he expectorates contains small numbers 
of pneumococci and some Gram-negative diplococci. 

3. A man aged 36. I saw him first in 18%, when, having 
dullness all over one side and coarse r&les at the apex, I 

umped erroneously to the conclusion that he had phthisis. 
But in 1904 I came' across him again, and finding him still 
alive I then had his sputum examined. There were no 
tubercle bacilli, but pneumococci in plenty. Once more I 
saw him in 1908. He had had much chest trouble for many 
months that he called asthma, but he had gained flesh. His 
chest was in a very interesting condition, being deep and 
asthmatic, but all the physical signs were at the upper part, 
and on the right side, wdiere there was much coarse medium 
r&le above the clavicle and down the front and for half-way 
down the back. There was also plenty of sharp, moist r&le 
along the edge of the sternum, but no evidence of consolida¬ 
tion of the lung. The sputum was still free from tubercle 
bacilli, and contained plenty of pneumococci, as well as a 
considerable number of the micrococcus catarrhalis. 

4. Here is another case of much interest and, let it be 
admitted, a doubtful one. An unmarried lady, aged 32, very 
tall and thin, was seen by Dr. Rayner Batten, of Campden 
Hill, in 1904 with cough and cold and sharp pain in her right 
side. It was thought to be pleurisy without a friction sound, 
and nothing more developing in her chest, she went away. 
She reappeared in a fortnight with fine rales all over 
the right chest, the apex more especially, but she hail 
uot lost weight, and the sputum, examined on two separate 
occasions, showed no tubercle bacilli. I examined her 
at this time, when her right side was deficient in reso¬ 
nance, and above the clavicle there came upon coughing 
a number of coarse rales, below the clavicle there were flue 
and rather sticky r&les. She got back to her usual state 
of health, and six months later came for permission to 
marry. The chest remained much the same, there were 
some' small dryish rales above the clavicle and below, 
and in the supraspinous fossa, but they conveyed to me 
the impression of an unexpanded lung and there was no 
other evidence of consolidation or disease. I inclined now 
to think that an old and bad fracture of that clavicle might 
have something to sav as to the want ofrexpansion on that 
side. Therefore, in'the absence of tubercle bacilli to 
repeated examination, I did not think there was much 
to be alarmed at, and she was married in the following 
spring. Seven years later Dr. Batten again asked me to- 
see her. She had gone on much as usual till a month 
previously when she had been confined of a healthy baby, and 
since then she had had fever, short breath, and cough, but no¬ 
expectoration. The sputum, what there was, had been 
repeatedly examined and no tubercle bacilli were present. 
My note of her then is as follows : “ I should certainly say 
now that she has apical phthisis, there is so much rale 
both back and front at the right apex. But it is peculiar that 
now, as years ago, there is no evidence of consolidation, and 
I therefore still hold to my original opinion that in the absence 
of the presence of tubercle bacilli in the sputum the condition 
is not a tubercular one.” I had a further specimen of the 
sputum sent to me, and it showed staphylococci, strepto¬ 
cocci, micrococcus catarrhalis, and diplococci resembling 
pneumococci, but still no tubercle bacilli. She went into- 
the country, and died there about a mouth later with cardiac 
trouble, albuminuria, and lumps in the abdomen, and we 
heard that the case was certified as “ phthisis and abdominal 
tubercle,” but I demur considering that no tubercle was ever 
found in the expectoration. I think that some intercurrent 
infection upon the top of a chronic pneumococcal bronchitis 
is much the more likely, and with the subsequent rapid 
development of lumps in the abdomen one cannot but 
suspect that had a necropsy been made we might have 

lighted upon a surprise even of some other kind. 

5. A young Indian, aged 22, had been at Cambridge for 
three years, where he had hal good health. He came to 
London for an examination, and there he had influenza and 
congestion on the left side of his chest. The attack would 
not appear to have been of any severity, but yet it left him 
without appetite and somewhat broken down. He was out 
of work until October, when the pulmonary condition failing 
to clear up he was sent to me. There had been a dry 
pleuritic rub all round the base of the left lung* and m the 
axilla, and ultimately on the right side. The sputum 
examined on three occasions gave a negative result, as did 
also a Calmette reaction. When I saw him after some six 
months of ill-health he seemed sound, except that under the. 
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left nipple and round the side to the base—a very suspicious 
area, it must be admitted, when tubercle is in question— 
there was a great deal of dry r&le, with, at one or two 
points, a sharp, dry, moist, metallic sound, and there 
was some slight want of expansion. There was no 
disease of the apices, and I thought the lungs sound; 
the dry character of most of the r&les made me think 
that the case was a pneumococcal one. In accord with 
that opinion, stained films showed considerable numbers 
of pneumococci and influenza bacilli and small numbers 
of Friedlander’s pneumo-bacillus. There were no tubercle 
bacilli. Six weeas, and again six months, later he was in 
much the same condition, there being still a good deal of 
fine diffused dry r&le below the left nipple and into the axilla 
and back. Pneumococci were still present in small numbers 
and tubercle bacilli were absent. Six months later still, out 
in India, his pulmonary condition was as of yore, although 
he was well in health. 

6. A man, aged 35, living much in the healthy parts of 
India, came home with a nigh temperature. His brother 
had died from phthisis years ago. The patient had had 
influenza a year ago and had never been well since. His 
right chest was deficient in resonance upon and below the 
clavicle, and also behind in the supraspinous fossa, and all 
over this area were coarse, stioky, sibilant r&les, especially 
about the root. The sputum was examined for tubercle 
bacilli, the influenza bacillus, and pneumococci, but only the 
pneumococcus associated with the micrococcus catarrhalis 
was found. 

7. A man, aged 59, always subject to colds, had had a bad 
one for the last nine months. He expectorated much 
phlegm. The left side was deficient in expansion, and all 
over the roots of the lungs there was much subdued moist 
r&le. The sputum contained no tubercle, but many Gram¬ 
positive diplococci, aud the inoculated culture media showed 
numerous colonies of diplococci, indistinguishable from the 
pneumococcus. 

8. A man, aged 55, a fine healthy specimen of humanity, 
had double pneumonia after influenza, and was very ill from 
March to May. Three months later ho still had cough, and 
his expectoration contained both pneumococci and influenza 
bacilli. 

9. A lady, aged 35, got a chill a fortnight before I saw her. 
She was subject to winter oough, and had lately expectorated 
a good deal of phlegm. She was sent to me as a case ot rapid 

E hthisis, and indeed nothing could have looked uglier than 
le physical signs. The right side was quite dull in front at 
the apex; there was less to be heard on auscultation than 
one expected, but the breathing was coarse and emphysema¬ 
like, and I supposed it to be of a complementary character. On 
the left side fine and coarse sibilant r&les could be heard all 
over the apex andTound the nipple. Similar signs could be 
heard behind, and I supposed the case to be an acute outburst 
of tubercle, but from the peculiar dry and stioky r&les I 
thought it might possibly be of pneumococcal nature, and so 
it was. There were no tubercle bacilli and plenty of pneumo¬ 
cocci, and she speedily got well. 

10. A woman, aged 55, whom I had seen five years earlier 
with double pneumonia after influenza. She quite recovered 
from that attack, but a few months ago began to suffer from 
cough and a thick expectoration. She used the right less 
than the left side, ana at the base there was evidently an 
adherent and partially collapsed lung. All over this side 
there was some dry rale, but there was also plenty of good 
vesicular murmur. I thought her probably suffering from 
some recent patch of disease in the substance of the lung 
from which she was recovering, but the nummular character 
of the sputum looked suspicious of phthisis. However, it 
contained no tubercle bacilli, but many pneumococci and a 
few staphylococci. 

11. A lady, aged 50, had had influenza four years ago and 
bronchitis ever since. There was much coarse scattered 
r&le over each lung, but more on the right than on the left 
side and at the apex than the base, so that the existence of 
tubercle was possible. Three separate examinations of the 
sputum at intervals gave a negative result, so the sputum 
was then examined for pneumococci and the influenza 
bacillus, and both were found in great numbers. 

12. Another but common order of case is this. A young 
man who all his life has given his relatives much anxiety, 
because he is such a poor pieoe to look at; he is always 
catching cold; occasionally spits a little fleck of blood from 
somewhere, and he has baa teeth and a dirty tongue—in fact, 
a capital case for the pvorrhoea-ist to pounce upon and remove 
all h is teeth. He has a granular pharynx also. But 
although be looks lacking in stamina ana a likely subject for 
tuberculosis, his colds, commencing always in the head and 
running down into the trachea, do not run the course of the 
tubercular, and his expectoration, when examined, contains 
a moderate number of pneumococci, a few streptococci, and 
the micrococcus catarrhalis, with some Gram-negative 
bacilli resembling pneumo-bacilli. This man is now “ doing 
his bit.” 

13. A scraggy, badly nourished boy of 71/8 years suffers 
from febrile attacks and bronchitis and asthma, in which he 


loses flesh rapidly. He has a fair but rather narrow chest, 
one side expanding much more than the other, and with 
many subdued r&les. He also has adenoids. His sputum 
contained plenty of pneumococci, but no tubercle bacilli. 

14. Lastly, this case may best serve, perhaps, to show that 
one must beware of the possibility of making a mistake. 
A big healthy-looking man, aged 50, had had influenza badly 
twice, and laryngitis with it 15 years ago. Ever since then 
the slightest cold would fly to his throat, making him short- 
winded and provoking a quantity of phlegm. He had a 
harsh, scrapy, rather noisy cough, which made me think of 
tubercle in nis larynx, but perhaps more of aneurysm, but I 
could find nothing in his chest. His larynx, too, was not 
like a tubercular one, being intensely injected throughout, 
and perhaps a little granular. The sputum contained 
a considerable number of pneumococci and a few of the 
micrococcus catarrhalis. Tubercle bacilli were not present. 
He got well and I saw no more of him for a year, when he 
turned up again with a similar attack. He was still a big, 
florid, well-looking man. The larynx was again acutely 
congested, he had the like harsh raucous cough, and after a 
very careful examination of his chest I could detect no 
disease. I sent him to a laryngologist, but his friends 
diverted him to a bacteriologist, who said he had active 
tuberculosis at both apices, and tubercular bacilli in his 
sputum. So I give the case as a warning to myself, but at 
the same time I shall truthfully confess that I wonder if 
bacteriologists ever make mistakes, and that at the back of 
my head I think, “ Gould it have been so here ?” This patient 
died some four years later somewhat suddenly and unex¬ 
pectedly, the certificate being signed “ Tuberculosis." 

There can be no need to add to these cases. All the 
remainder of my series are more or less alike in the informa¬ 
tion that they yield. I think there is generally a something 
in the quality of the crepitation that is to be heard that puts 
one on the qui vive, for although it may be confined to one 
apex and be thus suspiciously like a tubercular invasion, the 
rfiles are often dry and rustling rather than consonating. 
There is no accompanying bronchial breathing or other 
evidence of consolidation or softening of the lung. This 
condition is found iu people mostly, but not exclusively, of 
middle age or older; with a frequent or long history of 
colds or cough ; sometimes with a little haemoptysis ; none 
of them revealing any bacteriological evidence of the 
presence of tubercle, but all of some other one or more 
variety of micrococcus or bacillus: a diplococcus resembling 
the pneumococcus invariably, but also the microooocus 
catarrhalis, staphylooocci, once the microooocus paratetra- 
genus, the influenza bacillus, and so on. 

A further point is that when the diplococcus alluded to is 
present it is likely to be very persistent, and to be associated 
with more or less evidence of bronchial disturbance for a long 
time. And this statement applies not alone to the pneumo¬ 
coccus but also to the influenza bacillus, and, indeed, accords 
with what we know of germs in other parts of the body, the 
bacillus coli, for example, in the genito-urinary tract. Where 
once they thrive it is difficult to extirpate them. A diplo¬ 
coccus resembling the pneumococcus is the one that never 
fails in any examination, and the question naturally comes to 
mind, Is this the diplococcus pneumonias, or is it one of 
several other kinds of diplococcus—now this, now that— 
and each owning a separate life-history as regards its 
power of possession ? I assume it to bo the pneumo¬ 
coccus, one and only, but X make no positive statement 
because this is a question for the expert, and I suspect 
an extremely open one. I think that if I were a bacteiio- 
logist I should have some hesitation in expressing an 
opinion upon the shades of distinction that differentiate 
these low orders of being. I indeed expect to be told quite 
pertinently that one may not be able to distinguish these 
separate genera unless they be plated out and grown into a 
more mature shrub. This has been done for me now and 
then, but one wants to know still more than we do. For 
instance, are “ Gram-positive ” and ‘ ‘ Gram-negative," 

“ intracellular," and other characteristics, true for each con¬ 
dition of growth in which a particular germ is found, under 
all the usual variations of cultivation that may occur to itf 
To put the question more specifically, Are these various 
strains of diplococci, as has been suggested to me by one 
bacteriologist, one and the same race of bontinuoua descent, 
but bred under different circumstances in a slightly different 
environment, or are they distinct genera, altogether different, 
one from another and characterising quite different diseases 1 
If they are all of one family, how does the fact bear upon 
latent activity, epidemic prevalence, and the carrier theory 1 
There is no doubt, for instance, that some oases of pneu¬ 
monia are highly infective, there are others (? the majority) 
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that are not so at all. In what lies the difference ? In the 
host or soil? In the germ? In atmospheric conditions 
(epidemicity?), or what? Clearly from these observations 
the presence of pneumococci is so common it would be 
impossible to isolate every one who has pneumococci in his 
sputum, yet there may be some here and there who have 
undergone or are undergoing some intensive process who 
might beoome dangerous at any time, or at any time be 
merging into that condition. I should suppose similar 
musings would apply to the influenza bacillus. 

It is thus that the nature of epidemic disease comes before 
one for it seems not unlikely that some germs have periods 
of dormancy and activity, and that such oscillations may 
be a part of the rhythm of their life. It might, on the 
other hand, be due to the rhythm of the life of their host. 
For instance, it is possible that at some rhythmic periods of 
our existence, some recurring time of the year maybe, our 
economies are engaged in turning out large quantities of 
what, I suppose provisionally, has been called 44 antibody,” 
that keeps things quiet. At others our cellars are more or 
less empty of that commodity. Is it for the lack of pome 
such product that malignant growths are so much the 
evidence of decadence and decline f And it may well be 
that some influence of this kind, if it kept full-bodied, 
might, as Dr. Gordon Good hart suggests, by its continuous 
action in the course of time, so modify the disposition of 
the germ as to destroy its potentialities for evil. 

I remember when looking up the question of epidemic 
influenza some years ago two things struck me : (1) that the 
disease described in its earliest years was very much the 
disease that we have had amongst us in recent times ; and 
(2) that it was well-nigh impossible to limit the disease to 
definite epidemic outbreaks. There are periods when the 
disease is very prevalent and of great virulence, but when 
we come to mark the time when the malady for a time 
ceased to be there is great difficulty in fixing it. The 
disease rises and falls in prevalence throughout the century 
<see Creighton’s ‘‘History of Epidemics,”) and it may 
reasonably be suspected, even if it be not already proved, 
that worked at from a bacteriological standpoint this would 
be shown much more conclusively. 1 think it may reason¬ 
ably be in question whether influenza, as a germ, is ever 
altogether absent, although its stocks be low and the mani¬ 
festations of its actions dormant, and, if so, what rouses 
these germs from time to time into a state of virulence ? 

Take another point. There are some pneumococci that 
expend their energies in the old-fashioned way of an acute 
croupous pneumonia, as it used to be called, but there are 
many that do not do so, but show up as a pneumococcal 
meningitis or peritonitis, quite a different sort of disease. I 
think, too, that it is doubtful if the different kinds of pneumo¬ 
coccal infection are prevalent at the same time, acute 
pneumonia certainly being more rife in the treacherous 
weather of spring and early summer. 

Akin to the last point is another. It is notorious that some 
germs have a good time in company. The influenza bacillus 
and the pneumococcus are frequently found together, and the 
pneomococcu8 then seems to flourish the more abundantly, 
but the staphylococcus and streptococcus are probably in the 
same ring. 

What is the relation of these various growths to each 
other ? Do they simply flourish as weeds side by side, or do 
they gain strength and activity by the imbibition of each 
other’s juices ? Do they even marry and beget half-castes 
sometimes? We as yet really know so little about the 
symbiotic fusions of these very lowly organisms of infec¬ 
tion, their sisters, their cousins, and their aunts. ’Tis a wise 
father, indeed, that knows its own child in those walks of 
life, and it implies no very arrogant imagination to suggest 
that as these minute beings move about in their infinite 
number and variety, and possibly velocity, they may so 
tincture each other and the fluids in which they move as to 
lead to the maturation, not necessarily in the next genera¬ 
tion or even in many, of new sorts of hybrids if we could 
only be as familiar with them and their progress as we are 
with that of, say, strawberries or cherries. As a matter of 
growth or cultivation it would seem that these low organisms 
may naturally be expected to develop differently according 
to the medium in which each finds itself, if it can live 
at all outside its own proper mother liquor. If this be so, 
is it not thus that hybrids are bred, new varieties of disease 
develop, and old ones change their type and die out? I 


have thought this to be possibly the case with enteric fever. 
This disease of late years has given us quite a different 
picture from that which was rife, say, 40 years ago, but a 
case from the front came before me a few weeks ago of quite 
the old stamp, with its high fever, wild delirium, subsultus, 
and thickly coated, dry, brown tongue. Intensive cultiva¬ 
tion in France on the field of war had revivified the strain 
and had recalled the worst features of the disease. 

In raising all these questions I am quite ready to accept 
the rebuke of the bacteriologist should he say, “ One thing 
at a time if you please.” All I plead for is that in this 
domain, so new and so subtle, and in which it is so difficult 
to make adequately intimate observations, all opinions 
formed shall be considered as purely provisional, whereas I 
think they are too much otherwise and dogmatic. 

As regards treatment in these cases I have not much to 
say. I record them more for their bearing upon the 
natural history of disease. A few of them have had 
vaccines, but none, so far as I remember, with any con¬ 
spicuous sucoess; but I am, of course, aware that it is in 
this class of oases that vaccines have repeatedly been 
recorded to have given remarkably good results. One 
man of my acquaintance did indeed have not one course 
but several, and he considered that he obtained consider¬ 
able relief from them, and I suppose his opinion wae 
worth more than mine as the experience was his; but to 
my eye, the case being one of advanced emphysema and 
dilated heart, with probably considerable fibroid changes 
in the lungs as well, no remedial agents seemed to 
promise any material relief save relegating him to some 
warmer and sunnier climate where his reduced pulmonary 
area would be of less importance, and where be would have 
more chance of making both ends meet. This being im¬ 
possible he died not long afterwards. 

As regards the value of vaccines in these cases I am 
strictly neutral and awaiting further knowledge, but I do 
say that for colds and catarrhs, indeed I might say for 
pulmonary affections of all kinds for which vaccines or 
inoculations have been advocated, such methods have not 
yet passed out of the range of experiment, and I do not feel 
that in giving advice I am as jet in a position to say more. 

There can be few who are more interested in these new 
lines of investigation from a scientific standpoint than I am. 
When one thinks of the many natural forms of immunity 
that are brought about by the exanthemata; the changes 
that are wrought in the body by vaccination, by inoculations 
of one sort and another; when we go to plant life and see 
the wondrous things wrought by graftings and by manures 
of this sort and that; how in growth and culture resistances 
are thus formed in one direction, facilities in that, one 
cannot but see that there is good ground for experiments 
of this sort in all directions, and to justify great hopes 
of well-established and strong lines of successful treat¬ 
ment being their outcome in the future. But up to 
now I hardly think the position of affairs is 

satisfactory. Many of these methods are put upon the 
market far too early; they are recommended by some 
because they are supposed to know, and are accepted dog¬ 
matically in place of tentatively ; and a public impatient of 
disease and eager to take any short cut for its removal thus 
is liable to misconceive the true position of things. I would 
that these infant physiological processes could be kept in 
the background of the nursery longer, and ^ that when 
allowed to come downstairs they should still be kept 
strictly within the leading-strings of experience and of 
scientific observation. That they are not so is, I think, the 
reason that they are often prematurely and inconsiderately 
banned altogether. Animal extracts are, I suspect, not 
adapted to everybody, nor are they for everyone to 
administer. A large experience is needed to minimise the 
risk of doing harm, and a still larger one to be able to 
follow the path and the effects of these substances through 
the system. The physician would seem to need to combine 
the attributes of the well-trained bloodhound and an arch¬ 
bishop to track these spirit-like emanations as they course 
through our vitals. No novice need apply. 


The Royal Humane Society have awarded a 
bronze medal to Dr. Alan McDougall, medical superintendent 
of the Epileptic Colony at Sandle Bridge, near Alderley Edge, 
Cheshire, for rescues effected on the occasion of an loe 
disaster. 
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BLOOD FINDINGS IN EPILEPSY. 

By RALPH H. SPANGLER, A.B., M.D., 

CHIEF OF MEDICAL CLIKIC, METHODIST EPISCOPAL HOSPITAL, 
PHILADELPHIA. 


During the past five years I have had the opportunity 
in private practice to study the blood of 369 epileptic 
patients. Careful records have been kept, and occasion is 
now taken to summarise these observations in the hope 
of drawing some deductions which may be of value in 
this interesting, but little understood, affliction. 

Blood examinations were made of each patient. Counts 
of the red and white cells and estimations of the haemoglobin 
were made 485 times ; differential leucocyte counts were 
made 4760 times ; the alkalinity of the blood was estimated 
324 times, and more than 9000 coagulation tests were 
made. For various reasons it was impossible to make 
complete and uniform observations in all of the cases. 
However, in a series of 100 cases the haemoglobin was 
estimated, a red and white count taken, and 2264 differential 
leucocyte counts made. There were in this scries 39 female 
patients, whose ages were divided thus: 11 patients were 
between 10 and 20 years of age, 14 were between 20 and 
30 years, 8 were between 30 and 40 years, 5 were between 
40 and 50 years, and 1 was over 50 years. Sixty-one males, 
giving the following ages, completed this series, as follows : 
2 were under 10, 16 were between 10 and 20, 17 between 
20 and 30, 19 between 30 and 40, 4 between 40 and 50. 
2 between 50 and 60, and 1 over 60 years of age. 

Before enumerating the blood conditions found, I would 
call attention to the fact that the 100 patients in this series 
came from 36 different States, that not one of them was an 
institutional case, and that all of them were from well-to-do 
families; consequently the influence of locality, climate, 
poverty, lack of nutrition, and environment can be eliminated 
in considering my findings. 

Haemoglobin. 

In the series of 100 cases the haemoglobin averaged 84 per 
cent. (Dare’s hasmoglobinometer). The lowest percentage 
was 65, and occurred in a 65*years-old male patient. The 
highest percentage was 100, and was found in a 27-years-old 
male. The haemoglobin in this series of 100 patients was as 
followsMales : 16 cases ranged between 90 and 100, 24 
between 80 and 90, 15 between 70 and 80, and 6 between 60 
and 70 per cent., the haemoglobin in the 61 males averaging 
86 per cent. Females: 2 cases ranged between 90 and 100, 
20 between 80 and 90, 15 between 70 and 80, and 2 between 
60 and 70 per cent., the haemoglobin in the 39 females 
averaging 81 per cent. 

' These findings are at variance with a series of cases 
recently investigated by Fackenheim (Congress for Internal 
Medicine, Wiesbaden, 1914), who found in 67 per cent, of 
his cases a diminution of haemoglobin to between 50 and 60 
per cent. In 31 per cent, of his cases it was between 60 and 
"70 per cent., and in only 2 per cent, was it as high as 80. 
The difference between my findings and the observations of 
Fackenheim may possibly be explained by the social status 
of the patients studied. My experience, however, indicates 
■that the affliction (epilepsy) itself, everything else being 
equal, produces no decided reduction in the haemoglobin. 

A series of estimations was made to determine the effect 
of an attack on the colour pigment of the blood, and while 
in a number of cases there appeared to be a slight reduction 
of between 5 and 10 per cent., in other cases the reduction 
was very slight, if any, and promptly returned to normal for 
that individual shortly following an epileptic seizure. 

The Erythrocytes. 

The average number of erythrocytes for the 100 cases was 
4,640,037. The lowest count showed 3,396,000 perc.mm. 
in a 45-years-old female patient; the highest count gave 
6,400,000 in a 29-years-old male patient. About one-tenth 
of the cases showed more or less crenation of the red cells, 
but only in 5 per cent, of the cases were there present a 
correspondingly large number of poikilocytes or microcytes. 
This again is at variance with Fackenheim and others who 
have reported these changes commonly present, as well as 
nucleated reds, in as high as 85 per cent, of their cases. 
Here again the social status of the patients of my series 


doubtless explains in part at least the difference in the 
morphology of the erythrocytes. 

The Leucocytes. 

In this series of 100 oases the leucocytes ranged between 
3650 and 9360 daring the intemaroxysmal periods. Shortly 
after attacks they varied from 5620 to 37,550 (see Table I.). 
A daily leucocyte count was made in 10 cases of the series; 
in some cases a count was made at varying intervals after a 
seizure until the white oells were found to approximate the 
normal number for the individual under study. The length 
of time required to accomplish this reduction to the normal 
varied from 12 to 48 hours as shown by the following table. 


Table I. 


Case 

No. 

Between attacks. 

Following attacks. 

Low. 

High. 

Time. 

Count. 

1 

36,550 

75,000 

5 minutes. 

11,800 

2 

5,962 

9,360 

6 hours. ! 
12 „ 

! 18 

12,500 

9.080 

*240 

3 

6,680 

7.820 

24 .. 

24,760 

4 

6,620 | 

6,560 

9 „ 

10,920 

5 

5,620 

6,880 

1 20 minutes. ; 
| 1 hour. i 

8,420 
i mm 

6 

4,320 

7,960 

24 hours. ! 
14 „ 1 

22 ,. 

11,080 
i 18,120 

l 14,680 

7 

4,060 

7,180 

6 .. 

18 „ 

1 15.360 

9,680 

8 

5,620 

8,187 

12 „ 

24 .. 

36 „ 

48 „ 

37,550 

1 15.312 

! 10.620 

9.996 

9 

5,620 

6,812 

30 „ 

I 10.060 

10 

5.900 

7.680 

15 minutes. 
30 

12 hours. 

13,000 

I 11.560 

5,620 


The findings in this series of leucocyte counts indicate 
that epileptic seizures are followed by a varying degree in 
the number of leucocytes per c mm. in the peripheral blood. 
This condition is not constant, however, even though none of 
the cases studied failed to show such increase. Following 
one attack the increase may be slight, while following 
another in the same patient it may be decided. Neither 
does the degree of increase in the leucocytes bear any ratio 
to the severity of the convulsive paroxysm. At times the 
very slightest seizures, with only mild tonic convulsive 
movements, were followed by an increase in the number of 
leucocytes to 13,120 per c.mm. At another time two severe 
attacks closely following one another, with violent tonic and 
clonic spasms, showed an increase in the white cells of from 
5800 before the seizure to only 8000 after the attack. As a 
general rule, however, my experience would indicate that an 
epileptic attack developing in an otherwise healthy subject 
is almost invariably followed by a temporary leuoocytoeis. 

Differential Leucocyte Counts. 

An analysis of the differential leucocyte counts in this 
series of 100 private cases of epilepsy is unique in so far as 
it has been possible to correlate these findings with reports 
furnished by the literature. The following table summarises 
my findings:— 

Table II. 



Normal 

range 

(Howell). 

Range in 100 cases of epilepsy 
(Spangler). 

Cell. 

Per¬ 

centage. 

Within 

normal 

limit. 

Above 

normal 

limit. 

Below 

normal 

limit. 

Average 
lor i(X) 
cases 
(present 
aeries). 

Small lymphocytes 

20-25 

7. | 7. 

39 | 51 

7. 

10 

7. 

2711 

Large lymphocytes 

1 or 1 ms 

2 , 98 

— 

931 

Polymorphonuclear 

60-75 

59 | 3 

38 

60T0 

Eoeinophilea . 

4 or under 

88 | 4 

8, absent 

219 

Transltlonala . 

2-10 

13 i — 

87 

078 

Baaopblles. 

1 or less 

31 ' 26 

i 

43 

0*51 
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Howell 1 gives a range of 20 to 25 per cent, as what may be 
considered normal for the small lymphocytes. It will be 
noted in the above summarised table that 39 per cent, of the 
cases fell within these normal limits, while 51 per cent, were 
above the normal range and 10 per cent, fell below it. 
However, the average of the small lymphocytes for the series 
was 27 11 per cent., which average corresponds closely to 
Howell’s high normal limit. 

The large lymphocytes, according to Howell, are normally 
1 per cent, or less. In this series only 2 of the 100 cases fell 
within the normal limit, while 98 of them gave counts above 
this physiologic range. The average per cent, of large 
lymphocytes in the differential counts for the 100 cases was 
9 31 per cent.—a decided enough increase to be suggestive 
of clinical significance. The large lymphocytes in one 
differential count of the series reached 23 per cent. 

In this series the polynuclear leucocytes fell within the 
normal range (60 to 75 percent.) in 59 of the cases. In 
only three instances were there multinuclear elements above 
75 per cent., while in 38 per cent, of all differential counts 
made the polynuclear cells were found to equal less than 
60 per cent, of the leucocytes present. The average for the 
series was 60 T. 

The eosinophiles, regarded by Howell as being a sub¬ 
division of the polymorphonuclears, were within the normal 
limits of 4 per cent, or under in 88 of the cases. An eosino- 
philia of 5 per cent, was observed in only 4 of the 100 cases 
studied, and in 8 of the differential counts eosinophiles were 
not found while counting 200 leucocytes. 

The basophiles and transitional forms fell within what 
may be regarded as the normal range. 

Clotting Time of the Blood. 

During the past three and a half years I have studied 
carefully the clotting time of the blood in each case of 
epilepsy that I have had the privilege of examining. A 
review of case records shows that more than 9000 clotting 
time tests have been taken. A Boggs coagulometer was 
used in making all of these tests, and in order to eliminate 
variation in personal equation and to have as uniform results 
as possible, I made all the tests myself. 

In a previous series of 18 cases reported 3 the average 
dotting time was 3*04 minutes. The longest clotting time 
in that series was 4 minutes ; the shortest one 1*5 minutes. 
In the present series of 100 cases the average clotting time 
was 3*14 minutes. The longest clotting time in any case of 
this series was 6 minutes, the shortest 1*5 minutes. In the 
tests referred to all estimations were made during the inter- 
paroxysmal periods, and before any treatment was instituted. 

The average normal clotting time of the blood with the 
Boggs instrument is given by Hinman and Sladen 3 as being 

5 minutes 6 seoonds. It is generally admitted, however, that 
under normal conditions comparatively wide variations in the 
clotting time of the blood may be found in the normally 
healthy individual, when any of the established methods for 
determining the same are employed. Some workers with the 
Boggs instrument have made the normal limit between 3 and 

6 minutes. 1 

The fact that the normal limit varies makes the findings 
above reported all the more significant. It has been 
conclusively proven to my 


These findings indicate that in only 2 per cent, of the 
cases did the clotting time during the interparoxysmal 
period exceed the normal average of 5 minutes and 6 
seconds. In 98 per cent, of the cases it was below the 
normal average, and in 52 per cent, it fell below the 
shortest limit of what is considered the normal range 
(3 to 8 minutes). 

These findings are largely in accord with those of Dr. 
John Turner, 5 who made extensive investigations into the 
clotting time of the blood in epilepsy, with the following 
conclusions:— 

“ (a) The average rate of coagulation is greater in severe 
cases of epilepsy ; lb) the rate is quickened during the period 
that the patient is having fits (serial epilepsy); (c) there is a 
further quickening of the coagulation rate up to 24 hours 
before a seizure ; ( d ) from 24 to 48 hours after a fit there is a 
rebound and retardation in the rate of blood coagulation." 

Alkalinity of the Blood. 

The alkalinity of the blood was tested in a series of 
21 epileptic patients and in 3 control cases. These patients 
and control cases were all eating the same diet, which was a 
general mixed one consisting essentially of fruits, cereals, 
green vegetables, eggs and milk, with meat only once daily. 
The patients w*ere 14 males and 7 females. The control 
cases were all males. These was a total of 324 tests made. 
The blood was taken daily between 10 and 11 A.M. in each 
case, and in 5 of the patients and 2 of the control cases the 
tests were also made between 7 and 8 p.m. A general 
summary of the results is given in Table III. 


Table III. 

21 Epileptic Patients. 


Case. 

Lowest. 

Highest. 

Aver¬ 

age. 

Case. 

Lowest. 

Highest. 

Aver- 

age. 

1 . 

. 159 

.. 212 . 

. 171 

12 .. 

140 ... 

212 


176 

2 . 

. 133 

.. 184 . 

.. 163 

13 .. 

176 ... 

266 

... 

196 

3 . 

. 212 

.. 239 . 

. 196 

14 .. 

156 ... 

212 

... 

185 

4 . 

. 140 

.. 239 . 

. 174 

15 .. 

159 ... 

159 

... 

159 

5 . 

. 140 

.. 212 . 

. 167 

16 .. 

184 ... 

196 

... 

188 

6 . 

. 186 

.. 239 . 

. 213 

17 .. 

140 ... 

212 

... 

159 

7 . 

. 180 

.. 212 . 

. 196 

18 .. 

159 ... 

176 

... 

167 

8 . 

. 133 

.. 212 . 

. 174 

19 .. 

212 ... 

212 

... 

212 

9 . 

. 140 

.. 266 . 

. 176 

20 .. 

218 ... 

218 

... 

218 

10 . 

. 133 

.. 176 . 

. 159 

21 .. 

176 ... 

256 

... 

239 

11 . 

. 176 

.. 239 . 

. 212 

Patients' general average, 186 




Control Cases. 





22 .. 

176 

... 266 

... 214 

24 .. 

218 .. 

218 

M 

. 218 

23 .. 

. 176 

... 239 

... 204 

C ontrols’ general average, 212. 


The Dare haemoalkalimeter was used in making the tests. 
According to the Dare method 2 cm. of normal blood is 
neutralised by 2 c.c. of reagent, or 266 milligrammes of 
sodium hydrate to 100 c.c. of blood. Therefore, the 266 
point line is considered as normal in the above tabulation 
and in the following chart. It will be noted that, with the 
diet used, the general average for the control cases was 212, 
or 54 points below the normal average, while the general 
average for the patients was only 186, or 80 points below 
the normal and 26 below the control cases. Only twice in 
all the tests did the alkalinity of the patient’s blood reach 
the normal height of 266. By comparing the alkalinity of a 
patient’s blood at the time of an attack with the alkalinity 
at times when no seizure occurred, it was found that while 


mind that all cases of so- 
called essential epilepsy in¬ 
variably show the phenomena 
of decreased clottiDg time of 
blood. The fact that this 
time in some cases falls within 
the limits of what may be 
regarded as normal, say 3 to 8 
minutes with the Boggs in¬ 
strument, does not prove that 
the epileptic’s clotting time 
is perfectly normal and not 

abnormally short. On the Variations in alkalinity of the blood in relation to attacks, o = Slight attack; x = severe attack, 

contrary, in the present series f 266 '» wn.idered the normal point.) 

of 100 cases the clotting . . , 

’ “ ' the general average alkalinity in interparoxysmal periods 

was lower than the normal average as established by Dare, 
and also lower than the control cases by 26 points, never¬ 
theless on days when seizures occurred it was found that the 
alkalinity of the blood was not appreciably influenced by the 
attack. To illustrate I will cite ODe case in detail. 

5 Journal of Mental Sciences, London, October, 1908. 


times were divided as follows : 7 fell between 1 and o minutes, 
45 between 2 and 3 minutes, 33 between 3 and 4 minutes, 
13 between 4 and 5 minutes, and 2 between 5 and 6 minutes. 


t Text-book of Physiology, fifth edition. 

« New York Medical Journal, April 5th, 1913. 
a Anders and Boston's Diagnosis, first edition. 
« Simon, Clinical Diagnosis, seventh edition. 
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The patient was a male aged 40, and the duration of 
epilepsy was ten years. Physical condition good. The 
patient’s father, who had died at the age of 55 years from 
|aundice, had been subject to epileptic attacks at long 
intervals for 19 years. His mother was living and well, and 
in her sixty-eighth year. The patient was the fourth child 
in order of birth ; no accidents or injury of head. Between 
20 and 30 years he had used alcohol to excess. The epileptic 
history showed that he had had his first convulsive attack 
when 30 years of age. He had had from two to four major 
attacks a month since, and for several years had also had 
series of petit mal attacks, from two to eight in 24 hours, 
recurring from two to ten days apart, and a mild attack was 
often followed by a few minutes of automatism, and the 
mental confusion'frequently lasted from 10 to 20 minutes. 

The diagrammatic chirt shown on the preceding page 
illustrates in detail the variations in the alkalinity of the 
blood in relation to the attack. 

In some respects my experiences coincide with those of 
Pugh, 9 who made studies of the alkalinity of the blood in 
epileptic patients by using Wright’s method. His general 
conclusions were as follows : — 

“ The alkalinity of the blood undergoes marked changes in 
epilepsy, (a) It is below normal during the interparoxysmal 
period, (ft) It undergoes a further diminution after the fit is 
over. This after diminution depends upon the length of 
time, the severity of the muscular spasms, and the degree of 
alkalinity in the interparoxysmal period. ( c) It undergoes a 
sudden and pronounced fall immediately prior to the onset 
of a fit. (a) There is a gradual return of the blood to 
its normal alkalinity which takes place in five to six hours, 
(e) There is a relationship between the degree of alkalinity 
and the onset of the fits—e.g., the higher the alkalinity the 
less liable is the patient to have a fit.” 

My experience in an investigation of 24 cases, with the 
Dare method, indicates: 1. The daily average alkalinity of 
an epileptic’s blood is invariably below that of a control 
individual using the same diet. 2. An epileptic attack, in 
my experience, causes no farther diminution of the alkalinity 
of the blood nor does the severity of the convulsion (muscular 
exertion) have any modifying influence. 3. A night and 
morning estimate of the alkalinity for a month, daring which 
period both major and minor seizures occurred, failed to 
demonstrate any noteworthy modification of the alkalinity 
either before or after either form of seizure. 

General Conclusions. 

1. The percentage of haemoglobin in epilepsy is compara¬ 
tively high (84 per oent. in the present series of 100 cases). 

2. The red cells show no marked diminution and, with 
few exceptions, no evidence of degeneration in cases of 
uncomplicated epilepsy. 

3. The white cells in cases of epilepsy fall within the 
normal limits during the interparoxysmal periods; uniformly, 
however, there is a tendency to leuoocytoris, and at times a 
hyperleucocytosis at the time of, and frequently for 24 hours 
following, an epileptic seizure. 

4. The average percentage of the small lymphocytes and 
the polymorphonuclear cells in the 100 cases fell within 
normal limits ; the large lymphocytes averaged 9 per cent, 
above the normal range; there was no evidence of 
eosinophil ia. 

5. The clotting time of the blood is shortened before an 
epileptic seizure. The range of the clotting time of the 
blood in 98 of the cases of epilepsy in this series was shorter 
during interparoxysmal periods (1*5 to 4 75 minutes) than it 
is in normal individuals (3 to 8 minutes as given by most 
investigators). 

6. The alkalinity of the blood is lower in cases of epilepsy 
than in control individuals on the same diet. 


• Journal of Mental Science, London, 1903. 


Mr. David Hooper, F.C.S., F.L.S., late curator of 
the Industrial Section of the Indian Museum, Calcutta, has 
been elected President of the British Pharmaceutical Con¬ 
ference. He assisted in the compilation of “Pharmaco- 
graphia Indica ” and “ Materia Medica for India,” ha*» been 
“quinologist ” to the Madras Government, and has made 
many valuable contributions to scientific journals upon 
botanical and chemical subjects. The Conference is to hold 
its annual meeting on July 19th. Mr. Hooper has been 
elected in place of Major E. Saville Peck, who has resigned 
in consequence of the increasing pressure of military duties, 
while Mr. J. C. Umney, the Acting President, is resigning 
the office under medical advice. 


THE SIGNIFICANCE OF PRESYSTOLIO 
CARDIAC MURMURS. 

By THOUAS LUHSDEN, Ch.B., M.D. Abkrd., 

DEPUTY MEDICAL EXAMINER, LONDON COUNTY COUNCIL; DEPUTY 
CHIEF MEDICAL OFFICER, LONDON FIRE BRIGADE, METRO¬ 
POLITAN WATER BOARD, AND L.C.C. TRAMWAYS. 


Of presystolio murmurs audible at the cardiac apex I 
recognise three varieties: (1) Flint’s presystolio murmur, due 
to aortic incompetence ; (2) “stenotic” presystolio murmur, 
due to mitral stenosis; and (3) “astenotic” presystolio 
murmur of doubtful origin. It is of great importance to 
differentiate between these, since they vary widely in 
etiology, significance, and results. The first two classes 
are very serious conditions, the third is of comparatively 
little moment. 

1. Flint's presystolio murmur is mechanically produced by 
the regurgitation of blood through the incompetent aortic 
valve ; it is of frequent occurrence and of serious import, an 
absolute bar to life insurance or to any heavy work. A man 
who has such a murmur must not be accepted as a motorm&n 
or in any other capacity in which his sudden fainting would 
endanger himself or others. This murmur is recognised by 
the following characteristic signs: ( a ,) An aortic diastolic 
murmur is audible. (ft) The second sound at the apex is not 
reduplicated, but is immediately followed by the presystolio 
bruit, leading up to the rather abrupt first sound, (o) Dyspnoea 
and palpitation are very mafked after exertion, (d) There are 
signs of cardiac enlargement, (e) A presystolio thrill may 
be palpable. 

Presystolio murmurs not produced as above by aortic 
regurgitation are caused at the mitral valve, and may be 
separated into two classes which I propose to name 
“ stenotic” and “astenotic.” 

2. Stenotic presystolio murmurs result from narrowing of 
the mitral valve. This is a serious form of heart disease 
only second in gravity to aortic incompetence, and therefore 
in a general way more dangerous than either aortic stenosis 
or simple mitral regurgitation. In these cases we find : 
(a) A murmur presystolio in time, rough and vibrant in 
quality, of gradually increasing intensity till it ends abruptly 
in a sudden short and sharply accentuated first sound. 
(In late stages of this disease the first sound may be repre¬ 
sented by a systolic murmur, and finally, as dilatation of 
the heart increases, the presystolic murmur itself may dis¬ 
appear, and then only a systolic murmur remains.) (ft) On 
palpation of the procordial region the apex beat is fonnd to 
be heaving and widely diffused; its point of greatest intensity 
may be displaced outwards if dilatation is present and down¬ 
wards if the heart is hypertrophied. A marked presystolic 
thrill is felt ending abruptly in a sudden systole, after which 
the heart recedes from the hand rapidly, almost instan¬ 
taneously. (c) The procordial dullness may be, and generally 
is, enlarged, (d) Besides the murmur described above we find 
the second sound reduplicated, since the high pressure in 
the lung vessels causes the pulmonary valve to close before 
the aortio valve. From the same cause it is found that the 
second sound is always accentuated at the pulmonary valve 
area. ( e ) The presystolic murmur is conducted upwards 
from the apex towards the base, but not outwards to the 
axilla, as in the case of systolic murmurs. In some cases, 
however, the presystolic murmur is very narrowly limited to 
the apical area. (/) Patients who suffer from mitral 
stenosis are usually dyspnceic and incapable of performing 
hard work. (?) When the pulse is carefully counted and 
the patient is made to ascend a stair of some 20 steps 
the pulse is found to have risen 30 or 40 beats per minute, 
and the normal rate is not resumed till well over a minute, 
and sometimes three or four minutes elapsed before the 
original rhythm returns. 

This is a test to which I attach great importance; 
it is not by any means characteristic of this particular 
form of heart disease alone, but simply indicates the 
value of the heart as a working organ, and I use the 
test as a means of judging the state of the cardiao muscle 
when the heart sounds are normal or nearly so, and 
especially with a view to advising as to the safety or other¬ 
wise of a patient to whom it is proposed to administer an 
anasthetic. If this test were invariably applied I believe 
many deaths from anaesthetics would be avoided, as in a 






The Lancet,] DR T. LUMSDEN: SIGNIFICANCE OF PRE8TSTOLIC CARDIAC MURMURS. [April 29,1918 913 


considerable number of cases fatality results not from 
valvular conditions which can easily be appreciated, but 
from heart muscle weakness (fatty or fib'oid) of whose 
existence the stethoscope does not inform us. In the test 
described above the normal pulse-rate should return in from 
half to One minute ; if it does not do so an anaesthetic should 
only be given if an operation is essential to life, and even 
then with every possible precaution. (If it is inconvenient 
to send a patient upstairs for the above test, the same results 
follow from touching the toes 12 times, which represents 
about the same amount of work done as when the body 
weight is raised up the height of a stair of 20 steps.) 

3. “ Astenotic”presystolic murmurs .—The doubtful cases 
from an insurance point of view are such as: (a) Occur in 
apparently healthy patients who are capable of hard work. 
(b) These murmurs are definitely presystolic in time and 
end abruptly, (o) The second sound is not reduplicated, 
showing that there is no increase of pressure in the lung 
vessels. And for the same reason (d) the pulmonic second 
sound is not accentuated, (e) There is no enlargement of 
the heart, and the apex beat is therefore normal in position. 
These murmurs are possibly due to a roughening or slight 
crumpling of the mitral valves insufficient to cause either 
stenosis or incompetence. (/) There is usually to be felt 
a presystolic thrill; in fact, if the apex beat can be felt 
at all in these cases a thrill is always palpable. Exercise 
or nervousness by increasing the heart’s action may 
accentuate this astenotic murmur, but sometimes, on the 
other hand, it diminishes on exertion. Nervousness always 
rather increases it, but never entirely produces it. 

I regard these murmurs as comparatively unimportant for 
the following reasons : They are not accompanied by cardiac 
enlargement or dilatation. They exist in people capable of 
hard work and in whom when my stair test is applied the 
normal rate returns in less than one minute. They are 
not accompanied by accentuated pulmonary second sound 
or by reduplication of the second sound, since the mitral 
valve not being narrowed there is no increased pressure in 
the pulmonary artery, and the circulation is not delayed or 
dammed back. 

It comes, then, to this. A presystolic murmur not due to 
aortic incompetence and which is accompanied by signs of 
delay in the blood’s entrance into the left ventricle is due to 
stenosis and is dangerous. Simple presystolic murmurs not 
so accompanied are comparatively unimportant. Sir Thomas 
Barlow, with whom I happened to talk on this “ presystolic ” 
(jaestion, lays much stress on the condition of the right 
auricle and ventricle. Any enlargement of these, indicated 
either by increase of the cardiac dullness towards the right 
or by marked epigastric pulsation, is, of course, a very clear 
indication of the increased resistance due to actual mitral 
stenosis, and if present, would denote the stenotic nature of 
the murmur. 



Flint’s pre- 

Stenotic pre- 

Astenotic 


systolic murmur. 

systolic murmur. 

presystolic 

murmur. 

Second sound at 

Not 

Reduplicated. 

Not 

apex . 

reduplicated. 

reduplicated. 

Pulmonic valve 

Generally 

Accentuated. 

Normal. 

second sound 

normal. 


Aortic valve 

Diastolic 

Normal or lessened. 

Normal. 

second sound 

murmur. 


Response to 
stair test 

Very bad. 

Bad. 

Good. 

Cardiac dullness 

Always enlarged. 

Generally enlarged. 

Never 

enlarged. 

Dyspnoea. 

Marked. 

Easily induced. 

Normal. 

Palpitation 

Characteristic. 

Easily Induced by 

Normal. 



excitement or 
exertion. 


Apex beat 

Displaced. 

Usually displaced. 

Not 



but only slightly 
till later stages. 

displaced. 

Other murmurs 

Aortic diastolic. 

Systolic mitral 

None. 


Mitral systolic 

murmur comes 


may be present 
in fate cases. 

in late cases. 

I 


Thrill. 

Usually. 

Always. 

Always. 

Right ventricle 

Normal at first. 

Enlarged. 

Normal. 


The differences between the three varieties of presystolic 
murmurs may be tabulated as shown. 


It is most important from an insurance company’s point of 
view that these cases should be carefully differentiated, but 
when the examiner is in any doubt it is wiser to treat all 
presystolic murmurs as serious than to risk accepting even 
at an increased premium patients suffering from so serious 
a condition as either mitral stenosis or aortic regurgitation. 
Even when after most careful examination it is ascertained 
that it is a case of “astenotic” presystolic murmur I 
recommend that several years should be added to the age 
of the patient when calculating the premium he ought to 
pay, since I believe many of these cases have slightly 
abnormal mitral valves which are more apt to become 
incompetent than a normal valve. The number of years to 
be added must depend on the particular case, but should 
never be less than five. “ Astenotic ” cases can, however, 
be accepted for any ordinary occupations and even for posts 
of such importance as tramdrivers, chauffeurs, &c., since 
fainting is never a symptom of this condition per se. The 
existence of this murmur is not a bar to military service, 
nor to any form of sport or exercise. 

I have, after making inquiry, found such divergence of 
opinion on this subject, that it may be of interest and value 
to give the results of my own very considerable experience 
as a medical examiner in the hope of clearing up to some 
extent the points in dispute. 

The murmurs here discussed may be diagrammatically 
represented as below: (A) Flint’s murmur; (b) Stenotic 




presystolic murmur ; (c) Astenotic presystolic murmur; 
(d) Normal heart; (e) Stenotic presystolic and systolic 
murmurs. 

Or the sound may be imitated by pronouncing: (A) Flint’s: 
Frrip, dupfrrrip, dupfrrrip; (b) Stenotic : Frrrip, dupup; 
frrrip, dupup; (c) Astenotic : Frrip, dup ; frrrip, dup ; 
(d; Normal: Lub dup ; lub dup ; (e) Stenotic and systolic : 
Frrripwhist dup ; frrripwhist dup. 

South Eaton-place, S.W. 


Literary Intelligence.—T he third edition of 
Bosanquet and Eyre’s “ Serums, Vaccines, and Toxins in 
Treatment and Diagnosis” is announced for immediate 
publication by Cassell and Co., Limited. The volume has 
been subjected to a thorough revision and enlargement, 
while the bacteriological lessons taught by the war receive 
due attention. 

The Invalid Children’s Aid Association.— 

The annual meeting of this association will be held, by kind 
ermission of the Speaker and Mrs. Lowther, at the 
peaker’s House, Palace of Westminster, on Wednesday 
afternoon, May 10th, at 3 o’clock. His Eminence Cardinal 
Bourne will preside, and Major H. S. Souttar, Miss Genevieve 
Ward, aDd Sir Melvill Beachcroft will be among the speakers. 
Applications for tickets should be made to the secretary, 
69, Denison House, 296, Vauxhall Bridge-road, Westminster, 
S.W. 
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NOTE ON A TYPHOID CARRIER. 1 
By S. F. Dudley, M.B., B.S.Lond., 

STAFF-SURGEON, B.H.; MEDICAL OFFICER IN CHARGE OF LABORATOBY, 
B.W. HOSPITAL, CHATHAM. 


Between April, 1911, and March, 1914, H M.S. Formidable 
serving in the Home Fleet returned 28 cases of enteric fever 
at a time when other ships were remarkably free from this 
disease. These cases occurred singly at irregular intervals, 
in any part of the ship, and in various ports. The drainage, 
water, and food-supply were, after an exhaustive investiga¬ 
tion, found to be above suspicion. Ships serving under 
identically the same conditions returned clean sheets as 
regards typhoid. Practically the only other possible cause 
of the epidemic in the Formidable was that a carrier was 
present in the ship. The ship was free from enteric before 
April, 1911, therefore this carrier must have served in the 
ship since that date, or taking the earlier cases to have had 
some other origin, the carrier might be one of the original 
cases of typhoid who had returned cured to the ship. These 
facts reduced the search to those who were serving in the 
ship before April, 1911, and to those who had had enteric 
fever whilst serving in the ship, about 50 men in all. All 
these men had their blood examined for agglutination 
against B. typhosus and their urines and faeces bacterio- 
logically examined for B. typhosus. No B. typhosus was 
isolated from any of their excreta on the first investigation, 
but one man gave a marked positive Widal reaction. He 
was re-examined three times and it was only on the third 
examination that B. typhosus was isolated from his faeces. 
This case has the following history :— 

Daring October, 1898, the man was sent to Royal Naval 
Hospital, Chatham, suffering from enteric fever. In 1899 
he had dysentery in China, otherwise he has not had a day’s 
illness since. He is a strongly built, big man, 39 years old. 
He has no signs or symptoms of gall-bladder or any other 
trouble. His rating in the navy is ship’s cooper, and his 
work brings him in contact with articles of food when he 
breaks open casks and cases and assists the ship’s steward in 
serving out these rations to the crew. 

Below is drawn up a list of ships which the man had 
joined, the date he joined each, and the cases of enteric 


Table Compiled from the Journals of the Various Ships. 


Ship. 

Date of joining. 

Place 

where 

serving. 

Oases of 
typhoid. 

Died. 

• 

Pembroke . 

June 15th, 1898. 

Home. 

— 

p 

Orlando . 

Feb. 15th, 1893. 

China. 

2 

? 

Pembroke . 

July 26th, 1902. 

Home. 

5(12) 

? 

Immortality 

Aug. 27th, 1903. 

Home. 

1 

1 

Endymion . 

Jan. 18th, 1905. 

Home. 

1 

1 

Albion •»« ii* 

May 8th, 1906. 

Channel. 

1 

— 

Majestic ••• 

Feb. 26th, 1907. 

Home. 

2 

p 

Venerable . 

Jan. 7th, 1908. 

Channel. 

4 

O 

Implacable . 

Feb. 2nd, 1909. 

Atlantic. 

6 

2 

Pembroke . 

April 1st, 1910. 

Home. 

2 

? 

Omar . 

June 7th, 1910. 

Home. 

1 

? 

Formidable. 

April 4th, 1911. 

Home. 

28 

1 

Totals . 

53 

11 


Entered the Naval Hospital, Chatham, on April 24th, 1914. 


fever (diagnosed definitely as such) that occurred in the 
ships during the time he was employed in them. Fatal 
cases, when mentioned, have also been noted. This list is 


1 Jour. Roy. Naval Med. Service, vol. I., No. 1, January, 1915. 


compiled from an examination of the medioal journals of 
the ships. The cases were, of coarse, spread roand many 
hospitals all over the world; hence this table is prob¬ 
ably very incomplete as regards deaths, and under-estima¬ 
tion of the actual number of typhoid cases is also 
probable, as in looking through the records in the 
ships’ journals many cases of enteric may have been 
missed amongst such entries as simple continued fever and 
pyrexia. 

Of the 12 cases in the Pembroke daring the time this 
carrier was in the naval barracks, 5 are noted as occurring 
actually in the barracks and no history of the infection 
could be obtained at the time ; the other 7, however, were 
reported to have contracted the disease when on leave. All 
the other cases since 1902 occurred at times when the rest of 
the fleet was remarkably free from this disease and no source 
of infection could be discovered. The 4 cases of enteric 
fever in the Venerable in 1908 developed the disease on the 
following dates : (1) Jan. 9th ; (2) Jan. 31st; (3) July 23td ; 
and (4) Dec. 14th. The medical officer of this ship, writing 
at the time, notes that Case 3 had not been ashore for one 
moDth, and that Case 4 had not been on leave for two 
months. Six cases were reported from the Implacable in 
1909 ; there were two cases only of enteric fever in the rat 
of the Atlantic Fleet, whose average strength for that year 
was 9020 men. In his journal for 1909 the fleet-surgeon of 
the Implacable wrote : “I have tried to trace how these 
men got the disease, but failed. It is quite possible there 
may be a carrier in this ship, as some cases occurred in the 
Venerable from which this ship's company came. I have 
gone through the medioal history sheets and find there are 
4 men who have had the disease in the last three years. 
When the ship arrives in a port where there is a laboratory 
I will have them examined.” Unfortunately, the responsible 
carrier had had the disease 11 years ago, and if all the men 
with a history of enteric fever had been then examined this 
man might have been discovered five years earlier. The strain 
of bacillus which this carrier is infected with seems to be a 
fairly virulent type, as 11 deaths are noted out of the 53 
cases he was probably responsible for, and as nothing is 
known of a lot of the remainder, whether they died or 
recovered, this mortality, 20 7 per oent., is a very low 
estimate, though still high. The last case in the 
Formidable epidemic developed enteric on March 12tb, 
1914. There had been no illness suspicious of typhoid 
fever in her up to the time of her being lost early in 
the war. 

The following observations were made on this carrier 
while in hospital. The urine was always sterile. 
Blood oultures were negative. The Widal reaction was 
positive up to a 1:150 dilution ; it varied very slightly 
in strength. The appearanoe of typhoid bacilli in 
the stools was intermittent, three or four examina¬ 
tions being negative, followed by two or three positive 
results. 

The technique used was as follows. An emulsion of fasces 
in normal saline was lightly centrifugalised and allowed to 
stand for two hours in the incubator, the upper layers of the 
fluid were plated out on Conradi-Drigalski’s, Fan cos’s 
brilliant green, and Endo's media, and suspicious colonies 
proved by sugar reactions and agglutination tests. There 
seems to be no difference in the efficiency of these three 
media, all giving identically the same positive and negative 
results. 

In 17 examinations of the faeces at intervals of about three 
days B. typhosus was isolated seven times. 

The last point to be noted is the disposal of the patient. 
From the naval point of view he was not a safe man to 
have in any ship where any number up to 900 men live 
under cramped conditions. The only possible course was 
to invalid him out of the service, after explaining to him 
as carefully as possible the danger he was to others, and the 
necessity of avoiding having anything to do with other 
people’s food, and the advisability of disinfecting his hands 
after his bowels had been open, and if possible the disinfec¬ 
tion of his excreta. The medical officer of health of his 
district was informed of his address, with a view of keeping 
him under observation as a possible cause of typhoid 
cases in his district. A course of treatment with a vaccine 
with prolonged observations would have been tried, but 
unfortunately the man lives too far away to render it 
possible. 
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A CASE OF MARKED POST-DIPHTHERITIC 
PARALYSIS. 

By W. Allen Daley, M.D., B.Sc. Lond., 
D.P.H. Cantab., 

and 

C. V. McCormack, M.R.C.S., L.R.C.P. Lond., D.P.H. 


An interesting case of diphtheria was recently under our 
care at the Bootle Corporation Hospital. As recovery after 
snch complete paralysis as the patient had is not very 
common, we think it worthy of record. 

The patient, a girl aged 24 years, was admitted on Nov. 1st, 
1915. According to the history she had been quite well 
until the previous day, when she vomited several times 
and complained of sore-throat. On admission, the tonsils, 
the uvula, and the posterior edge of the soft palate were 
covered with a white, slightly haemorrhagic membrane. 
The temperature was 98° F., the pulse-rate 128, and the 
respirations 26 per minute. No abnormality of the heart 
or lungs could be detected. Numerous bacilli similar to those 
described by Klebs andLoffler were seen in the smear from a 
throat swab, and their presence was confirmed by culture. 
The patient was given 10,000 units of antitoxin on the day of 
admission. On Nov. 4th the throat was cleaning, but the 
heart was very rapid and the first sound soft. She was given 
half a drachm of whisky four-hourly, which was continued 
until the 10th, when it was given only three times a day, and 
was discontinued altogether on the 14th. On Nov. 8th the 
heart's action was markedly feeble, and the patient was 
given two minim doses of liq. sbrychninse hydrocnloridi four- 
hourly ; this was continued throughout the rest of her stay 
in hospital. On the 15th the throat was quite clean. A 
definite mitral systolic murmur could be heard; it became 
fainter until the 19th, when it was no longer present. On 
the 22nd the speech began to be nasal; it rapidly became 
more marked, and on the 25th the palate was almost 
immobile. On this clay the heart was beating normally and 
the knee-jerks were brisk. About the beginning of December 
the first cardiac sound again became soft, and on the 8th 
serious vomiting occurred—always an ominous sign in such 
cases. Small feeds of diluted milk were given, but by this 
time the palatal paresis was so marked that it was impos¬ 
sible for the patient to take more than very’ small quantities 
of liquid by the mouth, and what was taken was not 
retained. For 24 hoars she was fed by the rectum, and 
then a two-ounce feed of diluted milk was introduced into 
the stomach through a small rubber catheter; it was in¬ 
serted directly from the mouth and not through the nose. 
The next day the patient took five-ounce milk feeds 
through the tube every’ three hours without any diffi¬ 
culty. After two days’ feeding in this way the general 
condition had perceptibly improved, but the breathing 
was entirely diaphragmatic, pointing to a paralysis of 
the intercostal muscles. Milk feeds, strengthened by 
Valentine’s meat extract and virol, were given regularly 
through the tube for over three weeks. On the 24th the 
patient could take single drops by the mouth and the inter¬ 
costal muscles were again working; the heart was much 
stronger; the pupils reacted to light, but the eye movements 
were somewhat sluggish. By this time complete flaccid 
paralysis of the legs had developed; they were massaged 
regularly. A week later there was complete external 
ophthalmoplegia. On Jan. 3rd, 1915, the patient could take 
alternate feeds by the mouth, and on the 5th tube feeding 
was discontinued. She could then flex the thighs, but the 
extensors and flexors of the knees and ankles were still 
inactive. Movement of the eyes w’as at this time beginning 
to return. By the end of January everything had cleared 
op except for some inversion of the foot; this had dis¬ 
appeared by Feb. 16th, when she was discharged with no 
sign of paralysis anywhere and able to run about fairly well. 


A CASE OF THE OS TIBIALE EXTERNUM 
SIMULATING FRACTURE OF THE 
NAVICULAR BONE. 

By C. P. G. Wakeley, M.R.C.S., L.R.C.P. Lond., 

SURGEON, ROYAL NAVY. 


in a wire hawser and fell. He was sent to the Royal Naval 
Hospital, South Queensferry, the next day. On examination 
there was found to be some swelling of £he ankle-joint, and 
the oedema seemed to have spread up into the muscles of the 
calf. The foot was very tender, especially on the inner 
side ; the arch was not destroyed in tne least. On carefully 
examining the inner side of the foot a piece of bone 
could be felt in the region of the navicular bone, 
but no crepitus could be obtained ; it was thought 
to be a fracture of the tuberosity of the navicular 
bone. On X ray examination with a screen a small round 
nodule of bone could be seen in the angle between the 
navicular bone and the talus ; if the patient tried to invert 
the foot the fragment was slightly displaced. The right foot 
was screened as well, and, to my surprise, an exactly similar 
picture of the bones presented itself. The patient was put 
to bed and lotio plumbi was applied to the foot and ankle. 
The pain and swelling subsided in a few days, and massage 
to the muscles of the leg and foot was prescribed. At the 
end of two weeks the patient was walking about and was 
soon after discharged to duty. There was no sign of flat- 
foot and as the bone did not give rise to any painful 
symptoms excision was not performed. 

Formerly the os tibiale externum was regarded as a 
sesamoid bone in the tendon of the tibialis posterior, but 
Waldeyer has shown that the term “ tibiale externum 99 
should include chondrifications and ossifications of the 
ligamentous structures and accessory slips of tendon. 

The os tibiale externum is one of the most interesting of 
the anomalies of the tarsal bones, since it represents a first 
or tibial external digit, the prehallux. It lies in the medial 
angle between the navicular bone and head of the talus, and 
is usually situated in the connective tissue of the plantar 
calcaneo-navicular ligament and the medial process of the 
tendon of the musculus tibialis posterior. It does not 
articulate with the talus, but in rare cases it may articulate 
with the navicular or be connected with the latter by 
synostosis. It cannot, according to Waldeyer, be regarded 
as an isolated tuberosity of the navicular bone, because 
it is always somewhat smaller, although it has the form 
of the above-named tuberosity. According to Pfitzner, 1 
who is inclined to believe that the os tibiale externum is 
really a sesamoid bone in the tendon of the musculus 



tibialis posterior, its greatest diameter is from 2 5 to 19 mm., 
and it occurs in males 8 3 per cent., and in females 14 9 per 
cent. The reasons for the preponderance of frequency in the 
female sex is not explained. 

Manners-Smith 2 discusses the mechanical and morpho¬ 
logical sides of the question. He regards the bone as com¬ 
posite in nature, formed from the following elements ; 
{a) An apophysis growing from the navicular; ( b ) an 
epiphyseal portion (naviculare secundum) of Gruber; and 
(c) the so-called sesamoid bone in the tendon of the 
musculus tibialis posterior. He states that the single 
bone described by Pfitzner as the tibiale externum corre¬ 
sponds in position to the parts described above under ( b ) 
and (o). 

Bardeleben 3 has demonstrated the os tibiale externum 
as an independent cartilaginous nodule in a 2 mm. 
foetus. In many mammalia it appears as a constant 
skeletal structure articulating with the talus. Mouchet 1 
states that when present the os tibiale externum is 
bilateral, and that not infrequently there are no 
symptoms; in other cases flat-foot occurs and pain may 
be partly due to that. 


The history of this case, which may prove of interest to 
readers of The Lancet, was as follows :— 

A stoker, R.N.R. T., aged 23, was on duty on board his 
ship on Feb. 16th, when in going aft he caught his left foot 


Beitrage zur Kentnis des Menschlichen Extremitfttenskelcttes: 
AiithroDoloc. Beziehungen der Hand- und Fussmasse, Schwalbe b 
irphologische Arbeiten, Bd. 11., H. 1, S. 93, 1902. 

a Journal of Anatomy and Physiology, vol. xll.. 1907. 
[andbuch der Anatomie des Menscben. Band vii., Skelettlehre, S. 161. 
4 Ttftvuo de Chirurcie. 1913. vol. 11., p. 825. 
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HUNTERIAN SOCIETY. 


The Relationship ef the Medical Profession to the Stale and 
the Community. 

The annual discussion of this society was held on 
March 22nd and April 12th, the subject of debate being the 
Relationship of the Medical Profession to the State 
and the Community. Mr. W. H. Kelson, the Presi¬ 
dent of the society, was in the chair, and the proceed¬ 
ings were opened by Dr. F. J. Smith, who treated the 
Subject mainly from a historical point of view. He came 
to the conclusion that no serious attempt was made to give 
the medical profession a standing in the State until the 
eighteenth century, and, confining his remarks to the 
United Kingdom, alluded to the provisions of the Apothe¬ 
caries Act, 1815, the Anatomy Act, 1832, the Medical Act, 
1658, and the various Acts which have been passed in con¬ 
nexion with vaccination, infectious cissase, and public 
health generally. 

. Mr. F. Lawson Dodd pointed out that an ever-increasing 
proportion of doctors would be requisitioned by the State for 
public health services, so that the profession must recognise 
that the individualist regime of medicine had almost dis¬ 
appeared, giving place to methods of cooperation and 
specialisation which were the direot outcome of scientific 
medicine. 

Dr. T. D. Lister was moved by Mr. Lawson Dodd’s 
remarks to ask whether disease was still an individual thing 
and whether patients were to be still regarded as individuals. 
The science of medicine could and must evolve, he said, but 
the art of medicine would always remain. He regarded a 
State Medical Service with distrust. He considered that to 
improve the relations of the medical profession to the State 
and the community, a raising of the general standard of 
medical education was required, a levelling up of the 
numerous qualifications, and a State qualification as a 
necessary preliminary to any form of State Medical Service. 

Dr. 6. E. Haslip said that the tendency of modern 
solentifio medicine was more and more for combined and 
institutional treatment. If he were beginning again he 
would take a practice in a poor district with three or four 
partners, each a specialist in a particular line. He spoke as 
a student on the question of State service, but said it was 
absolutely essential that medical men should ascertain what 
they really required and organise to obtain it. 

Dr. T. D. Manning spoke as a general practitioner with 
some panel work and some special experience, and said that 
five years ago he would have agreed with Mr. Lawson Dodd, 
but that the profession had now tested the fruits of the 
interference of politicians. The first steps for the organisa¬ 
tion of the profession must come from the inside. 

At this point the discussion was adjourned until April 12th 
when it was resumed by Dr. H. J. Oardale, who pointed out 
that the State had now accepted responsibility of the health 
and welfare of a great number of citizens and had thus 
rendered it imperative to the general practitioner to 
abandon his isolated position and to get into touch with 
modern scientific methods. The treatment of the industrial 
public under cooperative methods could be by the club 
system, the panel system, or a State Medical Service. Dis¬ 
missing the first without comment, he said that the panel 
system was a compromise which had the merit of doing 
away with undercutting among members of the same 
profession. He could not agree with Mr. Lawson Dodd 
that the panel system perpetuated individualism at undue 
oost to the community. Whatever the progress of science, 
medicine would always remain an art as well as a 
science, and some individualism is therefore essential, 
but the old isolation of the general practitioner must 
certainly go if efficiency is to be obtained. Had it 
not been for the war pathological laboratories for 
the use of general practitioners would already have been 
l set up in connexion with panel work. The money for these 
had been voted by Parliament, but it had been subsequently 
used for other purposes. • A nursing system would also have 
been established by this time. It had been argued that the 


panel system was a system of first-aid, but with this he could 
not agree. Under the Insurance Act doctors treated the 
majority of very serious cases. The advance in science had 
not killed general practice ; specialists were necessary, but 
so was the general practitioner. With regard to a State 
Medical Service, bis objection was that it abolished the free 
choice of the doctor, and that he believed the public would 
desert the State cliniques for that reason. The State service 
would become a happy hunting ground for mediocrity. 
He considered that the medical profession ought to put 
forward a united constructive policy. 

Dr. B. A. Richmond, having practised with several partners 
in a poor district for some years, found that the outstanding 
feature of such practice was that the economic position 
of the patients made scientific treatment an impossibility. 
Therefore he had welcomed the National Insurance Act as 
an endowment of the poor man’s doctor, and though the 
ideals of the Act had not been fully realised, it had 
accomplished much. The accusation that panel practi¬ 
tioners were incompetent was, he said, false, the effect of 
the Act having been actually to weed the incompetents out, 
and he noted that although there were 1500 doctors on the 
London panel there had only been 303 complaints made in 
three years. They were directed against 251 doctors, 168 
being substantiated. In London, he said, the personnel of 
the panel should be increased, and he pointed out that 
officials representing Friendly Societies swamped the Insur¬ 
ance Committees. Future developments must grow, he 
considered, out of the existing position. Post-graduate 
training for panel practitioners should be made possible and 
they should be attached to cliniques in their areas. Medical 
representation on the National Health Insurance Commission 
should be augmented. 

After some remarks from Dr. Thomas DCtton, Mr. 
M. Cursham Corner, and Dr. Eihbl Bbntham, Dr. F. J. 
Smith replied, drawing particular attention to the speeches 
of Dr. Card ale and Dr. Richmond. The great difficulty, 
said Dr. Smith, in the future would be to find enough 
money for adequate medical service. 


ROYAL ACADEMY OF MEDICINE IN 
IRELAND. 


Section of Obstetrics. 

Myomata from a Case ef Ceesarean Myomectomy .— I \c rpe so l 
Eclampsia. 

A meeting of this section was held on March 24th, Dr. 
G. FitzGibbon, the President, being in the chair. 

Dr. M. J. Gibson showed a specimen of Myomata from a 
case of Caesarean Myomectomy. The patient was first seen 
nearly four years ago, when she was 32 years of age, and 
had been married for nearly a year. She was in very good 
health, and was not in any way inconvenienced by the con¬ 
dition of her uteras. She menstruated regularly, and there 
was no discomfort or pain. She did not wish to undergo an 
operation if she could become pregnant without doing so. The 
largest tumour, which was then about the size of an apple, was 
situated apparently in the layers of the left broad ligament and 
attached to the supravaginal portion of the cervix. It was 
consequently pointed out to her that there might be trouble 
during labour if she did become pregnant, and removal of 
the tumours was recommended. The operation was declined 
when she understood that there was no reason to believe 
that she could not become pregnant. She returned within a 
year for her confinement. The fibroid in the pelvis did not 
then seem much larger, and it was distinctly softer. It 
was possible to push it well out of the way and to feel 
the presenting part of the foetus, which was the breech. 
She was anxious to avoid an operation, and the opinion 
was formed that the tumour would be pulled up during 
labour, and that it would be possible to deliver the 
child alive. All arrangements were made for a possible 
Cesarean section, and the patient was allowed to go 
into labour. The labour progressed normally, and the 
tumour was pulled up satisfactorily. When the os 
was nearly fully dilated it was possible to feel the 
tumour above the brim, and the breech entering. The 
mother and child were then in good condition. About half 
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an boar later the foetal heart could not be heard, and exa¬ 
mination showed that the cord had prolapsed past the 
tumonr through a fully dilated cervix. The child was 
extracted at once; there was some difficulty with the foetal 
head, but not a great deal. The child was dead. The patient 
promised to return for the removal of the tumours, but did 
not do so. She returned six weeks ago for her second con¬ 
finement. The pelvic tumour was now the size of a small 
melon, and so much in the way that it was not possible to 
feel the presenting part, which was the head. A Caesarean 
section was performed before labour started. The child was 
extracted alive and the uterine incision closed. There was 
no difficulty in removing the tumours, two of which, includ¬ 
ing the largest, were subserous, the remainder being inter¬ 
stitial. There were five tumours in all. There was no more 
bleeding than if the uterus was not pregnant, and the extent 
to which the uterus oould be drawn up outside the abdominal 
incisions made the myomectomy easier than it generally is. 
The removal of the largest tumour exposed the endometrium 
but did not open it. The cavities were closed with catgut. 
It was intended to allow the patient to deliver herself 
if she should become pregnant again, and it was sub¬ 
mitted that Caesarean myomectomy is the proper treat¬ 
ment for labour obstructed by fibroids when the uterine 
cavity is aseptic. 

Sir William Smyly said that one of the most interesting 
questions connected with Caesarean section was whether the 
uterine scar could be trusted in subsequent labours, and in 
that respect he considered that this case differed from the 
general rule, inasmuch as not only had the woman already 
borne a child per via* natural? *, but the cause of the previous 
obstruction having been entirely removed, no unusual strain 
upon the uterine wall was to be expected. 

Dr. T. Neill said that he remembsred a patient in the 
Coombe Hospital who had a Caasarean section performed for 
myoma obstructing labour, and who at a subsequent labour, 
about 12 months afterwards, was delivered by forceps without 
any difficulty. 

Dr. Bethbl Solomons considered that Dr. Gibson was 
very unlucky at the first confinement. If he had attempted 
to deliver the child when the os was dilated before the 
cord prolapsed all might have been well. He (Dr. Solomons) 
had reported to the section a case of natural delivery 
after a former Caesarean section. He had attended a case 
in two confinements where it had been necessary previously 
to remove about one-third of the uterus with myomata. 
With all these data, however, he thought it would be 
necessary to perform Caesarean section in Dr. Gibson’s case 
at subsequent confinements. The only other possible course 
to pursue would be to allow the patient to progress in labour 
on an operating-table and to have everything ready for an 
immediate Caesarean section. He wished to know the suture 
material used in the case reported. 

The President said he thought a myomectomy after 
Caesarean section (was better than the usual procedure of 
hysterectomy. He thought that the patient should be 
allowed to deliver herself in any consequent confinements. 
He held the view that when the cervix and vagina had 
already been dilated by the delivery of a child, and there 
was no obstruction, the scar in the uterus would hold, but 
where Caesarean section was done on a primipara the risk 
of subsequent labours would be too great. 

Dr. Gibson, in reply, said he did not agree that Caesarean 
section was necessary in cases of myomata, except when 
they were causing obstruction. He reported a case in which 
the scar of Caesarean section had given way in the eighth 
month of a succeeding pregnancy. The incision was closed 
with interrupted sutures of fine silk, and there was no sepsis. 
He concluded that the sutures were too close, and probably 
drawn too tightly in this case, as when this is done he had 
noticed how the incision became blanched during contrac¬ 
tions. He now employed interrupted sutures of fine silk, 
placed about three quarters of an inch apart, and then two 
continuous sutures of catgut, the first closing the muscle and 
the mucous membrane, the second closing the peritoneum 
and muscle. The silk sutures were then tied. Since then he 
had had no difficulty with patients who had become pregnant 
again, and he would allow labour to proceed in such a case 
when there was no longer obstruction. 

Sir William Smyly read a paper on Some Points in Con¬ 
nexion with Puerperal Eclampsia, which led to an interesting 
debate. 


$tfrkfos aitb Strikes ri $roks. 


Manual of Medical Jurisprudence , Toxicology , and 
Public Health . 

By W. G. Aitchison Robertson, M.D., D.Sc. Bdio., 
F.R.O.P. Edin., F.R.S.E., Lecturer on Medical Jurispru¬ 
dence and Public Health, 8ohool of Medicine, Royal 
College of Surgeons, Edinburgh. Third edition. London : 
A. and C. Bl&ok. 1916. Fp. 656. trice 10*. 6 d. 

In our previous reviews of this book we expressed the 
opinion that this work contained all the information 
necessary for the ordinary pass examinations, and we 
can now endorse that view. The author has continued to 
include the subjects of medical jurisprudence, toxicology, and 
public health in one volume, and experience has shown that 
the manual meets with appreciation from students pre¬ 
paring for the final examinations ; this combined treatment 
of the two subjects is endorsed by the fact that the subjects 
are taught, if not by a single lecturer, at least in a conjoint 
course at many universities and medical schools. 

The present edition has been revised and numerous 
additions have been made. There are two new chapters 
—viz., one on medical inspection of school ^children and 
another dealing with industrial hygiene and diseases due 
to occupation. Further, many new illustrations have been 
added, several of them being original. The book is well 
written, the facts being stated in plain terms, and a 
sufficient number of illustrative oases have been quoted to 
add to the interest of the subject matter. 


Studies in Anatomy from the Anatomical Depart¬ 
ment of the University of Birmingham . 

Published by the Council of the University and edited 
by Professor Peter Thompson. Illustrated by numerous 
figures in the text and by 4 plates. Birmingham : Cornish 
Brothers. 1915. Pp. 208. Price 10*. pet. 

The University of Birmingham is to be congratulated upon 
the industry and ability of the staff of its anatomical depart¬ 
ment, and not less upon the generous care of its Council in 
enabling good work to be produced in excellent style. The 
whole volume is remarkably well got up and the plates are 
very perfect examples of the best methods of colour repro¬ 
duction. The production of such a volume in these days of 
war is quite noteworthy. Eight papers are included in these 
studies, and most of them deal with developmental 
problems; four of them have previously been pub¬ 
lished (three in the Journal of Anatomy and Physiology 
and one in the Birmingham Medical Bevicw), and the 
remaining four are for the most part new. Professor Peter 
Thompson contributes (1) a Description of a Human Embryo, 
7 mm. greatest length; and (2) the Development of the 
Lobus Quadrat us of the Liver. Dr. Thomas Yeates has two 
Studies in the Embryology of the Ferret. Miss Marion 
Radford is represented by a paper on the Head Notochord 
and Pharyngeal Bursa in the Ferret and other Mammals. A 
paper by Mr. Lewis Graham on the Agnathic Foetus is 
reprinted from the Journal of Anatomy and Physiology. Dr. 
J. Percy Good publishes a part of his Manchester M. D. thesis 
on an Inquiry into the Causation of Spina Bifida, and Mr. 
Bernard Goodwin describes a case of Partial Failure of 
Torsion of the Intestinal Loop. If in such a volume an 
individual article might be selected for especial praise, we 
would point to the first paper by Professor Thompson, 
which, accurate in details and perfect in illustrations, is a 
permanent record of a very interesting stage of human 
development. 


MISCELLANEOUS VOLUMES. 

We have received in the course of the last few weeks a 
large quantity of books of varying size and importance 
generally dealing with surgical nursing, bandaging, massage, 
and the technique of first-aid, their publication being 
obviously due to the large draft made by the war upon the 
energies of all fully trained nurses and many partially 
trained attendants, who are instructed to carry out special 
duties of particular routine. As will be seen, the books 
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as a whole are carefully written and calculated to be of real 
use to the particular persons for whom they have been 
designed. 

Anatomy and Physiology for Training Schools and other 
Educational Institutions , by Elizabeth R. Bundy, M.D. 
(Fourth edition. London : J. and A. Churchill. Pp. 410. 
Price 8#. 6 d. net), is a thoroughly good book, written 
by the gynaecologist to the New Jersey Training School, 
who has been both professor of anatomy in the 
Women’s College of Pennsylvania and superintendent 

in the Connecticut .Training School for Nurses.- 

Bandaging, by A. D. Whiting, M.D. (London and Phil¬ 
adelphia : W. B. Saunders Company. Pp. 151. Price 6s. 
net), is also of American origin, and is written by the 
instructor in surgery at the University of Pennsylvania. The 
art of bandaging is very carefully explained, and in each case 
the reasons for the adoption of a particu’ar bandage in a 
particular injury or applied to a particular region are fully 
explained. The book is valuable because many beginners 
think that the great art of bandaging is to give a pretty 
surface, the use of bandages to support parts and to 
exercise local pressures not being always explained to the 

beginner.- The Triangular Bandaqe, by Howard M. 

Preston (London : John Bale, Sons, and Danielsson. 
Pp. 62. Price Is. net). Mr. Howard Preston is demon¬ 
strator of the practical classes at the Polytechnic, Regent- 
street, London, in connexion with the St. John Ambulance 
Association and the British Red Cross Society, and in this 
little work he deals with the application of the triangular 
bandage. The profuse illustrations and simple instructions 
make the book extremely suitable for the use of ambulance 
men and volunteer nurses, while much of the instruction 
could be unhesitatingly followed by Boy Scouts or Girl 

Guides.- Surgioal Nursing and Technique, by C. P. Child®, 

B.A., F.R.C.S. Eng. (London: Baillidre, Tindall, and Cox. 
Pp. xvi.-|-227. Price 3*. 6 d. net), is a small book of 
whioh we expressed a favourable opinion on its first appear¬ 
ance seven or eight years ago, and is aimed at a far more 
highly instructed class. Colonel Childe has written to 
meet the needs of nurses who, while responsible for the 
technique of operative nursing, find themselves in private 
homes where no medical officer is resident. The book 
contains exactly the sort of practical information that 
they would require, and it may also be recommended 
to young house surgeons and advanced students. The 

book is clearly written and practical.- A Manual for 

Nurses, by Sydney Welham (London : Mills and Boon. 
Pp. 230. Price 1*. 6^/.). This is the second edition of a 
handy little reference-book for nurses. The summaries of 
anatomy and physiology are so brief as to be of little 
practical use, but in dealing stenographically with medi¬ 
cine and surgery the author is distinctly successful. The 
section devoted to nursiDg proper contains an enumera¬ 
tion of the ingredients of enemata and instructions as 
to the preparation of poultices, blistering, painting with 
irritating fluids, and inunction. The book is an epitome 
of the kind of practical teaching which a nurse in 
training would receive from her superiors and learn by 

observation.- Philip's Popular Mannikin , edited by W. S. 

Furneaux (London : George Philip. Price 3s. 6 d.), is a key 
to the model of the human body and might very well be 
studied in connexion with Mr. Welham’s opening chapters. 

The information and the illustrations are excellent.- 

Children's Nursing, by C. Seymour Yapp (London : Poor 
Law Publications, Limited. Pp. 118. Price 2s. 6d. net). 
Mrs. Yapp is the matron to the Poor-Law Hospital at 
Ashton-under-Lyne, and this book has been written for 
nurse probationers with a view to introducing them to a 
branch of nursing which naturally requires special study. The 
instructions are precise and properly didactic, for counsel to 
beginners should always be given in an authoritative manner. 
The book is also full of wise hints for the maintenance 

of cleanliness and comfort among the small patients.- 

Our Baby: for Mothers and Nurses (Bristol: John Wright 
and Sons. Pp. 208. Price lx. 6 d. net) is on a far lower 
scientific plane, none the less it introduces to the reader 
in simple language modern methods of rearing infants, 
while its appearance in a fifteenth edition proves its 
popularity. 

We have received the fifteenth edition of Lieutenant-Colonel 
R. J. Blackhasi's Manual of First Aid (Bombay : 


G. Claridge and Co. Pp. 196. Price 1 rupee), and also Iffsa 
Blount’s First Aid at a Glance, an adaptation from the 
French of a small work containing practical hints in cases of 
emergency (London : Good, Limited, Burleigh-street, Strand. 

Price Id.). - First Aid in the Laboratory and Workshop. By 

Arthur A. Eldridge, B.Sc., and H. Vincent Briscoe, 
I). Sc. (London : Edward Arnold. Pp. 32. Price Is. net). Mr. 
Eldridge is a lecturer in chemistry at the Technical Institute, 
Wimbledon, and Dr. Briscoe is demonstrator in chemistry at 
the Imperial College of Science and Technology. Both 
authors, therefore, have had large experience of injuries 
in chemical and mechanical laboratories, and in this little 
book they have compiled brief and clear instructions for 
dealing with such injuries and accidents as are most likely 
to happen. The book is very brief and very sensible. 

A Handbook of Massage for Beginners (Oxford Medical 
Publications), by L. L. Despard (London : Henry Frowde 
and Hodder and Stoughton. Pp. 247. Price 6*. net), has 
definitely been written with an eye on the existing situa¬ 
tion. Many people are now learning the art of massage in 
order to help soldiers, and the book has been produced for 
their easy instruction, being, to a great extent, an abstrac¬ 
tion of the author’s larger book on the subject. Mr. Despard 
emphasises the need there will be of massage treatment for 
our wounded soldiers and for those discharged as unfit to 
serve further, and properly remarks that massage should 
only be carried out by those who have obtained the 
training of a recognised school. 


Jltefo Inbtnfiffns. 


AUTOMATIC EXTENSION LEG SPLINT. 

The principle of this splint is that the weight of the leg 
is utilised as the extending force. If one imagines a triangle, 
ABC (Fig. 1), made of thin iron rods with the side B c 
extensible and hinge joints at ABC, when the triangle is 
resting on A it is obvious that any weight resting on B G 
will tend to increase the angle a and, therefore, extend the 
side B c (Fig. 2). Thus, if a fractured limb, d, rests on 

Fig. 1. Fig. 2 



b c, with the two ends fixed at B and c respectively, the 
weight of the limb will increase the angle A and the 
distance b c till the muscular tension prevents further 
extension, and as the muscular tension is proportional to 
the strength and size of the muscles, and, therefore, to the. 
weight of the leg, the amount of extension produced is 
approximately the amount required, and decreases auto¬ 
matically as the muscles waste and their tone and weight 
diminish. In this way over-extension, which obviously, 
blocks the lumen of small and valuable capillaries and 
lymphatios both by lateral pressure and longitudinal tension,, 
especially at the site of fracture, tends to be avoided. 



The splint is composed of a Thomas knee splint frame* 
telescopically extensible. The upper end is fixed to the leg 
by a 1/2 Thomas ring and it is fixed below the fracture by an 
anklet, bandage, or slung in the usual manner, and the 
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limb supported at the seat of fracture by perforated zinc or 
lint, and the splint is supported by two hoops of iron form¬ 
ing a V and connected to each other and to the splint by 
hinge joints. One arm of the V is connected above, the 
other below the seat of fracture. The weight of the leg tends 
to increase the angle of the V and thus extension is obtained. 

The advantages of this apparatus are : (1) There is no 
need to move the limb or splint in slightest degree for 
dreasing or irrigation ; (2) easy access obtained to all parts 
of the leg ; (3) no absorbent dressings are needed—any dis¬ 
charge can be caught in a dish underneath ; (4) extension 
decreases as muscles waste ; and (5) extension simplified in 
the presence of sores or cellulitis. The same splint is 
applicable to most fractures and any length of leg, and to 
lift the patient the whole thing can be made a single unit by 
fixing the telescopic extension by a screw, and in a similar 
way the height of the leg from the bed can be adjusted. If 
additional extension is desired, hang weights on end of splint. 
The chief disadvantages are that it cannot be used on a full 
water bed or if the knee is desired flexed. 

The splint is made by Messrs. Krohne and Sesemann, 
Duke-street, London. 

Thomas Warrington. M.R.C.S., L.R.C.P. Lond., 
Captain, R.A.M.O.(S.B.). 


AN ECONOMICAL “OPEN” ETHER MASK. 

Thr mask for the administration of ‘ 4 open ” ether here 
illustrated will, I think, be found to be economical in use 
and easy to hold in position. The dermatite face-piece 
(with its rubber air-pad) fits the face closely ; consequently 
the eyes are not exposed to ether fumes. The outer cage is 
attached by a hinge to the nasal end of the face-piece. 



Some four to six folds of gauze are plaoed between the 
inner and outer cages and clamped down by the catch at the 
oral end. The outer cage affords a convenient rest, clear of 
the ether-soaked gauze, for the anaesthetist’s thumb (or 
fingers) when pressing the mask in position, and when con¬ 
centration of vapour is required serves to keep the overlay of 
towel or lint clear of the wet gauze, thus keeping it dry and 
the air beneath it comparatively warm. The perforated tube 
running from the nasal to the oral end is for the admission 
of oxygen or chloroform vapour from a Junker if required. 

The mask has been made for me by Messrs. Barth, Pol and - 
street. A. Bbresford Kingsford, M.D. Durh. 

Upper George-etreet, W. 

A METHOD OF IMPROVISING INTESTINAL CLAMPS. 

Whbrs intestinal damps are not available the following 
substitute will be found to answer the purpose well, and is 
quite easy to make and manipulate. Two equal pieces of 
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large, strong clock spring, from six to ten inches long, 
according to the length of clamp required, are covered with 


indiarubber tubing of a suitable size and thickness. The two 
pieces are bound together (a) with strong silk or silkworm 
gut at one end, so that when the opposite ends are brought 
together the springs press against one another for their whole 
length uniformly. The intestine, stomach, or whatever 
requires to be clamped (b) is brought between the two 
springs and held in a clamped position by nipping the other 
ends of the springs with an artery forceps (c) or small clamp, 
when it can be tied with silk or silkworm gut and the forceps 
removed. The pressure can be regulated by the strength of 
the clock spring used. For gastro-jej unostomies or intestinal 
anastomoses the two sets of springs can be simply tied 
together by leaving the silk or silkworm-gut ends long, or 
may be held together by artery forceps. 

E. R. Rost, 

Peshaw&r. Lieutenant-Colonel, I.M.S. 


PLATES FOR ONE-ARMED USE. 

I havb devised a couple of plates which seem to be of 
use to such of our sailors and soldiers as are deprived of 
the use of one arm. One is a soup-plate with a depression 
in the centre (Fig. 1), from which the last two or three 


Fig. 1. 



Section of meat- or pudding-plate. 

spoonfuls of soup can be easily removed. The other is 
a plate for solid food which has vertical sides and an 
overhanging rim (Fig. 2). Against this pieces of meat or 
pudding can be pushed without any risk of their toppling 
over the edge of the plate. For convenience of commerce 
it has been suggested that the plates should be named, 
and “ Unimanus ” has been suggested (cf. Livy 35. 21 
and 41. 21), but it seems simpler and certainly shorter 
to call them 44 manchot ” plates. 

The plates have been made in several styles—some as 
cheaply as possible—and all may be obtained from Messrs. 
Thomas Goode and Co., 19, South Audley-street, London, 
who are solely financially responsible and have kindly 
consented to devote rather more than 20 per cent, of the 
profits to the Serbian Relief Fund. 

Cambridge. A. E. SHIPLEY. 


THE ALEXANDRA PALACE INTERNMENT 
CAMP. 


During the last year a number of reports have been 
current of the conditions, social and sanitary, existing in 
the internment camps. These have often contained con¬ 
flicting statements, and we therefore take the opportunity 
which has been afforded us of placing on record a brief 
account of first-hand information concerning the best known 
of these camps for civilians—viz., the Alexandra Palace in 
this country. 

The Alexandra Palace, as every Londoner knows, crowns 
the steep ridge of Muswell Hill, and in this healthy, wind¬ 
swept locality 2000 interned civilian aliens have succeeded 
to the quarters of the friendly Belgians, who were at first 
housed there. 1 They occupy for the most part the ground 
floor, where vast halls are split up for disciplinary purposes 
to hold battalions of 100 to 600 men. Most of them were 
residents in London or the Home Counties at the time the 
war commenced, and the numbers have been somewhat 
reduced by repatriation of invalids and old men. 


i The Lancet, Oct. 3rJ, 1914, p. 867. 
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The halls are divided op by partitions, on the tops of 
which stand pot hyacinths and cactuses, suggesting at first 
sight some kind of flower show or exhibition. Oa each side 
of the screens are the low beds, consisting of three longitudinal 
planks raised an inch or two from the ground, with straw 
mattress, pillow, and blankets upon them. Ventilation strikes 
the incomer as distinctly good. The heating is carried on by 
means, for the most part, of hot-water pipes beneath the 
floor, which produce an upward current of air passing out at 
the louvres in the high roof and drawing in fresh air through 
the craoks in doors and windows without the necessity of any 
artificial system. The lavatory arrangements appear adequate. 
The original water-carriage system has been extended and 
washing accommodation is abundant, while douches with 
hot and cold water are laid on, to the use of which no 
restriction is applied. Each battalion of prisoners has its 
own particular portion of the Palace ground to exercise in, 
the area being marked off by wire entanglements, besides 
the use of the Italian garden in the Palace. At the time of 
our representative's visit the wind was cold in the extreme, 
with driving sleet, but several hundred men were pacing 
in the open in threes and fours around an enclosure pro¬ 
tected from the wind at the east end of the Palace building ; 
some were engaging in a friendly wrestling match, watched 
by the sentries who stood by. As closing time approached 
the sentries drew in, warning the men back again to their 
quarters. 

Occupation for these men, who are all interned civilians, 
is, of course, purely voluntary. Several squads were 
engaged in removing turf and making roads, being paid 
by the Palace trustees for this work. Some of the aliens assist 
with the cleaning and housework. Large numbers are content 
with lying on beds idling about, or playing games. A con¬ 
siderable minority occupies a narrow enclosure running 
round the whole extent of the hall with benches on each 
side, on which skilled handiwork is carried out. Some 
are engaged in carving and fretwork inlay of no mean 
quality ; others make wooden toys, models of boats and ships, 
and the like; while others are occupied more seriously in 
tailoring and cobbling for their comrades. All the cooking 
is done in the kitchens by interned civilians who command 
a wage for doing so. The regular ration includes 8 ounces 
of meat and lj lb. of bread per diem. The bread was noted 
to be wholemeal and of excellent quality, supplied by a 
contractor from outside. At one time some complaint was 
made with regard to the quality of the bread, and the con¬ 
tractor was changed. Those who can afford to pay may 
obtain food of any desired kind at the canteen; 10 per cent, 
of the canteen proceeds are allotted to delicacies for the 
remaining inmates, and especially to the occupants of the 
hospital. We understand that the well-to-do inmates are 
kindly disposed towards the others, especially in assisting 
them with a more varied diet. Vegetables supplied in the 
ordinary ration are limited to potatoes and dried beans, and 
no special dietary is provided for the hospital. 

At the Post Office in the building parcels sent from the 
men's homes are examined; it is at the same time the library 
where English and German books can be borrowed. English 
newspapers circulate freely. The only German journals in 
evidence were of pre-war date. There is naturally an abundance 
of musical talent, and an orchestra of 40 instruments is formed 
which gives good music on Sunday afternoons. Monthly 
visits are allowed to the prisoners by their friends, and as 
these visits are spread out over the month, a constant 
stream of outsiders arrives each afternoon. 

The hospital accommodation occupies three separate rooms 
at the end of the building, with a large consulting room and 
dispensary adjoining. Of the 35 beds in the main ward only 
4 were occupied, other cases being convalescent and sitting 
outside in the Italian garden. Of 10 tuberculous cases 
only 2 had positive sputum, and these were being isolated 
from the rest of the men. A small room is allotted to those 
suffering from active forms of venereal disease. These 
were in the early days sent to the German hospital 
for salvarsan injections and are now continuing with 
internal mercurial treatment. The isolation hospital in 
the grounds is now empty ; a single case of typhoid con¬ 
tracted before admittance and one of diphtheria have been 
the only serious infectious complaints ; as yet influenza, if 
present, has occurred in very mild form. The prison in the 
main building is also empty, there being at the present time 
no disciplinary difficulties. Large glass cases in the entrance 
halls contain specimens of the work of prisoners, some 


bearing patriotic mottoes suoh as “ Gott, Ehre, und Vafcer- 
land,” others referring to the period of their detention, “Zor 
Erinnerung meiner Gefangenschaft,” and so on. 

The courtesy shown by the officials in conducting our repre* 
sentative all over the very large establishment and in showing 
us all the details contained therein is gratefully recognised. 


ROYAL MEDICAL BENEVOLENT FOND. 


At the last meeting of the committee held on April 11th 
26 cases were considered and £234 granted to 22 of the 
applicants. Two additional annuitants of £20 each were 
elected, to be known as the Margaret Harker-Smith 
Annuitants, the committee having recently received the 
amount of £1000 from the trustees. The following is a 
summary of the cases relieved 
Widow, aged 70, of M.R.C.S. Eng. who practised at Heywood and died 
In 1894. Was left totally unprovided for, and earns a somewhat 
precarious living by acting as a day cook. Owing to age is unable to 
obtain permanent work. Relieved twice, £14. Voted £12 in 12 instal¬ 
ments.— M.R.C.S. Eng.,aged 83, who had practised at Fulham. Practi¬ 
cally blind, and has to help to support one of hfs son's family. Only 
permanent Income a small pension from another society and the Old Age 
Pension. Previous relief five times, £34. Voted £12 In 12 instalments.— 
Daughter, aged 58, of L.S.A. Lond. who had practised in London and is 
now a pensioner of the Fund. Applicant has tried to make a living by 
keeping an haberdashery shop, but owing to the increased cost 
of commodities is unable to make It pay. Father lives with daughter. 
Voted £10 in two instalments, and referred to the Guild.— 
M.R.C.S. Eng.. F.R.C.8. Edin., aged 76. married, and has practised at 
Lincoln and London. Owing to ago and inability to get about is unable 
to practise. Only income a smalt annuity. Requires help towards the 
education of his youngest daughter, aged 16. Two other children, 
married, and unable to help. Voted £12 in 12 instalments.- Widow, 
aged 63, of M.R.C.S. Eng. who practised at Burton-on-Trent and 
died in October, 1915. Owing to long Illness of husband, and 
three sons having joined the army, all her savings are exhausted. 
Receiving a little help from her sons’ employers and a little from 
dividends. Voted £5.—Widow, aged 74, of L.R.C.P. Edin. who 
practised at Ross, Mon., and died in 1889. Was left totally un¬ 
provided for, and only income a pension of £15 from another 
society. Lives with two nieces who have to earn their own living. 
Voted £5 and referred to the Guild.—Widow, aged 45, of M.D. Edin. 
who practised at Sheffield and died in 1906. Was left unprovided 
for, and health is very indifferent. Has recently undergone an abdo¬ 
minal operation. One son. aged 16, at school and maintained by rela¬ 
tives. Previous relief twice, £20. Voted £10 in two instalments.— 
Widow, aged 59, of M.R.C.S. who practised in London and died in 1904. 
Applicant suffers from chronic rheumatism and general ill-health, 
and has no Income. Previous relief 13 times, £133. Voted £15 In 
12 instalments.—Widow, aged 62, of L.R.F.P.S.GIasg. who practised at 
Rothesay and died in 1899. Endeavours to make aliving by taking in 
lodgers, but has not been successful of late. 8uffers from rheumatism 
and neuritis. Relieved twice, £24. Voted £12 in 12 instalments.— 
Widow, aged 64, of M.R.C.S. Eng. who practised in London and 
died in 1914. Was left with insufficient means, and has an invalid 
daughter to keep. Other children only able to help slightly. 
Relieved twice, £24. Voted £12 in 12 instalments.—Daughter, aged 54, 
of M.R.C.S. Eng. who practised at Newport, Mon., and died in 1892. 
Is blind and health indifferent. Only income a pension of £21 from 
another society. Relieved five times, £60. Voted £12 in 12 instalments.— 
Widow, aged 46, of M.B. Edin. who practised at Strathspey and died In 
1910. Was left quite unprovided for, with four chlldren„ages 9-17. Tried 
to make a living by keeping a boarding house, but has recently had to 
give it up. Only permanent income a small pension from another 
society. Relieved live times. £50. Voted £10 In two instalments.— 
Daughter, aged 67, of M.D. Edin. who practised in Lincolnshire and 
died in 1896. Is matron of an orphanage, but owing to lack of sub¬ 
scriptions her salary has been suspended. Relieved once, £5. Voted 
£12 In 12 instalments.—Daughter, aged 58, of M.D. Edin. who practised 
at Kirkdale and died in 1867. Is a dressmaker, but owing to indifferent 
health her business has declined, and she cannot make sufficient to 
meet expenses. Relieved once, £12. Voted £12 in 12 Instalments.— 
Widow, aged 68, of M.R.C.S. Eng, who practised at Sheffield and died 
in 1884. Haa endeavoured to make a living by teaching languages, bat 
owing to the war her pupils have left her. Has a small pension from 
another society. Relieved live times, £25. Voted £12 In 12 instal¬ 
ments.—Daughter, aged 50, of F.R.O.S. Eng. who practised at Biggles¬ 
wade and died In 1890. Suffers from chronic gastritis and epileptic 
fits. Only income £20 from another society. Relieved 17 times, £153. 
Voted £12 in 12 instalments.—Daughter, aged 60, of M.R.C.S. Eng. 
who practised at Peckh&m and died in 1885. Owing to the weak 
stato of her health she is unable to undertake any permanent work. 
Lives with sister, who has to earn her own living and is unable to help 
applicant. Relieved 18 times, £209. Voted £12 in 12 instalments.— 
Widow, aged 58, of M.R.C.S. Eng. who practised at Sydney, N.S.W., 
and died in 1901. Has no income, but receives occasional help from 
friends. Has a house in the country which she cannot let owing to Its 
bad condition. Has one daughter, a professional singer, but owing to 
the war she cannot obtain any engagements. Relieved twice, £20. 
Voted £10 in two Instalments.—Widow, aged 68, of M.R.C.S. Eng. who 
practised in London and died in 1898. Endeavours to make a living 
by taking in boarders, but has been unsuccessful of late owing to 111- 
health, applicant suffering from a cancer. Has five daughters, all 
unable to help. Relieved 17 times, £205. Voted £12 in two instal¬ 
ments through the Guild.—Widow, aged 53, of M.B. Aberd. who prac¬ 
tised in Warwickshire and Australia and died in 1903. Was left 
unprovided for, and only help a little from relatives. Has three 
children, ages 29 to 31, but none able to help. Applicant is suffering 
from asthma and heart trouble. Relieved seven times, £73. Voted 
£12 in 12 lns’alments. 

Subscriptions may be sent to the honorary treasurer, Dr. 
Samuel West, at 11, Chandos-street, Cavendish-square, 
London, W. 
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LONDON: SATURDAY ., APRIL 29, 1916. 


The Registrar-General’s Annual 
Report for 1914. 

In a prefatory address to the President of the 
Local Government Board Mr. Bernard Mallet, 
the Registrar-General, expresses regret that his 
endeavours to expedite the publication of his 
annual report for 1914 have been defeated by 
the exigencies of war. He tells us that military 
requirements have led to the imposition of new 
and unaccustomed duties on his department, as 
well as to the serious depletion of his staff 
by the enrolment of many of its expert members. 
Out of 116 men in this Government depart¬ 
ment not fewer than 62 are already serving 
with the colours, whilst 12 have been detached 
for war service in other departments. Altogether 
64 per cent, of the men of military age have 
been withdrawn from the General Register Office, 
and the residue includes several men who 
have been refused by the military authorities for 
medical reasons. These losses have been met by 
the closing down of all work not immediately 
required, by overtime employment, and by the sub¬ 
stitution of female clerks for male. In spite of 
increasing pressure on the department occasioned 
by the war, it is satisfactory to hear that 
in certain directions material improvement has 
been achieved in the period under review. The 
Registrar-General has taken pains to minimise 
the inconvenience of delay in the issue of his com¬ 
plete report by accelerating the publication of the 
“ Annual Summary ” for the same period—a docu¬ 
ment which will be found to convey important 
information not otherwise available to those 
responsible for the preservation of the public 
health. For the information of those unfamiliar 
with this publication, it may be useful to mention 
that it is now published within about three mouths 
of the close of the year to which it relates. The 
accuracy of the provisional numbers there given 
depends on returns by the local registrars, who are 
mainly laymen. But in the preparation of the official 
report, which is largely a medical function, these 
numbers are revised by comparison with the statu¬ 
tory registers deposited in Somerset House; they 
ace analysed in greater detail, as well as, pre¬ 
sumably, with greater accuracy, than had been 
possible in the production of the earlier publica¬ 
tion. For these reasons it is obvious that the 
summary can never be accepted as a substitute for 
the elaborate official report. 

With few exceptions the vital statistics of 1914 
may be considered satisfactory. The marriage-rate, 
I like that of 1912 and 1913, showed a substantial 
j rise on the average for 1908^11, and the provisional 
figures for 1915 indicate a further considerable 


rise. In order to compensate as far as possible 
for the casualties of war it is necessary to 
maintain at the highest standard the constitu¬ 
tion of the general population ; and in this relation 
the persistent decline in English fertility demands 
scientific consideration. In. 1914 a further falling 
off in the fertility of English mothers is recorded. 
In 1876 the rate of birth attained its highest 
point—namely, 36*3 per 1000 of the population— 
since which date it has fallen, with few exceptions, 
continuously from year to year. In the year 1914 
it was only 23*8, being the lowest rate on record; 
it was below the average rate for the last complete 
decennium by not less than 3*4 per 1000, a very 
serious decline. The general mortality of 1914 in 
England and Wales was 14*0 per 1000 living, 
without distinction of age or sex; it was below 
the decennial average by 0*7 per 1000, Except in 
the years of childhood males experience a higher 
mortality than females, although the excess is very 
unevenly distributed over the country. The fall 
in mortality has been rapid since 1891-5, when it 
stood at 18*5 per 1000. Up to the age of 35 for 
males and of 45 for females the mortality of 1914 
at each period was only half that recorded 50 years 
ago, but after these ages the fall was only slight. 
Of the total deaths 17*8 per cent, were those of 
infants in their first year; their rate of mortality 
therefore was equal to 105 per 1000 births. Infantile 
mortality is ordinarily higher in the town than in 
the country, bat the infant mortality of London, 
the centre of the largest urban population in exist¬ 
ence, continues lower than that of the country at 
large. In view of its constancy from year to year 
the geographical variation of infant mortality in 
England and Wales is remarkable. In each sex, 
and in every class of area, the rate continues highest 
in the north of England and lowest in the south, 
the position of the Midlands being intermediate. 
Even the rural districts of the north record a 
higher rate than that of the metropolis, the 
excess being greater in the male sex. Illegiti¬ 
macy is known to exercise a powerful influence 
on infant life, and in 1914, as in previous years, 
the mortality of illegitimate infants was about 
twice as high as that of children born in 
wedlock. The excess was highest at ages under 
three months and least in the later months of the 
first year of life. 

Respecting the mortality from the common infec¬ 
tious diseases the Registrar-GeneraL writes briefly, 
probably because detailed information respecting 
their incidence and fatality has already appeared' in 
the annual summary which was published in April, 
1915. The death-rates from these diseases, with 
the single exception of diphtheria, were below 
the average. Diphtheria was responsible for 
greater destruction of life than usual, and in 
its regular tendency to excessive prevalence in 
the same area from year to year this disease 
strongly resembles enteric fever. The loss of life 
due to tuberculosis in 1914, although somewhat 
greater than in the preceding year, was below the 
average in the latest quinquennium by nearly 
14 per cent. The fall in mortality was shared 
almost equally by both sexes, but the rate among 
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males continues to exceed that of females by about 
one-third. As in former years the excess was far 
greater in the chief towns than elsewhere, being 
66 per cent, in London against 4 per cent, in rural 
England. More than three-quarters of the total 
mortality from tuberculosis was due to the pul¬ 
monary form of that infection, which was some¬ 
what less fatal than the average. Among other 
forms, tuberculous meningitis caused a lower 
mortality than in any previous year; it now 
amounts to not more than one-third of the rate pre¬ 
vailing 60 years ago. The mortality from tuber¬ 
culous peritonitis was lower than in any pre¬ 
vious year except 1912; the rate has been rapidly 
falling for the last 30 years, and now averages 
only one-third of its former amount. There 
is no abatement of the suffering and fatality 
due to malignant disease in its various forms. 
In 1914 there was again an increase in cancer 
mortality among males, especially those at 
advanced ages; there was also a slight in¬ 
crease among females, especially those above 
the seventy-fifth year of life. Very elaborate 
analysis continues to be made of the mortality 
from this terrible disease, and no pains have been 
spared by the Imperial Cancer Research Fund to 
improve our knowledge of its nature. We notice 
with pleasure the Registrar-General's acknowledg¬ 
ment of the assistance he has received from medical 
officers of health in the compilation of his report, 
and especially for their co6peration in securing 
accurate transfer of deaths, with the object of 
improving the vital statistics of our country. 


The War and Epidemic Diseases 
in Galicia. 

The miseries attending military operations in 
the eastern war-zone have been exemplified by what 
has occurred during 1915 in the Austrian province 
of Galicia, which has a large industrial population, 
and where, in addition to destruction of property 
and the shortage of food supplies, certain dangerous 
diseases have been epidemic. Many villages and 
farmhouses have been burnt to the ground, the 
cultivated fields have been devastated and the 
crops destroyed, business premises have been 
demolished and many of the inhabitants have fled 
into the already overcrowded towns where provisions 
are scarce and housing is inadequate; to crown 
all, cholera, exanthematic typhus, and small¬ 
pox have been widely prevalent. The Austrians 
themselves have estimated the permanent damage 
done to property in Galicia up to the end of 
1915 at more than £80,000,000. 

Although the usual sources of information as 
to infectious diseases in Austria are closed, 
numerous reports published in Vienna filter 
through neutral countries to England, and from 
these accounts it appears that cholera has been 
prevalent in Galicia during the summer months 
of the past year, subsiding with the advent of the 
cold weather. It is, however, probable that there 
will be a recrudescence of the epidemic when the 
seasonal conditions become again more favourable 


for its spread. Approximately about 30,000 per- : 
sons were attacked by cholera in the province 
during the year 1915, but the number of deaths Lai 
not yet been stated. The majority of the sufferers be¬ 
longed to the civil population, the military escaping, 
probably as a result of the anti-cholera inoculations 
carried out before the epidemic had developed. 

It is surmised that the cholera infection was intro¬ 
duced into Galicia from Russia. It is a well-known 
fact that exanthematic typhuB is endemic in this 
province, about 2000 cases on an average being 
reported annually. But in 1915 the number of 
attacks rose to 9000, increased in the first two J 
months of 1916 by 2354 more cases, making a total 
of 11,354. The fatality of the disease has not been 
reported, but it is probable that it was not less than 
20 per cent. As with cholera so with typhus, the j 
victims were chiefly among the civil population, 
famine, overcrowding, vermin infestation, and general 
misery assisting in the production of the epidemic. 
Small-pox has been prevalent in Galicia almost 
throughout the whole of 1915, but it assumed more j 
serious proportions at the beginning of 1916. tJp 
to the end of the month of February of the present 
year about 32,000 persons had been attacked among 
the civil population with whom vaccination is 
generally neglected; the troops were not seriously . 
affected, vaccination and re-vaccination being per- j 
formed at the beginning of the military service of j 
each recruit. The number of fatal cases of small' § 
pox which occurred in Galicia during 1915 has not i 
yet been published, but the prevailing conditions - 
are such as to be likely to enhance the virulence of J 
any current infection and increase its fatality. As 
showing the proportions which this epidemic is 
now assuming, it may be mentioned that in January 
and February of the present year the number of 
small-pox cases reported to the authorities amounted 
to nearly 12,000. , 

From these facts it appears that apart from 
death and disablement of soldiers on the battle- 
fields of Galicia, many of the inhabitants of the 
province have lost their homes and sources of 
employment through the so-called “ military 
necessities," and many of them are suffering from 
famine and other miseries, as well as being 
ravaged by such dangerous epidemic diseases as ' 
cholera, typhus, and small-pox, which history has :j 
shown often follow like vultures in the track of ] 
armies in the field. 


Donations and Bequests.—B y the will of the j 
late Mrs. Harriet Harris, of Hackney, who left estate of the 
gross value of £10,428, the Queen’s Hospital for Children, 
Hackney, the King’s Nursing Home, and the Home and 
School for the Blind, Upper Clapton, will each receive a fifth 
of the residue after a few legacies and bequests have been 
made.—The late Dr. Abraham Cross Godfrey, of Broom 
Hill, Dripsy, Co. Cork, has left £1000 each to the South Hants 
Hospital and the South Infirmary, Cork. i 

The Chadwick Public Lectures. —The next 
c mrse of Chadwick Publio Lectures will begin on Saturday, ( 
May 6th, when Miss Lilian Barker, lady superintendent at 
Woolwich Arsenal, will take for her subject Housewifery in 
the Army, Camp Kitchen, Economy, and the Effects and J 
Defects of Munition Work for Women. The leoture will be 1 
delivered at Bedford College, and Sir William Collins will i 
preside. ] 
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"K« quid nimis." 


LUNACY IN EGYPT. 

Dr. J. Warnock has now issued his annual report, 1 
g^iwing a brief account of work done. He has been 
appointed consultant to the British army in Egypt 
and he has had to make special arrangements for 
tine treatment of British soldiers who were mentally 
affected. The report gives evidence of steady 
progressive work and shows the persistent and 
untiring energy of Dr. Warnock, who has been 
obliged to do so much extra work with a reduced 
staff. He points out that * the admissions for the 
year have been fewer and he iB inclined to think 
that the chief dangerous vagabond lunatics are 
now under care. The admissions once more exceed 
the accommodation by 467 patients, and again a 
large number of uncured patients, 487, have been 
discharged to the care of their friends. Dr. Warnock 
reports that his admissions of fresh cases for the 
year in fact were 1036; this is a larger admission 
list than that of any British asylum. One hundred 
military mental cases were treated during 1915, 
and the tables as to forms of insanity and of 
the attributed causes are interesting. The majority 
were depressed and melancholic, the Indian con¬ 
tingent providing a larger proportion of these. 
As usual there was a considerable number of 
patients admitted who had suffered from violence, 
and 16 employees were injured by aggressive 
patients. Some patients were admitted as voluntary 
boarders, and this appears to point clearly to a 
better understanding among Egyptians of the 
object of the asylum. Lectures and demonstrations 
were given not only to medical students, but inter¬ 
esting medico-legal cases were demonstrated to the 
law students, and Dr. Warnock acted as examiner in 
forensic medicine at the School of Medicine. Of 
late years the work has been increased and made 
more trying by the reception of criminals supposed 
to be insane. It is a remarkable fact that of 
33 male and 4 female convicted prisoners sent 
for observation 19 males and 1 female proved to 
be sane and were returned to prison. Of 50 
males and 9 female accused persons sent for 
examination 15 males and 1 female were found not 
insane. An interesting table gives the forms of 
insanity associated with the crimes. In this it is 
noteworthy that the pellagrous insane seem to 
tend to murderous violence. The recovery- 
rate is small, but this is partly accounted for 
by the discharge of uncured but improving 
cases to make room for more urgent ones. 
Of the 873 admissions hashish provided 47, while 
the pellagrous insane were 135 and the general 
paralytics were 57. Of the hashish patients only 
one was a woman, of the pellagrous 75 males and 
60 females, and of the general paralytics 11—that is, 
nearly 25 per cent.—were women. The report has 
been prepared with the greatest possible care. The 
tables exhibit clearly the chief points as to causation 
of the disease and the causes of death. A good pro- 
’ portion of post-mortem examinations were made, and 
a skilled pathologist—a young Egyptian—did ex¬ 
cellent coarse pathological as well as microscopical 
work. Dysentery was again common and was 
treated with Dr. M. A. Buffer’s antidysenteric serum; 
68 cases recovered and 18 died. Both typhoid and 


typhus fevers occurred in the asylum with some 
deaths. Blood examinations were made and 
examinations of excretions were also carried 
out. Preparations have been made of the nervous 
tissues of pellagrous patients, and later reports 
will be made. Wassermann tests were carried 
out at the Laboratory of Public Health. Of 223 
cases suffering from various forms of insanity 
94 gave a positive reaction, but the full report 
on this line of work will be developed later. 
There is accompanying Dr. Warnock’s report a 
shorter report of the work done at the sister 
institution at Khanka. The present accommodation 
there is for 400, but 700 have been received at a 
time. The usual tables of causation, forms of 
disease, and modes of treatment are given, and very 
complete information as to the uses made by the 
full electrical plant for the various needs of the 
asylum. It is a great difficulty that there are no 
convenient roads from Cairo to Khanka, but no 
doubt this will be met and gradually, under Dr. 
H. W. Dudgeon, a large asylum will be carried on 
under more suitable conditions than could prevail 
in the old buildings. The new buildings are 
specially arranged for their object, whereas the 
parent institution was adapted from an old palace. 
The future of Egyptian lunacy is hopeful, and when 
peace is restored progress will be more rapid. 


BULLET IN THE RIGHT AURICLE; OPERATION; 

SURVIVAL FOR TWO DAYS. 

During the present war wounds of the heart 
have been fairly frequent, and in some cases the 
lack of serious results has been a matter of con¬ 
siderable surprise. The diagnosis when the bullet 
remains in the heart is rendered certain by the 
X rays. Usually the missile is only a small frag¬ 
ment, and it is the ventricle which is damaged. 
But in the case to be recorded it was the auricle 
which received the bullet, a much graver condition. 
The soldier was wounded on May 14th, 1915, when 
1500 metres from the German trenches, the bullet 
entering the right subclavicular region. He imme¬ 
diately felt a violent pain of a pricking character in 
the heart, and then fainted away. For some days he 
lay in an extremely grave condition, with occa¬ 
sional haemoptysis. There was severe retrosternal 
pain lasting continuously for hours and accom¬ 
panied by intense headache. Gradually he im¬ 
proved, and by the end of July could get about, 
but any effort was likely to cause faintness and 
urgent dyspnoea. The entry wound had healed; 
the retrosternal pain, however, still persisted. On 
Sept. 27th examination showed no demonstrable 
changes in the heart; there was no abnormal 
pulsation; the pulse was variable in rate, usually 
at 60, but on slight movement rising to 100. There 
were diminished breath sounds at the base of 
the right lung. X rays demonstrated the bullet 
resting definitely in the right auricle, a skiagram 
showing this clearly. The scar of the wound was in 
the third right intercostal space, two fingers’distance 
from the right edge of the sternum. On Oct. 13th 
the patient developed acute myocarditis. There 
were pyrexia, some evidence of pericarditis, and 
severe cardiac pain. The area of cardiac dullness 
was'increased and the rhythm disturbed, long pauses 
occurring. On Nov. 1st the patient was better, and 
on the 9th it was decided to operate and remove, 
if possible, the bullet. The central mass of the 
sternum was removed, with the third, fourth, and 
fifth costal cartilages on either side. The consider¬ 
able haemorrhage from branches of the mammary 


* Report for the Year 1916. Government Press, Cairo. 
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artery was controlled before the pericardium was 
opened. Numerous pleural adhesions existed on the 
right side. An incision 7 to 8 cm. long was made. The 
pericardium was found to be adherent. With the 
finger the adhesions could be separated without diffi¬ 
culty over the surface of the ventricle, but over the 
auricular surface they were of some density and 
could not easily be removed. It was then easy to feel 
the bullet, the point of which was situated just above 
the opening of the inferior vena cava in the wall 
of the auricle, and enclosed or ensheathed in a 
hard mass of tissue. At this stage the general con¬ 
dition of the patient occasioned much alarm. There 
was intense pallor and the pulse became almost 
imperceptible. The heart also showed irregular 
tumultuous movements. The organ was carefully 
moved over a little towards the left, which rendered 
the site of the bullet more accessible, and a pair of 
forceps was placed superficially to prevent haemor¬ 
rhage when the bullet should be extricated. Un¬ 
fortunately the tissues in this region were friable 
on account of the adhesions; suddenly the auricle 
ruptured, and a startling welling up of black blood 
immediately followed. The operator at once placed 
the left forefinger into the breach, and after a time 
managed to unite the edges with a small covered 
clamp. The bullet was then quickly removed with 
a bistoury and sutures were inserted. Tampons were 
placed in the neighbourhood of the lower angle of 
the sternum and an obturator construction closed 
up the thoracic anterior wall. The operation lasted 
50 minutes. With the closing of the pericardium 
the general condition of the patient improved, and 
the pulse became regular at 120, respiration 25. 
For the rest of the day there were pains in the 
chest. At night the pulse was 140; no faintness. 
Transfusion of blood was carried out to make up 
for the loss when the auricle ruptured, estimated 
at about 200 grammes. The pulse slowed a little 
and the patient improved somewhat. The following 
night was also good, but the thoracic pains con¬ 
tinued. Hyperglucose serum was given ; the pulse, 
however, accelerated. The next day, Nov. 11th, the 
temperature rose, and later the patient died. The 
remarkable fact brought out in the necropsy was 
the vigorous fibrosis which had surrounded the 
bullet, resembling a “ veritable fibroma.” The 
capsule surrounding the bullet averaged H centi¬ 
metres in thickness. Only by this pathological 
process could the bullet, which, weighing 8 grammes, 
was 28 millimetres long and 8 millimetres in dia¬ 
meter, be held in the auricular wall, which normally 
is only 2 to 3 millimetres in thickness. A full account 
of the case has been detailed by Dr. Couteaud and 
Dr. Bellot in the Revue de Chirurgie . It will be 
interesting to see whether more success may follow 
similar operations, which must demand a maximum 
of manipulative dexterity and confidence on the 
part of the operator. _ 

NON-FATAL FRACTURE OF THE AXIS. 

Dr. F. W. O’Brien has recorded in the Boston 
Medical and Surgical Journal a case of the rare 
condition of non-fatal fracture of the axis. A boy, 
aged 7 years, was admitted into hospital with a 
history of having fallen from a tree five days before 
and striking the ground on his back. He oom- 
plained that he could not move his head without 
pain. He adapted himself to thij condition by 
supporting his jaw along the ramus with his hand. 
In this way he was able to turn his head more 
freely. The pupillary and other reflexes were 
normal and there was no paralysis or disturbance 


of sensibility. Pressure over the second and third 
cervical vertebras was painful. Radiography showed 
a complete fracture of the laminae of the axis, and 
an orthopaedic support was applied. After five 
weeks this was removed, and radiography showed 
such excellent union that an observer might doubt 
that there had been any fracture. At the time of 
the report the child was playing about as if nothing 
had happened. Mixter and Osgood, in reviewing 
the literature of “ Traumatic Lesions of the Axis : 
and Atlas,” 1 have called attention to the large 
amount of room for the spinal cord in this region, 
which may account for the absence of symptoms 
in certain cases of cervical injuries. In injuries of 
the axis the mortality seems to depend on involve¬ 
ment of the odontoid process. In 6 out of 8 fatal 
cases recorded by Mr. E. M. Corner the odontoid 
process was broken, while in 10 non-fatal cases 
fracture of the odontoid process occurred but once. 


INFLUENCE OF PITUITARY FEEDING UPON 
GROWTH AND SEXUAL DEVELOPMENT. 

Thb clinical evidence of the effect of the 
pituitary gland on growth and sexual develop¬ 
ment is well known, but experimental feeding 
with and injection of pituitary extracts has given 
contradictory results. Thus Crowe, Cushing, and 
Homans found that subcutaneous injections of 
extracts of the whole gland or of the posterior lobe 
were apt to produce emaciation. On the other 
hand, Caselli could find no effect. Schafer fed 
young rats with the anterior lobe, which seemed 
to produce increased growth, but more recent 
observers reported negative results. Bohenroth 
is the only writer who investigated the effect on 
the genital system. He found that hypodermic 
injections of pituitrin produced in rats premature 
and extensive development of the genital system, 
particularly of the testis and sexual over-activity, 
but in young dogs the results were negative. This 
may have been due to a difference in activity of the 
extracts used or to incorrect dosage. In the Johns 
Hopkins Hospital Bulletin Dr. E. Goetsch has 
reported an important and careful investigation of 
the subject. Two young bitches of the same litter 
were taken ; one was fed daily with half a gramme 
of the dried extract of the anterior lobe of the 
pituitary gland, and the other was used as a con¬ 
trol. After seven months the animals were killed. 
The ovaries of the former contained numerous 
corpora lutea and albicantia, while those of the 
control contained simply unripe Graafian follicles. 
An extensive series of experiments was then made 
with young rats. When fed with excessive doses 
(0*1 gramme daily) of the dried extract of both 
anterior and posterior lobes failure to gain weight, 
loss of appetite, increased peristalsis, mild enteritis, 
and nervous manifestations, such as muscular 
tremors and weakness of the hind limbs, were pro¬ 
duced. The latter symptoms were due to the 
posterior lobe element, for they could be produced 
by administering an extract of this lobe, but not of 
the anterior lobe. The ovaries, tubes, and uterus 
of animals fed with extract of the whole gland 
were .larger and more vascular than in controls and 
the ovaries reached sexual maturity from one to 
two months before normal. In mades premature 
growth and development of the testes, with 
spermatogenesis, was produced. Feeding with 
anterior lobe extract resulted in increased weight 
and more vigorous body growth and earlier 

1 American Journal of Orthopedics, February, 1910. 
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genital development. The fur was harsher and 
thicker. Feeding with the posterior lobe did not 
stimulate growth or sexual development; indeed, 
it had a retarding influence on the latter. 
These results explain why in acromegaly, now 
believed to be due to over-activity of the 
anterior lobe consequent on adenomatous hyper¬ 
plasia, there is in the early stage increased 
sexual activity and in the late stage, with 
pituitary involution, disappearance of the sexual 
function and atrophy and degeneration of the sexual 
glands. The view put forward by Biedl that de¬ 
ficiency of the secretion of the posterior lobe causes 
genital hypoplasia seems incorrect. This deficiency 
causes a tendency to the deposition of fat and 
increased carbohydrate tolerance, which can be 
favourably influenced by administration of posterior 
lobe extract. Cases of pituitary disease in which 
symptoms of sexual failure, such as amenorrhoea 
and impotence, have been favourably influenced by 
administration of pituitary extract by the mouth 
have been recorded by Cushing. This treatment 
also seems indicated in conditions of genital aplasia 
and adiposity and in circumstances referable to 
ductless glands other than the pituitary. 


REFORM AND DELAY. 

To find Dr. F. J. Waldo, the coroner for 
Southwark, as well as for the City of London, 
calling the attention of a jury to the in¬ 
sanitary phenomena observable in the “ Tabard- 
street area,” carries us back in memory 
many years before the war, when there was 
more leisure and more money for the removal 
of such abuses than is likely to be the 
case for some time to come. At the inquest 
referred to it was proved that a woman had died 
as the result of heart failure from an attack of 
bronchial catarrh, and there was evidence that 
the roof leaked, the floors were rotten, and the 
paper on the walls was falling off from the damp. 
A medical witness summed up the condition of the 
room, for which a rent of 6s. per week was paid, 
by saying that “ it was not necessary to hold an 
umbrella over the bed where the deceased slept, 
but the rain came in everywhere else.” In these 
circumstances death consequent upon bronchial 
catarrh was ascribed with literal accuracy to 
1 Natural causes,” but a rider, added to its verdict 
by the jury, which asked that the houses where 
the death took place should be condemned, was 
prompted, no doubt, by the feeling that such 
deaths may be natural but are not unavoidable. 
As a matter of fact the houses, we understand, had 
been already condemned as unfit for habitation some 
years ago, and they were cleared of their inhabitants, 
but their demolition was delayed and tenants have 
again been allowed to occupy them. If their con¬ 
dition to any general extent is such as was 
described at the inquest, it is to be regretted 
that their existence was not cut short at an earlier 
date. Promptitude of action is frequently a 
c beaper course than delay, and there must be many 
examples of expenditure postponed with increased 
m its result. The housing of the working 
classes of London was recognised as a difficult 
problem long before the close of the nineteenth 
century, and although cheaper locomotion has pro¬ 
vided a solution to a certain extent, higher land 
julues and more costly labour h ave made us wish that 
tne fathers and grandfathers of the present genera- 
won had done more towards settling a question 
Wuch was raised and shelved in their day. 


And, alas, when peace comes, this and similar 
matters of extreme social urgency may find 
themselves relegated still further into the back¬ 
ground by circumstances arising out of the 
war and by lack of funds consequent upon it. 
And where pecuniary considerations are not involved 
time and opportunity for legislation may not be 
easily secured. Reform connected with the regis¬ 
tration of deaths and with the holding of inquests 
has long been delayed. The report of the Royal Com¬ 
mission on the Poor-law has borne no such fruit as 
was expeoted to result when the Commission closed 
its labours. Quacks and nostrum-vendors are still 
carrying on a profitable trade at the expense of the 
public and to the detriment of the health of their 
clients. It is easy to say that there are matters of 
more instant importance than these, and that other 
questions will arise demanding settlement when 
the affairs of the nation are nearer to resuming 
their normal course. It may be admitted that 
matters of merely comparative urgency must often 
stand aside for others more insistent in their 
demand for attention. It would seem, however, 
that in domestic legislation and in public health 
administration, as in other affairs, arrears are more 
easily accumulated than got rid of, and that post¬ 
ponement when once it has taken place is liable to 
be repeated or prolonged. The allowing of the 
“Tabard-street area” to become inhabited again is a 
good example of dangerous procrastination. 


TUBERCULOSIS IN THE NETHERLANDS. 

Ten years ago the Dutch Association for the 
Promotion of Science set up a committee of medical 
men to make a statistical investigation into the 
pathogenesis and spread of tuberculosis in Holland. 
A table of 53 leading questions was drawn up, 
with numerous subdivisions, to illuminate the 
points at issue; forms containing these questions 
were issued to 261 medical men in Holland, who 
were asked to fill in a form for each of their tuber¬ 
culous patients and to return it to the commis¬ 
sion. After the lapse of much time 92 medical 
men sent in returns dealing with 1510 tuberculous 
patients. The commission has worked up these 
statistics, and has recently published an account of 
them, together with the general conclusions to 
which they lead. 1 Over 92 per cent, of the patients 
were suffering from tuberculosis of the lungs alone; 
only 47 patients had tuberculosis of other parts of 
the body alone. Almost exactly half were males. 
Summing up the results of their investigation, the 
commission remarks that nothing in the nature of 
certainty can attach to their conclusions, owing to 
the nature of the material on which they are based 
and the variety of the facts concerned in the 
acquisition of a tuberculous infection. They believe 
that tuberculosis most commonly appears between 
the ages of 14 and 40; more than half the 
patients take notice of the infection and seek 
medical advice within a year of its occurrence. 
The acute infections appear to play an important 
part in opening up the way for tuberculosis, more 
particularly influenza; alcoholism, grief, and 
anxiety seem to have no influence as predisposing 
causes. The small number of the patients who 
gave a history of recovery from tuberculosis of some 
part of the body in their early years indicates that 
a tuberculous infection is apt to produce a certain 
degree of immunity to the disease. Many of 
the patients exhibited the scrofulous diathesis 
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(38 per cent, of 887 cases), and many of them were 
members of large families. As regards childhood, 
tuberculosis is commoner at the beginning and 
end of this period of life ; in the case of girls, 
going out into service and hard work increase the 
liability to tuberculosis. So far as men are 
concerned, occupations like those of printers and 
workers in wood, cork, straw, and metal, in¬ 
crease the liability to tuberculosis; agricultural 
labourers, both men and women, are comparatively 
rarely infected. Domestic service seems to be 
particularly unfavourable in the case of women. 
Importance is attached to the home circum¬ 
stances; tuberculosis is commoner in houses that 
get no sunlight, and in persons who have slept two 
or more in one room or one bed. The actual souroe 
of infection was undiscovered in 488 of the 1510 
cases investigated; in 823 (or 54*5 per cent.) the in¬ 
fection was acquired beneath the parental roof, 
and in the remaining 199 patients the source was 
said to be the husband or wife, fellow workers, 
friends, servants, boarders, persons nursed, or, in 
30 cases, residence in an infected house. In 604 
married tuberculous persons the spouse was 
certainly tuberculous in 65 instances and possibly 
tuberculous in 12 more. The commission states 
that no conclusion as to the importance of heredity 
in the acquisition of tuberculosis can be drawn 
from their figures; but they are of the opinion that 
it is a factor of some significance. 


THE PATHOGENESIS _ OF ACROMEGALY. 

Singe Pierre Marie in 1886 called attention to 
the peculiar and interesting dystrophy which he 
named acromegaly, numerous cases of this striking 
morbid entity have been described, but although in 
their general aspect and evolution such cases more 
or less resemble each other, clinical investigation 
of each particular case reveals some peculiarity or 
detail worthy of special examination. Professor 
Massalongo and Dr. Piazza, in the medical section 
of II Policlinico, February and March, 1916, publish 
a case which lends support to the view that 
acromegaly, which has its primary origin in hyper¬ 
function of the pituitary gland, is often compli¬ 
cated by contemporary or successive phenomena 
dependent on functional or organic change in 
other glands with internal secretion; such com¬ 
plications are deserving of discussion and inter¬ 
pretation as to whether they should be considered 
invariable or exceptional, independent or acci¬ 
dental occurrences, or subordinate and necessary. 
In the case published by these observers, ocular 
disturbances, modification of the field of vision with 
marked changes shown by radiography, left no doubt 
as to the existence of a pituitary lesion. Other 
facts, however, made it impossible to exclude the 
presence of symptoms dependent on simultaneous 
changes in other endocrinous glands, especially of 
the thyroid and genital glands. In fact, the case 
might be taken as an example of a thyro-genito- 
pituitary syndrome to which various authors, 
chiefly French, have drawn attention in recent 
years. The implication of the other glands except 
the pituitary, whether it represents an independent 
and accidental occurrence or one subordinate and 
necessary, is not, however, equivalent to saying 
that acromegaly is a pluri* glandular syndrome. 
Changes in these glands do not signify their 
participation in the pathological process of acro¬ 
megaly, but, according to these observers, are 
capable of an entirely different explanation, which 


is that the endocrinic system constitutes an org&no- 
functional whole, whose constituent elements are 
physiologically in such intimate connexion that one 
of them cannot undergo any change without a 
reaction taking place in the others. 


THE SUPPLY OF PETROL TO MEDICAL 
PRACTITIONERS. 

The President of the Board of Trade has appointed 
a committee, consisting of Mr. Oliver Bury (chair¬ 
man), Mr. A. E. Bowen, Sir John Prescott Hewett, 
G.C.S.I., and Mr. P. G. L. Webb, to control the supply 
and distribution of petrol, and to consider what 
measures are necessary in the national interest— 
(1) To ensure that adequate supplies of petrol shall 
be available for the purposes of the war and for 
other essential needs; and (2) with the above 
object, to regulate the use of petrol for other 
purposes in the United Kingdom during the period 
of the war; and, subject to the direction of the 
Board of Trade, to give executive effect to the 
measures decided upon. Mr. H. W. Cole, of the 
Board of Trade, will act as secretary to the 
Committee, whose offices will be at 29, Abingdon- 
street, Westminster, S.W. The Committee will 
not consider individual applications for supplies 
of petrol, or deal with correspondence relating 
thereto; but if the medical man is to receive 
that adequate supply which is absolutely neces¬ 
sary to enable him to carry out his professional 
duties, it should be somebody's business to 
give attention to his requirements. A few 
days ago, in one of the daily papers, a medical 
practitioner complained of inability to get petrol 
for over a fortnight, stating that he was “ re¬ 
sponsible for medical attendance on over 2000 
people engaged directly or indirectly on munition 
work." If such instances as these are allowed to 
multiply, the health of the community will speedily 
suffer. A form has been issued to medical men 
by the National Health Insurance Commission, on 
which they are requested to state their estimated 
need of petrol, but we learn that some 7000 practi¬ 
tioners have not yet made a return as to their 
requirements. We think this is regrettable. The 
question of the supply of petrol to the medical 
profession is one which will be best dealt with by 
an organised body, and the National Health Insur¬ 
ance Commission should be able to influence the 
Government to ensure that medical men generally 
shall have the first consideration, so far as private 
users are concerned. 


STREPTOCOCCAL PUERPERAL FEVER IN THE 
ANGLO-EGYPTIAN SUDAN. 

In an interesting paper in a recent issue of the 
Journal of Tropical Medicine and Hygiene Dr. 
Albert Chalmers, director of the Wellcome Tropical 
Research Laboratories, Khartoum, and Dr. Salim 
Atiyab, medical officer in charge of the Omdurman 
Civil Hospital, discuss the incidence of streptococcal 
puerperal fever in the tropics, with special reference 
to the Anglo* Egyptian Sudan. The attention of these 
observers was called to the subject by the occurrence 
of several cases in Khartoum and Omdurman asso¬ 
ciated with the presence of a streptococcus in the 
uterine discharges. The question of childbirth 
among non-civilised races is considered, and it 
appears that there is some agreement of opinion 
that labour is easier among them than among 
those that are more civilised. The reason advanced 
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for this is that pregnancy in the former generally 
takes place at an earlier age than in the latter, 
and that the hard life and spare diet common 
in the non*civilised races keep the young 
women thinner, a condition which is favourable 
to a quick and easy labour. Some experts 
also assert that the head of the child in the 
uncivilised races is smaller than in the civilised, 
and that on an average the child of the uncivilised 
woman weighs at birth about a pound less than 
that of a civilised mother. Childbirth in these 
circumstances is often a simple physiological 
process among savage races, and therefore less 
likely to be complicated by puerperal infection. 
According to Dr. Chalmers and Dr. Atiyah, among 
the semi-civilised Arabs and Sudanese of Kordofan 
and other parts of the Sudan every young girl on 
attaining the age of 5 or 6 years undergoes one or 
other of the two forms of so-called circumcision, 
the milder operation consisting of the removal of 
the clitoris and labia minora, while the more 
severe, or “ Old Egyptian circumcision,” entails 
some additional cruelty in the removal of the 
upper two-thirds of the labia majora. The result 
of these operations is the formation of scar 
tissue and contraction of the orifice of the 
vagina, necessitating enlargement by means of a 
razor at the time of marriage, and again at the 
birth of a child, otherwise it would be difficult for 
the head to emerge from the outlet at the moment 
of delivery. The enlarged orifice is again closed 
partially after the child is born, and consequently 
incision with the razor is required at each succeed¬ 
ing labour. These wounds naturally offer oppor¬ 
tunities for septic infection, and streptococci and 
other organisms have been found in the vaginal 
discharges. After reviewing the literature of the 
subject, the writers refer to the various forms of 
the genus streptococcus, and call attention to two 
closely allied streptococci—S. salivarius and S. bovis 
—both of which are known to occur in human 
saliva and in cow-dung, S. bovis being also found 
in human faces. Cow-dung, it appears, is used as 
a remedy for various ailments in the Sudan, some¬ 
times in the form of a poultice applied to the 
painful part of the body, including the external 
genitals of pregnant women. Moreover, a cow-dung 
wash is used on the floor and walls of rooms to 
keep away biting insects, and in Khartoum and 
Omdurman cow-dung is employed as a wash 
for the top of ovens and also for the walls 
of outhouses where grain is stored. When this 
wash dries it forms dust, which may be wafted 
about, the streptococci contained in it being known 
to be resistant to the effects of desiccation. It is 
possible therefore for this streptococcal dust to 
contaminate the hands of attendants upon par¬ 
turient women and thus lead to their infection. 
Dr. Chalmers and Dr. Atiyah state that they 
suspect that the vagina and later the uterus 
become infected by bovine fsecal streptococci, con¬ 
veyed either through the agency of the patient’s 
own faeces to her genitals, or by dust on the hands 
of the attendants or on the instruments which 
may be employed. In their opinion the real 
protection against this form of infection is the use 
of antiseptic vaginal douches before and after 
delivery, associated with antiseptic intra uterine 
irrigation in cases in which it has been necessary 
to introduce the hand or an instrument into the 
uterine cavity. Every antiseptic precaution must, 
they say, be more forcibly insisted upon in the 
tropics than in more temperate climates. 


THE FRENCH TREATMENT OF THE 
DISCHARGED SOLDIER. 

(From a Special Correspondent.) 

The Government and the people of France are now 
grappling with a problem which they recognise is only 
second in its effect on the destinies of the nation to the 
snccess of their military operations. After 18 months of 
war they have to make arrangements for the return to 
civil life of several tens of thousands of soldiers no 
longer capable of bearing arms nor, in most cases, of con¬ 
tinuing their pre-war occupations. Before peace is declared 
this number will be augmented and they will then have to 
cope in addition with the competition of the able men who 
have also lost their means of livelihood for some cause 
connected with the war. The same problem in different 
dimensions will have to be faced in all the allied countries, 
but the others will have the advantage of being able to note 
by the success or failure of the different steps taken in 
France what to imitate and what to avoid. 

Development and Organisation cf the Movement. 

As it has so often happened in her industrial history 
France was the originator of the idea of educating the 
infirm in which she afterwards saw herself surpassed by 
other countries. I am indebted to the excellent report 
made by Dr. Borne on “ La Reeducation et la Readapta¬ 
tion au Travail des Blesses et des Mutiies de la Guerre” 
for the information that the famous Paris hospital of 
Salpetrifere was originally an asylum where the disabled 
were taught to work, founded in 1657 by M. Pomponne 
de Believre, the then President au Parlement. In the 
last century several schools for educating the infirm 
were founded, the most noteworthy being the Marsoulan 
asylum workshops for both sexes, of which there are 
four branches in Paris, and the establishment of the 
Fr&res de St. Jean de Dieu, which discharges 40 young men 
each year perfectly able to earn their own living in spite of 
their infirmity. With such meagre resources it was, of 
course, impossible to meet the needs of a sudden influx of 
thousands of disabled soldiers. The danger to the State of 
a large percentage of unoccupied men was quickly realised, 
but at first the means taken to remedy matters were more or 
less chaotic. The presenoe in the streets of the convalescent 
soldiers who had lost their limbs aroused the compassion of 
the public and a great many enterprises were started by 
private subscription to provide these men with a means of 
gaining their living. At the present time there are over 50 
such organisations in Paris alone, and this only represents a 
tithe of what is being done, as similar ones are scattered all 
over France. The absence of any central bureau, where 
the aims of the different oeuvres could be tabulated and 
any overlapping checked, resulted in a certain lack of 
cohesion and a proportionate waste of energy. The same 
difficulty was found in the Government where the 
control of the destinies of disabled soldiers was broken 
up between the Ministries of War, the Interior, and Labour, 
with a resulting indescribable confusion. On March 3rd a 
paragraph appeared in the French press stating that an 
“ Office National des MutilSs et R6form6s de la Guerre” 
would be formed by a combination of these three ministries 
to deal with every possible provision to be made for the dis¬ 
charged soldier. The Government idea is to gather up all 
the threads of public and private concerns into its own hands 
and so achieve more widespread efficiency through centralised 
effort. The philanthropic idea is that while private endeavour 
may lack cohesion it undoubtedly possesses more elasticity 
and variety of form than the state-moulded machine, and is 
more likely to meet individual requirements than any rigid 
institution. At the moment both methods are supplementing 
each other fairly successfully, but the private benevolence 
that may actually be preferable when dealing individually 
with restricted numbers is bound to be superseded by the 
centralised methods which must be adopted by the State 
when it has to deal with large numbers. The ideal organisa¬ 
tion is a central administrative body which will coordinate 
and control the actions of the executive and provincial 
bodies to which the actual carrying out of measures designed 
for securing the proper return of disabled men to civilian life 
will be entrusted. 
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Efico nrageni ent of the Disabled to do their Best. 

One of the difficulties met with at first by both public and 
private organisation was the lack of enthusiasm, not to say 
marked disinclination, shown by the majority of the disabled 
soldiers for learning any trade that will help them to gain a 
living. I am told by Dr. Bourrillon, the director of the 
Institut National Professionnel des Invalides de la Guerre 
■de Saint Maurice (Seine), that out of 2000 men he only found 
360 who were willing to learn a trade and become self- 
supporting. The apparently curious attitude is quite easily 
explained. It must first be remembered that the mental and 
moral condition of men who have suffered the amputation 
of one if not two limbs after the strain of a severe campaign 
is almost always below the normal. When the time came 
for them to make their choice they were not able to throw 
off the lassitude of invalidism. This physical and mental 
inertia left them an easy prey to those discontented spirits 
who taught the fallacious doctrine that they need not work 
as they had been wounded in the service of the State, and 
therefore the State owed them a living ; or the equally ill- 
founded argument that if they gain money by their own 
efforts they lose their right to a pension. The convalescent 
homes where the soldiers were often obliged by their wounds 
to spend long weeks without much occupation were regular 
forcing-houses for these mischievous ideas, and so were the 
cabarets where the weekly half-holidays were spent, where 
the wounded hero was treated to more sophistries as well as 
more wine than he was capable of withstanding. One of 
the beet antidotes for any misconception of the road where 
lie his true interests was found to be in a visit to the 
eoldier’s home. Once he is back in the familiar surroundings 
of work the attitude of his women-kind teaches more than 
any phrases. It is not in the thrifty Gallic temperament to 
countenance an idler, and it gradually dawns on the hero’s 
astonished mind that if he wants to be the head of his 
family and not merely a chimney-corner dependent he must 
be a producer and not an idler. When he was separated 
from the mischievous counsels of the few discontented 
spirits who often succeeded in demoralising several hundred 
casn in a hospital, he felt the influence of home atmosphere, 
and the effect was always notioeable. 

This state of things has now greatly changed. The public 
have had time to think and realise what are the best condi¬ 
tions for which to aim. The help of the doctors and nurses 
and visitors in the hospitals has been enlisted with splendid 
results. It was accomplished by means of talking to the 
•disabled and encouraging them about their future, and by 
the use of cinema pictures showing the viwtiUs at work in 
their workshops, and post-card illustrations of the different 
establishments for re-education, as well as by the gentle 
coercion of the pretty little minor mitiers of basket weaving, 
Ao., which keep alive the habit of work during the long days 
of convalescence, besides contributing to the functional re¬ 
education. Thus it was impressed on the convalescent that 
bis pension will be quite independent of what he may earn, 
tmt will not keep him in idleness, since it is only given to 
redress whatever disability the pensioner suffers from. He is 
taught that the duty of a French citizen is not bounded by 
the defence of the State, but that after he has been wounded 
in her services his help is still needed in the rebuilding of 
her commerce. The men are told that the lack of manual 
labour in France before the war will be accentuated not 
•only by the number of killed but by the lowered birth¬ 
rate, and that even the modicum of work the disabled 
can do makes them a valued asset to the State. 
Perhaps this point of view was never better expressed 
than by one of the m utiles, who replied to a speech 
of M. Maurice Barr&s at the school in the Quai de la 
Bap£e. “Nous avons fait comme tout Fran^ais notre 
devoir de soldat, mais il nous rests encore un & accomplir, 
e’est oelui de travailler & la grandeur 6conomique de notre 
chfere France.” 

Choice of Trade. 

When the convalescent has made up his mind to work 
he has to be guided in the choice of a trade. In this 
■choice the three things that influence the doctor’s and 
instructor’s advice are: (a) that it should be something 
he takes pleasure in doing; (by that he is capable, 
physically, of doing it; (<?) that it should resemble 
as much as possible the metier he followed before the 
war. The number of trades it is possible for a man who 
has lost one or more limbs to learn is surprisingly great. 
At the Belgian school founded at Fort Villez, near Vernon, 


42 trades are taught, even though the 1200 inmates con¬ 
stitute what is really more a workshop for the production 
of government supplies for the Belgian army than a school 
of education for grands blessSs , of whom there are only 300. 
The adviser keeps in mind that the primary object is to pre¬ 
vent the man from becoming a public charge, the secondary 
one being to turn him into an economic asset to the State, so 
the choice of a new occupation is made with a view to educa¬ 
ting his brain to obviate the disadvantage of his infirmity. 
For example, a man who was formerly a carpenter and whose 
loss of a leg prevents him from moving quickly is encouraged 
to study design and the calculation of how much material is 
needed to build a house, See., so that he may become a small 
contractor. Special attention is paid to the fact that after 
the war there will probably be a great increase in the use of 
motor agricultural machines to make up for the lack of 
labour, and a considerable number of mutiles are to be 
taught how to run and repair these machines. Great 
emphasis is being laid on the necessity for the education to 
begin as soon as possible. A committee of teachers has 
been formed to go about the hospitals and encourage pupils 
to learn bookkeeping, stenography, and typewriting. One 
notable instance of the success of this scheme occurred at 
the hospital now run under the auspices of the Scottish Red 
Cross in the old hotel of Pauline Borgh&se in the rue de 
la Chaise. Here I am informed that a man who had 
previously been a country labourer was able in two months 
to pass his examination in bookkeeping, and as soon as he 
was able to leave the hospital a situation was found for him. 
Bookkeeping is one of the most favourite employments, and 
cobbling or bootmsking runs it a close second. The director 
of one school for the disabled told me that if the men had 
their way Franoe would be over-run with bookkeepers and 
cobblers. 

Artificial Appliances. 

When the trade is chosen and the recovery efficiently 
complete the functional re-education is begun at once. The 
men who have lost one arm practise using the other, and as 
soon as the stump of an amputated limb is in condition the 
artificial appliance is tried. In the early months of the war 
there was a deficit in wooden arms and legs, till the Govern¬ 
ment were obliged to requisition the manufacturers’ output 
and open new workshops, besides ordering considerable 
quantities in the United States. A number of orthopaedic 
centres were organised in France and her colonies, one for 
every military region. To these centres amputated men aie 
sent and details of their case noted. When the stump is 
ready for the artificial limb and the functional education is 
complete the men are despatched to the centre of pro¬ 
fessional re-education. Later on a special Commission 
d’OrthopGdie de France was formed to take steps to ensure 
that the artificial limbs famished should be of good design, 
low priced, and of good quality. The limbs will be kept in 
repair at the Government expense. It is notable that there 
are far more amputations of legs than of arms, the reason 
being that the man whose arm is injured is usually able to 
walk to the nearest dressing-station, while the man wounded 
in the leg has to wait till help reaches him. The chief 
Government factories are now at St. Maurice, Montpellier, 
Lyons, and Bordeaux, and as far as possible the work is 
done by soldiers who have had their own limbs amputated. 

There has been much discussion as to the best type of 
artificial appliance, and some elaborate inventions have been 
put on the market. One of the latest and most ingenious 
has just been evolved by Professor Amar, the Director of the 
Conservatoire des Arts et Metiers laboratory of military 
prosthesis. It consists of two models of artificial arms. The 
first is intended for manual labour and has a steel forearm 
ending in a kind of crab-like claw. It is very solidly made 
and can open and shut. The second is meant for lighter 
and more ornamental purposes. It has a jointed hand and 
fingers which can be moved without effort by means of an 
arrangement of steel straps round the chest and shouldera. 
When the models were shown to the Academie des Sciences a 
wounded soldier sawed some wood with the No. 1 model, and 
a violinist who had lost his right arm succeeded in playing 
his instrument with the model No. 2. While the men 
are at first keen to possess one of these fancy appliances 
I am told that in many instances after a few weeks’ trial 
they come back and ask for the humbler but more 
comfortable peg-leg or hook-arm. In the report on the 
Lyons School for the Disabled, founded by Senator Merriot, 
Dr. Carle states that an unexpected visit paid to the 
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workshops often showed the men working away with what was 
left of their limbs with surprising agility, the artificial arm 
being carefnlly laid aside. The preference for using what 
they have may be useful later on when the artificial limb 
gets out of repair, but the doctor does not encourage it. 
The temporary use of the peg-leg or hook is advised where 
the stump is not yet in condition to support a permanent 
artificial appliance. The State owes an artificial limb to 
every man who has lost a limb in her service, and he can 
have it at any time he asks for it. A special commission 
has been formed to provide every soldier not intending to 
try manual labour with a limb that will disguise his loss 
as much as possible, and for the labourer a solid wooden 
arm or leg that he will find practical for his work. 

Arrangement* for Eduoation of the Men. 

Onoe his mttter is chosen and his defect remedied as 
far as possible, the professional education begins. The 
Government will give to the discharged and disabled 
soldiers as far as possible all the positions as caretaker, 
keepers of mus6es, concierges, special messengers, and 
employees in Government offices. For these employments 
little or no training is necessary, but since there are a 
number of illiterate men among the disabled, classes have 
been arranged to teach them to read and write. I have seen 
bearded men wearing the oroix de guerre trying to master 
the difficulties of reading with the same dogged courage 
that won their decoration, and their teachers say they learn 
with surprising speed. It is a much-disputed question 
whether the professional school run on institution lines, with 
special instructors and classes for teaching the different 
hades and accommodation for housing them, gives better 
results than the apprenticeship system, where the man 
reoeives a lodging allowance and learns his trade in the 
workshop of an employer. The argument for the former 
plan is that the men are better looked after and not so 
exposed to the temptations to which their lowered vitality 
renders them more than usually liable, while the instruction, 
being specially adapted to their needs and given by trained 
teachers, is more likely to have speedy results than that of 
the foreman in a workshop, who may be an excellent artisan 
bat unable to impart his knowledge. It is generally acknow¬ 
ledged that any attempt to introduce disabled soldiers into 
the existing houses for the education of infirm civilians would 
be disastrous owing to the general lack of ambition that is 
a marked characteristic of the inmates of these institutions. 

It is difficult to form an exact idea of the arrangements 
made for the discharged soldier owing to the lack of 
uniformity in the great number of charitable undertakings, 
each run on their own methods. In Paris alone there are 
nearly 70 organisations run by voluntary contributions, 
some of them only started since the war and more or less 
ephemeral, others already existing, with their facilities for 
housing, education, Sec., enlarged to make room for dis¬ 
charged soldiers. In Paris and the provinces there are 
already some 62 schools for professional re-education and 10 
agricultural schools, containing in all about 3755 places for 
men who wish to be independent and earn their own 
living. Three of these schools are run by the Govern¬ 
ment, 8 by the departments, 7 by the city, 4 by Chambers 
of Commerce, and the rest by private initiative. While 
they differ widely in details of internal management— 
cost of up-keep, allowance made to the men, and similar 
circumstances—they exist primarily for the same object 
—i.e., to help each soldier by fitting him with the 
proper appliance, teaching him a trade, finding him a 
position, and lending him money for a new outfit, to 
become a contented citizen who feels that he has yet a role 
to play in the forwaid progress of his country. The 
magnitude of the task will be realised when it is remem¬ 
bered that, roughly speaking, about a million men are now 
entitled to pensions, and France may be congratulated 
on the fact that she has known how to choose wisely the 
men who are engaged in framing the regulations that will 
govern the well-being of the return of the discharged soldier 
to civil life. 


The annual general meeting of the London and 
Counties Medical Protection Society, Limited, will be held 
at the offices of the society, 32, Craven-street, Strand, 
London, W.C., on Wednesday next. May 3rd, at 4 p.m., 
to receive and adopt the annual report and balance-sheet; 
to elect president, vice-presidents, officers, and auditors, to 
fill vacancies on the oouncil, and to transact other business. 


WESTERN CANADA. 

(From our own Correspondent.) 

Health Report of British Columbia jor 1915. 

The health report of British Columbia for 1915 states 
that the population of the province is estimated to hare 
shrunk from 427,000 to 327,000 owing to the war. The 
infantile mortality, 79 5 per 1000 births, is very creditable 
to the province, but 18 per cent, of births registered should 
have been reported in the preceding year—a delay probably 
due to the great distances in this spacious province. The 
chief medical anxieties are typhoid fever and tuberculosis,, 
schemes for dealing with which are foreshadowed. The 
report is presented by a sanitary inspector, who prepared it 
under the supervision of Dr. H. E. Young, then provincial 
secretary. Since his recent retirement there is no medical 
man in the department. This is said to be for economy, 
but an epidemic of 350 oases of small-pox is reported, 
while the death-rate is some 25 per cent, higher than in the 
previous year. 

Economy and Public Health. 

Economy is the order of the day in British Columbia, as 
elsewhere, and; as usual, it was the Health Department's 
estimate which the Vancouver council desired to prune. But 
Alderman McIntosh, the chairman, gave some sound advice. 
The health of the city was, he said, just a matter of dollars 
and cents. The estimate was for £7000, but if the city 
could afford £20,000 the death-rate would be reduced and 
they would have fewer babies dying. As each life was 
calculated to be worth some £900 to the State, the loss by 
unnecessary deaths was easily seen. It looked like an economy 
to cut off the rat-catching bonus, but one case of bubonic 
plague in Vancouver would very quickly damage the city. 
This speech impressed the council, and they took 16 per 
cent, only off the estimates, a tribute to the clear thinking 
and eloquent exposition of the alderman, who doubtless was 
not without advice from the capable medical health officer 
of Vancouver, Mr. F. T. Underhill. It is all the pleasanter 
to find so sound views on hygiene expressed in the largest 
city of British Columbia, when we remember that the Govern¬ 
ment of the province thinks so lightly of health that it has 
done without a provincial health officer for two years. 
But there is reason to hope that that policy will be shortly 
reversed. A general election is pending, two Cabinet- 
Ministers have recently been rejected at polls in Vancouver 
and Victoria by huge majorities, and the Liberal Opposition 
leaders have promised to local physicians that if elected they 
will pay particular attention to the hygiene of the province. 
Of what use is it to the province to spend money on immigra¬ 
tion and attracting new settlers if when they come they are 
attacked by typhoid fever and tuberculosis, as stated in the 
health report for 1915. Then further immigration of people 
unacquainted with the province has to be secured to fill their 
places, a continuing and useless expense to the province, and 
a damage to the British Empire. 

The Tranquille Sanatorium at Kamloops. 

The annual report of thfe King Edward Sanatorium for 
cases of tuberculosis has just been issued. This is the 
provincial sanatorium of British Columbia, situated at 
Tranquille, Kamloops, in the dry belt between the CasCades- 
and the Selkirk Mountains. There were 94 patients generally 
under care; the cost was reduced this year to 1^ dollars ; 
16 per cent, were incipient cases, 25 per cent, moderately, 
and 58 per cent, far advanced. Only 1 per cent, proved 
non-tuberculous, a credit to the diagnostic acumen of the 
physicians of the province. But as Dr. C. H. Vrooman, the 
superintendent, remarks, the sanatorium is provided to eare 
for incipient cases. It is they who get from it the greatest- 
benefit, and until it has not the present number of beds bat 
at least 400 (one for each annual death from tuberculosis io 
the province) it can do but little materially to reduce the 
death-rate' from this preventable disease. 

Prisoners of War in Germany. 

The subject of the treatment of prisoners of war i a 
Germany has aroused much interest in Canada. Dr. Bert 
W. Caldwell, American Red Cross, officially sent to inspect 
prison camps in Germany in November, 1915, states that at 
first there were difficulties, and one of the camp com¬ 
mandants was inhumane, bnt now in Germany the prisoners 
are well treated. When captured the men are detained til) 
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free of vermin and sent to isolation barracks for a fortnight; 
they are washed and disinfected every fourth day, and when 
thoroughly clean are admitted to a prison camp of large sheds 
arranged on either side of camp streets. Separate nationalities 
are lodged together, for the English want much fresh air, 
French prisoners less, and Russians none at all. There have 
been epidemics of typhus, bat there is none now, while 
more than half the deaths are dae to tuberculosis. Insanity 
is very rare. The food, though good, appears insufficient; 
stew or soup is given to avoid the use of knives and forks. 
It is on their kitohen the commandants chiefly pride 
themselves, and next on their laundries and bath-houses. 
Individual prisoners are considered. Two orthodox Jews 
amongst some Russians were becoming emaciated, and it was 
found that their religion prevented them from eating the food 
provided, so they were given spirit lamps to prepare their 
own food. Farms are a part of the camp equipment, and 
here many prisoners are employed; some work in neighbour¬ 
ing mines or factories. Sanitation is carefully watched and 
fires prevented. Playgrounds, schools, and means of amuse¬ 
ment are always provided. 

Victoria, B.O.. April 12th. 

NOTES FROM INDIA. 

(From our own Correspondents. ) 

Women*t MedieaX College at Delhi . 

His Excellency the Viceroy on Feb. 17th opened, in the 
presence of a large and distinguished gathering, the Lady 
Hardinge Medical College and Hospital for Women in the 
area of the new city of the Imperial capital. The Hon. 
SuTgeon-General Sir Pardey Lukis, K.C.8.I., K.H.S., V.D., 
Director-General of the Indian Medical Service, chairman of 
the Hospital Committee, in an opening speech gave the 
history of the hospital and enumerated the list of Ruling 
Princes and others who had so generously supported it. In 
1912 Her Excellency the late Lady Hardinge was impressed 
by the fact that no medical college existed in India 
exclusively for women, and that consequently the higher 
medical education of women was conducted by male 
professors in mixed classes at men's colleges. Accordingly, 
it was proposed to establish at Delhi a college for 100 
students with its attached hospital of 150 beds, in which 
women would be taught by women to attend on women, and 
a separate institution as a training school for nurses. 
Owing to the generous help forthcoming it was possible for 
Her Excellency to lay the foundation-stone of the new 
Medical College on March 17th, 1914, a few days before her 
departure for England, from which country, alas, she never 
returned. Further subscriptions and endowments are, how¬ 
ever, urgently required for this college, which Her Excellency 
regarded as a pioneer institution ultimately leading to the 
wide diffusion of medical and sanitary knowledge by training 
Indian women of the proper class as doctors, health officers, 
and nurses. The college buildings and hostels are now 
•omplete, whilst the out-patient department and one of the 
hospital blocks are far advanced. No difficulty is anticipated, 
therefore, as regards the commencement of tutorial work in 
September next, affiliation to the Punjab University having 
been sanctioned. 

The United Pnminoes MedieaX Budget. 

Speaking on the Medical Budget at Lucknow, Colonel O. 
McTaggart, I.M.S. , said plague had declined to the minimum. 
The dispensaries did good work during the cholera epidemic 
last year, the peculiar feature of which was that it persisted 
into the winter. Blood examinations had shown that Lucknow 
was remarkably free from malaria. Colonel McTaggart also 
alluded to the good work done in tuberculosis by Major C. A. 
Sprawson, I.M.S., and wished wealthy Indians would endow 
another hospital in the city and district. 

The Bombay Bacteriological Laboratory. 

The last report of Major Glen Liston, I.M.S., on the 
work of the Bombay Bacteriological Laboratory contains 
exact statistics on the effeot of anti-plague inoculation 
in the Dharwar district. In preparing the statistics, only 
those houses were taken into account in which inoculated 
persons were living besides uninoculated and in which 
plague cases occurred at some date subsequent to the last 
inoculation; every relevant fact being carefully weighed. 


It appears that the uninooulated were attacked three times 
more frequently than the inoculated, and that the latter had 
nearly ten times fewer deaths. The report testifies to the 
importance of the work done at the laboratory under Major 
Glen Liston’s direction, not only as to plague and the 
making of all the anti-plague vaccine used in India, but 
also as regards preventive medicine and pathological 
diagnosis for the Bombay Presidency. 

The Lady Minto Burring Association. 

The annual report of the Lady Minto Indian Nursing 
Association for last year shows that the subscribers decreased 
and the nursing staff was depleted. But despite these 
difficulties the work of the association appears to have been 
carried out without interruption, while new responsibilities 
were undertaken. For instance, considerable assistance 
was lent to Queen Alexandra’s Military Nursing Service. 
Another excellent piece of work undertaken by the associa¬ 
tion was the reopening of the Lady Roberts Home at Murree. 
Special arrangements were made by which Territorial 
regiments were enabled to participate in the benefits of 
the association. 

Tuberculosis in India . 

Dr. Arthur Lankester was entrusted some time ago by the 
Indian Research Fund with the important task of investi¬ 
gating throughout India, including Burma, the cause and 
prevalence of tuberculosis in its various forms. In a recent 
lecture at Rangoon College Dr. Lankester said that in India its 
annual victims equal the population of Calcutta. In Calcutta 
itself it causes a rapidly increasing mortality. It is, indeed, 
the great commercial and educational cities, as well as the 
big pilgrim centres, particularly of Northern India, which 
are the foci of the disease in this country. He attributes 
the fact to a group of causes, some climatic, but far more 
depending on social customs. The Indian houses, with 
thick walls and roofs, with little or no space for the 
ingress or egress of fresh air, are perfect incubating 
chambers for the phthisis microbe. The disease thrives 
chiefly, however, because social customs—prominent among 
them the purdah system—encourage its spread in the 
family. By far the greatest prevalence of consumption is 
among middle-class women in the zenanas, irrespective of 
race or religion. In a orowded M&homedan ward in 
Calcutta the deaths from consumption among women last 
year were six times as numerous as among the ordinary 
population. In Peshawar the Hindu women, who live in 
seclusion, suffer quite as much as the Moslem women. The 
prevalence of the disease under these conditions is due to the 
fact that girls who, during childhood, have been accustomed 
to freedom in the open air suddenly find themselves, at a 
period when their physical resources are subjected to great 
strain, restricted to the confines often of a single ill- 
ventilated apartment in which they are compelled to spend 
the bulk of their existence. The effects of the joint family 
system superimpose on the purdah system a tendency to 
overcrowding that places all the members of a middle-class 
family within reach of infection. Closed-up offioes and 
ill-ventilated schools have the same effect on the male 
population. Improvement depends on a spread of the 
knowledge of sound hygienic and sanitary principles, espe¬ 
cially among the female population, and this is difficult to 
attain. 


THE SERVICES. 


Royal Navy Medical Service. 

To be temporary Burgeons:—E. A. Fiddian and B. P. 
Langford-Jones. 

Royal Army Medical Corps. 

Temporary Captain J. C. Webb to be temporary Major. 
T. M. Burn-Murdoch to be temporary Honorary Major 
whilst employed at the Smithston War Hospital, Greenock. 

The following are granted temporary rank whilst com¬ 
manding Field Ambulanoes: Majors to be Lieutenant- 
Colonels : T. E. Fielding, D.8.O., H. St. M. Carter, D.8.O., 
C. H. Turner, D.S.O., G. E. Ferguson, and F. E. 
Roberts, D.S.O. 

Captain J. W. Lane to be temporary Major whilst com¬ 
manding a Field Ambulance. Captains to be Majors: 
H. St. M. Carter, D.S.O., F. E. Roberts, D.8.O., G. E. 
Ferguson, A. R. Wright, E. C. Phelan, T. D. H. Robinson, 
A. S. Littlejohns, A. 8. Williams, and V. C. Honeybourne. 
W. L. Griffiths (late Captain, R.A.M.C., T.F.) to be Captain. 





The Lancet,] 


VITAL STATISTICS. 


[Apbil 29,1910 931 


C. G. Coghlan is granted temporary honorary rank of Lien- 
tenant whilst serving with the Australian Volunteer 
Hospital. 

Captain D. J. McLaren, from Somersetshire Light Infantry 
(T.F.), to be temporary Captain. Temporary Lieutenants to be 
temporary CaptainsH. W. B. Danaher, H. A. Beaver, 
H. F. Blood, A. Bloom, J. D. MacEwen, J. Y. Buchanan, 
E. G. Williams, G. R. Lawless, J. C. Lorraine, A. J. Smith, 
W. A. Kennedy, C. C. Weeks, and D. L. Tate. 

M. £. Robertson to be temporary honorary Lieutenant. 
Temporary Lieutenants who relinquish their commissions:— 
W. H. Croly, C. S. Palmer, J. T. Anderson, E. T. Pinhey, 
C. Mathews, J. B. Dawson, B. D. Crichton, J. McG. H. Reid, 
J. L. Davies, Y. C. Pennell, A. E. Gravelle, 0. P. M. Joubert, 
and E. H. Drinkwater. 

Territorial Force. 

Army Medical Servicet. 

Major (temporary Lieutenant-Colonel) E. J. R. Evatt, 
Welsh Field Ambulance, to be Assistant Direotor, Medical 
Services, Welsh Division. 

Captain J. F. Edmiston, from Attached to Units other than 
Medical Units, to be Deputy Assistant Director, Medical 
Services, West Lancashire Division. 

Royal Army Medical Corpe. 

Wessex Casualty Clearing Station: Captain A. Greene, from 
East Anglian Field Ambulance, to be Captain. Lieutenant 
J. Fenton to be Captain. 

London Sanitary Company: Captain H. Beeney relin¬ 
quishes hit commission on account of ill-health. 

West Lancashire Field Ambulance: Captain J. E. W. 
MacF&U, from T.F. Reserve, to be Captain. Captain 
J.E. W. MacFall to be temporary Major. Captain F. W. K. 
Tough to be temporary Major whilst in command of a Field 
Ambulance. j 

London Field Ambulance: To be Captains: Lieutenant | 
(temporary Captain) R. Carswell and W. M. Langdon. 

Southern General Hospital: Lieutenant D. R. Dow 
relinquishes bis commission on account of ill-health. 

Northern General Hospital: Captains to be Majors: O. H. 
Chapman, G. A. C. Shipman, and B. McFarland. Lieutenant 
J. Pearson to be Captain. 

East Lancashire Field Ambulance: R. J. Chapman to be 
Lieutenant. 

Highland Field Ambulance: Lieutenant J. B. Foubister to 
be Captain. 

South Midland Mounted Brigade Field Ambulance: 0. 
Cook to be Lieutenant. 

8 outh Wales Mounted Brigade Field Ambulance: S. Child 
to be Lieutenant. 

Lowland Field Ambulance : Lieutenant R. Armstrong to 
be Captain. 

East Lancashire Division, Sanitary Section: Lieutenant 
N. S. Golding, from London Sanitary Company, to be Lieu¬ 
tenant. 

Highland Casualty Clearing Station : To be Lieutenants : 
W. Alexander and A. A. McKenzie. 

Attached to Unite other than Medical Unite. —Major W. F. 
Roe to be temporary Lieutenant-Colonel whilst in command 
of a Field Ambulance. Major J. E. B. Wells, from London 
Field Ambulance, to be Major. Lieutenants to be 
Captains: M. B. Dawson, D. L. Wall, D. G. Dingwall, and 
F. F. C. Jagger. W. Taylor to be Lieutenant. 


VITAL STATISTICS. 


HEALTH OP ENGLISH TOWNS. 

In the 96 English and Welsh towns with populations 
exceeding 50,000 persons at the last Census 7947 births 
And 5766 deaths were registered during the week ended 
Saturday, April 15th. The annual rate of mortality in 
these towns, which had been 17*2,17*7, and 17 7 per 1000 of 
their aggregate civil population in 1915 (7,312,295 persons), 
fell to 17*4 per 1000 in the week under notice. The death-rate 
m the several towns ranged from 6‘8 in Southend-on-Sea, 8*5 
in Oxford, 8*7 in Ealing, 9 0 in Ilford, and 9*4 in Smethwick, 
to 22*7 in Middlesbrough, 23*1 in Warrington, 23*9 in Sunder- 
lAJid, 26*7 in West Bromwich, and 29*6 in Tynemouth. 

The 5766 deaths from all causes were 102 below the number 
in the previous week, and included 452 which were referred 
to the principal epidemic diseases, against 420 and 381 in 
the two preceding weeks. Of these 452 deaths, 182 resulted 
from whooping cough, 120 from measles, 65 from diphtheria, 
57 from infantile diarrhoeal diseases, 16 from scarlet fever, 
And 12 from enteiio fever, but not cne from small-pox. The 
Annual death-rate from these diseases was equal to 1*4, or 
9*3 per 1000 above that recorded in the previous week. The 
deaths attributed to whooping-cough, which had increased 
from 85 to 141 in the five preceding weeks, further rose to 
U2, and caused the highest annual death-rates of 1*7 in 
Birmingham and in Darlington, 2*1 in West Ham, and 2*9 in J 


Cambridge. The deaths referred to measles, whioh had 
been 115,122, and 121 in the three preceding weeks, numbered 
120; the highest rates from this cause were4*7 in Salford, 1*9 
in Swansea, 3*6 in Grimsby, and 4*0 in Rochdale. The fatal 
cases of diphtheria, which had been 53, 71, and 45 in the 
three preceding weeks, rose to 65, and included 13 in 
London, 8 in Liverpool, 5 in Stoke-on-Trent, 4 each in 
Leeds and Middlesbrough, and 3 in St. Helens. The deaths 
of infants (under 2 years) from diarrhoea and enteritis, 
whioh had been 65, 66, and 50 in the three preceding 
weeks, rose to 57, of which 16 were recorded in London, 
4 in Manchester, and 3 each in Birmingham and Salford. 
The deaths attributed to scarlet fever, which had been 
12, 26, and 15 in the three preceding weeks, numbered 16, 
and included 3 in London. The fatal cases of enteric 
fever, which had been 9, 7, and 8 in the three preceding 
weeks, rose to 12, and included 2 each m Wigan ana 
Bradford. 

The number of scarlet fever patients under treatment in 
the Metropolitan Asylums Hospitals and the London Fever 
Hospital, which had been 1783,1768, and 1778 at the end of 
the three preceding weeks, fell to 1717 on Saturday, April 15th; 
163 new cases were admitted during the week, against 210, 
214, and 252 in the three preceding weeks. These hospitals 
also 'contained on the aforementioned date 1392 cases of 
diphtheria, 249 of whooping-cough, 142 of measles, and 40 of 
enteric fever, but not one of small-pox. The 1433 deaths 
from all causes in London were 49 below the number in 
the previous week, and corresponded to an annual death- 
rate of 17*3 per 1000. The deaths referred to diseases of 
the respiratory system, which had declined from 405 to 326 
in the four preceding weeks, further fell to 323 in the week 
under notice. 

Of the 5766 deaths from all causes in the 96 towns, 190 
resulted from violence. 406 were the subject of coroners' 
inquests, and 1711 occurred in publio institutions. The 
causes of 47, or 0 8 per cent., of the total deaths were 
not certified either by a registered medical practitioner or 
by a coroner after inqueBt. All the causes of death were 
duly certified in London and in its 14 suburban districts, 
in Sheffield. Leeds, Bristol, Bradford, and in 61 other 
smaller towns. Of the 47 uncertified causes, 16 were 
registered in Birmingham, 8 in Liverpool, 4 in South 
Shields, 3 in West Bromwich, and 2 each in St. Helens, 
Manchester, Stockton-on-Tees, and Tynemouth. 


HEALTH OF SOOTOH TOWNS. 

In the 16 largest Scotch towns with an aggregate popula¬ 
tion estimated at 2,372,000 persons at the middle of this year, 
1090 births and 933 deaths were registered during the week 
ended Saturday, April 8th. The annual rate of mortality 
in these towns, which had been 20*7, 19*9, and 19*6 
per 1000 in the three preceding weeks, rose to 20*5 per 
1000 in the week under notice. Among the several towns 
the death-rate ranged from 14*1 in Greenock, 14*9 in Clyde¬ 
bank, and 16*1 in Motherwell, to 21*9 in Edinburgh, 22*4 in 
Kilmarnock, and 23*3 in Ayr. 

The 933 deaths from all causes exceeded the number 
in the previous week by 43, and included 77 which were 
referred to the principal epidemic diseases, against 82 
and 96 in the two preceding weeks. Of these 77 
deaths, 36 resulted from measles, 14 from scarlet fever, 
10 from whooping-cough, 8 each from diphtheria and 
infantile diarrhoeal diseases, and 1 from enteric fever, 
but not one from smal 1-pox. The death-rate from these 
diseases was equal to 1*7, against 1*1 per 1000 in the 
large English towns. The deaths attributed to measles, 
which had increased from 23 to 52 in the five preceding 
weeks, fell to 36, and included 21 in Glasgow, 6 in 
Kilmarnock, and 2 each in Edinburgh, Paisley, and 
Coatbridge. The deaths referred to scarlet fever, whioh 
had been 12, 8, and 7 in the three preceding weeks, rose 
to 14, of which 8 were registered in Glasgow. The fatal 
cases of whooping-cough, whioh had been 8, 3, and 
8 in the three preceding weeks, rose to 10, and com¬ 
prised 5 in Glasgow, 2 each in Aberdeen and Kirkcaldy, 
and 1 in Paisley. The deaths attributed to diphtheria, 
which had been 16, 15, and 8 in the three preceding weeks, 
were again 8 in the week under notice, and included 2 
each in Edinburgh, Aberdeen, and Ayr. The deaths of 
infants (under 2 years) from diarrhoea and enteritis, which 
had increased from 8 to 18 in the four preceding weeks, 
fell to 8, of which 6 were recorded in Glasgow. The fatal 
case of enteric fever occurred in Falkirk. 

The deaths referred to diseases of the respiratory system, 
which had been 195, 212, and 189 in the three preceding 
weeks, rose to 193 in the week under notice, and were 11 
above the number registered in the corresponding week of 
last year. The deaths from violenoe numbered 39, against 
29 and 24 in the two preceding weeks. 

In the 16 largest Scotch towns 1249 births and 801 deaths 
were registered during the week ended Saturday, April 15th. 
The annual rate of mortality in these towns, which had been 
19*9,19*6 and 20*5 per 1000 in the three preceding wet ks, 
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fell to 17*6 per 1000 in the week under notice. Among the 
several towns the death-rate ranged from 10*0 in Perth, 10*3 
in Clydebank, and 12*4 in Motherwell, to 22*2 in Edinburgh, 
22*4 in Paisley, and 22*8 in Greenock. 

The 801 deaths from all causes were 132 below the 
number in the previous week, and included 75 which were 
referred to the principal epidemic diseases, against 96 
and 77 in the two preceding weeks. Of these 75 
deaths, 42 resulted from measles, 13 from infantile 
diarrhoeal diseases, 8 each from scarlet fever and diph¬ 
theria, and 4 from whooping-cough, but not one 
from enteric fever or from small pox. The annual death- 
rate from these diseases was equal to 1*6, or 0 2 per 1000 in 
excess of that recorded in the large English towns. The 
deaths attributed to measles, which had been 43, 52, and 36 
in the three preceding weeks, rose to 42, and included 27 in 
Glasgow, 4 in Coatbridge, and 3 each in Edinburgh and 
Paisley. The deaths of infants (under 2 years) referred to 
diarrhoea and enteritis, which had been 12* 18, and 8 in the 
three preceding weeks, rose to 13, of which 6 were registered 
in Glasgow and 2 in Hamilton. The fatal cases of scarlet fever, 
which had been 8, 7, and 14 in the three preceding weeks, fell 
to 8, -and included 4 in Glasgow and 2 in Paisley. The 
deaths attributed to diphtheria, which had been l£>, 8, and 
8 in the three preceding weeks, again numbered 8 in the 
week under review ; 3 deaths occurred in Dundee and 2 
in Edinburgh. The fatal cases of whooping-cough, which 
had been 3, 8, and 10 in the three preceding weeks, fell to 
4, all of which were recorded in Glasgow. 

The deaths referred to diseases of the respiratory system, 
which had been 212, 189, and 193 in the three preceding 
weeks, fell to 167 in the week under notice, and were 11 
below the number registered in the corresponding week of 
last year. The deaths from violence numbered 23, against 
24 and 39 in the two preceding weeks. 


HEALTH OF IRISH TOWNS. 

In the 19 town districts of Ireland with populations 
exceeding 10,000 persons at the last Census, 552 births and 
469 deaths were registered during the week ended Saturday, 
April 15th. The annual rate of mortality in these towns, 
.which had been 24 3, 26*0, and 21*5 per 1000 in the three 
preceding weeks, fell in the week under notice to 21*3 per 
1000 of their aggregate population, estimated at 1,148,468 
persons at the middle of last year. Tiie death-rate 
was equal to 23*6 in Dublin (against 17 3 in London and 
17*7 in Glasgow), 19*7 in Belfast, 21*8 in Cork, 22*8 in 
Londonderry, 16*2 in Limerick, and 13*3 in Waterford, 
while in the 13 smaller towns the mean rate was 21*5 
per 1000. 

The 469 deaths from all causes were 5 fewer than the 
number in the previous week, and included 33 which were 
referred to the principal epidemic diseases, against 47 and 
41 in the two preceding weeks. Of these 33 deaths, 16 
resulted from measles, 9 from whooping-cough, 5 from 
infantile diarrhoeal diseases, 2 from enteric fever, and 1 
from scarlet fever, but not one from small-pox or diphtheria. 
The annual death-rate from these diseases was equal to 1*5, 
against 1*4 per 1000 in the large English towns. The deaths 
attributed to measles, which had been 18, 18, and 13 in the 
three preceding weeks, rose to 16, and comprised 12 in 
Belfast, 3 in Dublin, and 1 in Cork. The deaths referred to 
whooping-cough, which had been 15,13, and 16 in the three 
preceding weeks, fell to 9, and comprised 6 in Dublin, 
2 in Belfast, and 1 in Lisburn. The fatal cases of 
diarrhoea and enteritis (among infants under 2 years), which 
had been 5, 8, and 8 in the three preceding weeks, fell to 5, 
but showed no excess in any town. The 2 deaths from 
enteric fever were registered in Dublin and that from 
scarlet fever in Belfast. 

The deaths referred to diseases of the respiratory system, 
which had been 134, 142, and 120 in the three preceding 
weeks, numbered 119 in the week under notice, and were 
1 above the number registered in the corresponding week of 
last year. Of the 469 deaths from all causes, 149, or 32 per 
-cent., occurred in public institutions, and 6 resulted from 
violence. The causes of 11, or 2*3 per cent., of the total 
deaths were not certified either by a registered medical 

ractitioner or by a coroner after inquest, and included 

in Dublin; in the large English towns the proportion of 
uncertified causes did not exceed 0*8 per cent. 


Children and Fruit.—A t a meeting held on behalf 
of the National Children’s Home and Orphanage at the 
Mansion House on April 25th, Sir Thomas Barlow said 
that we did not sufficiently realise the need for making 
food attractive for growing children. Meat should be well 
cooked with a good supply of properly cooked vegetables. 
The importation cf bananas and oranges had had a far- 
reaching effect on the digestion of the children, and if the 
importation of fruit was interfered with, the children of the 
.humblest classes would oertainly suffer. 


Cffrnsjjanbntu. 

“Audi alteram partem.** 


INFLUENCE OF FEBRILE CONDITIONS ON 
INOCULATION AGGLUTININS. 

To the Editor of The Lancet. 

Sir,—Id his adroit and skilful letter in your issue of 
April 22nd, replying to certain criticisms put forward by 
Professor Dreyer, Dr. Gibson, and myself, Dr. H. L. Tidy 
has unfortunately been misled into instituting a comparison 
between dissimilar materials. Oar figures 1 were obtained 
from cases examined at a much longer average interval of time 
from their inoculation than Dreyer and Inman’s figures for the 
healthy inoculated individuals 3 whom they examined just 
a year ago within some few months of their dates of inocula¬ 
tion. It follows that even had the individuals who consti¬ 
tuted our material remained in perfect health instead of 
suffering from febrile disorder, they would still have exhi¬ 
bited a much lower range of agglutinin titre than Dreyer 
and Inman's subjects, since the agglutinin titre of inoculated 
persons falls with lapse of time. Hence our figures do not, 
as Dr. Tidy supposes, support his views, even in their 
greatly modified form, which he no nr appears to substitute 
for his original revolutionary contentions. Moreover, the 
manner in which Dr. Tidy uses the two sets of figures 
exposes him to further criticism. For it cannot be accepted 
as a legitimate statistical procedure to strike mean* as Dr. 
Tidy does from what are relatively small numbers of obser¬ 
vations, where the range) of individual variation is so 
enormous, as, for example, 74 observations in which the 
range of titre runs from 30 to 1390 agglutinin units, a 
forty-six-fold variation. 

Owing to these misconceptions Dr. Tidy’s main argument 
clearly falls to the ground. It is, therefore, unnecessary for 
me to trespass on your space by dealing with a number of 
subsidiary points in Dr. Tidy’s letter, in which there are 
evident other misinterpretations or misunderstandings of 
what one or other of us has written on the subject of 
agglutination. I should, however, be glad to take this 
opportunity of saying, in reference to the “very emphatic” 
character which Dr. Tidy noted in our denials of his con¬ 
tentions, that while we thought it necessary to express 
ourselves as forcefully as possible, I trust Dr. Tidy will be 
willing to acquit our emphasis of any suspicion of intentiohal 
discourtesy. I am, Sir, yours faithfully, 

E. W. Ainley Walker. 

University College, Oxford, April 24th, 1916. 


TRANSMISSION AND EXAMINATION OF 
PLAGUE SPECIMENS. 

To the Editor of The Lancet. 

Sir, —In the report of the Manchurian Plague Commission 
(1911) is a paper by Dr. Broquet recommending his solu¬ 
tion—neutral glycerine 20 c.c , distilled water 80 c.c., 
calcium carbonate 2 gm—as a medium for plague materia) 
during transmission to the laboratory, by post or otherwise, 
in order to prevent putrefaction. It would appear that 
during the Manchurian outbreak this solution was exten¬ 
sively used with satisfactory results. As in South Africa 
specimens sometimes take several days to reach the labora¬ 
tory, and are extremely liable to undergo putrefaction, the 
solution was welcomed as supplying a much-felt want; it 
was much used in sending specimens from Queenstown and 
district to Cape Town during the earlier part of the recent 
plague outbreak in the Cape Province. These specimens 
were three or four days, and sometimes longer, in transit. 
Usually cubes of tissue, measuring about one inch each way, 
were cut from the lungs, liver, spleen. &c., and forwarded io 
wide-mouthed bottles. The solution prevented putrefaction, 
but rendered smears much more difficult to fix on the slides. 
The best results were obtained by using the central 
parts of the cubes (least affected by the glycerine) for 
microscopic and inoculation purposes. It was, however, 
found that inoculations of such material gave negative 

» The Lancet, April 8th, 1916. 

2 The Lancet, July 31st, 1915. 
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results in several cases in which there were strong micro¬ 
scopic, clinical or epidemiological reasons for snspeoting 
plague, and it was deemed desirable to carry out bacterio¬ 
logical examinations and inoculation tests at the seat of 
the epidemic, reserving the Cape Town Laboratory for 
supplementary or confirmatory investigations. Subsequent 
experience fully confirmed these suspicions. In one recent 
case cubes of tissue obtained post mortem from a native 
child, sent from Queenstown to Cape Town on June 5tb, 
1915, in Broquet's solution, gave negative results in two 
guinea-pigs inoculated on the 8th, whereas a guinea-pig 
inoculated with fresh material on June 5th died of typical 
plague on the 11th. 

It is clear from Dr. Broquet's original paper that stronger 
solutions have a devitalising effect. He states, however, that 
20 to 25 per cent, solution of glycerine prevents the growth 
of other germs and preserves the virulence of the plague 
bacillus for eight or nine days, or, with the addition of 
calcium carbonate, for 13 days, but that the virus is 
attenuated, as shown by the lengthening of the period 
between inoculation and death of inoculated guinea-pigs. 
We are unaware whether his experiments were carried out 
daring a Manchurian winter, but our experience in the warm 
climate of South Africa has been that transmission in 20 per 
oant. glycerine solution, even for three or four days, markedly 
raduoes, or even entirely destroys, the virulence of the 
plague organism for gninea-pigs, and is thus apt to render 
the examination of material so transmitted useless or even 
misleading. 

Glycerine is extensively employed in the preparation of 
calf lymph, in order to free the pulp from non-sporulating 
extraneous organisms. Its germicidal action is, however, 
&«aily influenced by temperature. Dr. F. R. Blaxall 1 
remarks : 11 Glycerine, in fact, has no germicidal action of 
itself, but in conjunction with heat it is a powerful 
germicide, and this action varies directly with the tempera¬ 
ture." Glycerin&ted lymph pulp stored at or below freezing 
point shows practically no reduction in its original bacterial 
contents, but if kept at room or higher temperatures for a 
few days the reduction is marked, the lymph frequently 
becoming sterile in two or three days. We have found by 
direct experiment with cultures that glycerine rapidly 
affects the virulence of B. pestis when kept in contact with 
the organism for 12 hours at 37° C. or even at much lower 
temperatures. Further investigations are being carried out, 
but it seems highly probable that glycerine solutions of any 
strength are not suitable fluids in which to forward speci¬ 
mens of plague material for diagnosis by animal inoculation 
when the outside temperature is above freezing point. 

The method of shaving the abdomen of a guinea-pig and 
nibbing in infected material, as advocated by Albrecht and 
Ghon, has not in our hands given satisfactory results when 
tiie virulenoe of the plague organism has been lowered by 
putrefaction or by preservation in alkaline glycerine solution. 
With putrefactive material the most reliable results have 
been obtained by preparing an emulsion in sterile beef 
broth or normal saline solution and inoculating several 
guinea-pigs subcutaneously with varying quantities of this 
emulsion. Four animals are generally employed, three being 
given 0 5 c.c., 0-25 cc., and 2 drops respectively, and the 
fourth merely a prick with the needle of the inoculating syringe. 
Animals receiving the larger doses frequently die early from 
general septicaemia and without showing definite post-mortem 
or microscopic evidence of plague. Those receiving the 
smaller amounts often survive for five or six days, sometimes 
even for seven or eight days, and then die of plague. As a 
rule, the longer the period between inoculation and death 
the more characteristic are the naked-eye appearances in the 
spleen, liver, and suprarenal bodies. Guinea-pigs and other 
experimental animals have a certain “ resistance ” to plague, 
ana when inoculated with mild strains, or with organisms 
the virulence of which has been attenuated by unfavourable 
influences of any kind, do not always develop the disease. 
Hence the importance of inoculating teveral animals and 
varying the dose. Even then a negative result cannot 
always be safely regarded as conclusive. 

We are, Sir, yours faithfully, 

J. A. Mitchell, M.B., Ch.B. Glasg, D.P.H. Camb., 

Assistant Medical Officer of Health for the Union 
of South Africa. 

G. W. Robertson, M.R.C.S. Eng., L.R.C.P. Lond., 

Government Bacteriologist for the Gape Province. 

Cape Town, March 4th, 1916. 

1 Report of Medical Officer to Local Government Board, 1902-1903. 


FUNCTIONAL NERVOUS DISEASE. 

To the Editor of The Lancet. 

Sir,—D r. Elliot Smith’s accusation that I have “ used ” a 
protest against Dr. Forsyth’s statement “ to attack the whole 
| theory of the rational treatment of incipient mental disturb¬ 
ance ” is, if Dr. Elliot Smith will pardon me for saying so, 
unworthy of him, both in manner and in substance—in 
manner because in the question-begging phrase “ of course ” 
he airily assumes that he must be right and I must be wrong, 
and in substance because I did not attack a whole theory or 
any part of a theory. I attacked a practice. I attacked it 
because I consider it pernicious and immoral, degrading to 
those who use it and brutalising to those on whom it is 
used; and I adduced convincing evidence that what I say 
is true. If Dr. Elliot Smith wishes to show that I am wrong 
he must either shake my evidence or show that my con¬ 
clusion does not follow from it. He does neither. He says 
“ of course ” I am wrong. It is equally open to me to say that 
of oourse he is wrong, but I do not stoop to this method 
of controversy. But supposing I did attack the “theory" 
on which the ^practice of psycho-analysis is founded, does 
Dr. Elliot Smith assert, as his words imply, that this theory 
is the sole theory on which the rational treatment of 
incipient mental disturbance can be founded ? If so, he is 
demonstrably and grossly wrong, and he has only to refer to 
The Lancet of March 4th and 11th to see that he is wrong. 
This is, or was, a free country, and if Dr. Elliot Smith 
chooses to call the method of treatment that he describes a 
theory, and a whole theory, I shall not object, whatever I 
may think; but if he considers that it is psycho-analysis, or 
that it is novel, he is mistaken. Dr. Elliot Smith may call 
it what he likes, but it has always hitherto been called 
I “obtaining the confidence of the patient," and every 
physician worth his salt has been practising it from the time 
of Aesculapius, and no doubt much longer. 

As this controversy has been reopened, I may as well 
answer the letter in which Dr. Ernest Jones 1 attempts to 
“ dissipate confusion" as to the meaning of psycho-analysis 
This is how he attempts to dissipate confusion. He says that 
psycho-analysis denotes “ (a) a certain technical method for 
the exploration of the unconscious mind ? " I do not find in 
this any tendency to dissipate confusion. Quite the contrary. 
It would not dissipate confusion to refer a physicist to 
a certain technical (I thank thee* Dr. Ernest Jones, for 
teaching me that word) method for the exploration of the 
liquid solid, the refrigerating fire, or the bursting vacuum; 
and these things are precisely on a par with the unconscious 
mind. Next, psycho-analysis denotes “(J) the theory necet* 
sarily involved in the use of this method (one presupposing, 
among other things, psychical determinism, the law of 
causality, &c.).” If the theory, or the method, pre¬ 
supposes psychical determinism, and if by psychical 
determinism Dr. Ernest Jones means the negation of 
free will, then the theory, or the method, presupposes 
what is contradicted by the whole experience of the 
whole human race; and such a presupposition is an 
insecure foundation on which to build a theory or a method. 
Nor will it tend to dissipate confusion to presuppose the law 
of causality, until we know what is meant by the law of 
causality. If it means the law of causation then this 
expression has many different meanings, and confusion wfB 
not be dissipated until Dr. Jones tells us in which meaning 
he uses the term. Lastly, psycho-analysis “denotes the 
accompanying study of the subject-matter concerned." 
Concerned in what? In the technical method? Then, 
presumably, the subject-matter is the unconscious mind. 
It is the footless stocking without a leg. It is the knife 
that has neither blade nor handle. It is nothing. Con¬ 
cerned in the theory that presupposes a falsity and an 
ambiguity ? Then I am afraid confusion will not be dis¬ 
sipated. Whether the patients I have seen who have 
suffered disastrously from psycho-analysis have, aa Dr. 
Ernest Jones asserts, been treated by those who have net 
been competently trained, I do not know ; but this I know* 
that they have been treated by men who have written freely 
on psycho-analysis, and therefore if they have not been 
competently trained they are doubly impostors. 

Since Dr. Ernest Jones's letter appeared in The Lancet, 
he has been lecturing on psycho-analysis to the Child 
Study Society, and has been telling the teachers of children 
that “there was too much repression of tendencies." 

i The Lakoet, March 11th, p. 588. 
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This, in the month of a psycho-analyst, will be understood 
to mean sexual tendencies, and as the warning occurs 
immediately after Dr. Jones has been treating of “the 
question of sexuality in children,” it is natural to suppose 
that he did mean sexual tendencies. If Dr. Jones did not 
mean that children are to be encouraged to masturbate, 
he has expressed himself very unfortunately, for his words, 
as reported, will bear this interpretation, and there is nothing 
in the “ theory " of psycho-analysis to discountenance it. 

I am, Sir, yours faithfully, 

April 22nd, 1916. CHAS. A. MBRCIBR. 

THE TRANSLATION OF JUNG’S 
ANALYTICAL PSYCHOLOGY. 

To the Editor of The Lancet. 

Sir,—T he Collected Papers on Analytical Psychology by 
Dr. C. G. Jung I find to be announced in a publisher's list 
as translated by Dr. Constance E. Long. Of nine papers 
(263 pages) especially translated from the German for this 
book six (224 pages) were done entirely by my wife and 
myself; a further two (26 pages) were completely revised 
and partly re-translated by myself. 

I am, Sir, yours faithfully, 

London, W., April 24th, 1916. M. D. EdeB. 

THREE CASES OF ANGINA PECTORIS 
TREATED BY A NEW METHOD. 

To the Editor of The Lancet. 

Bir, —The treatment adopted in the following three cases 
of angina pectoris may throw additional light on this baffling 
affection. 

Dr. X, an old friend of mine, had his first attack last 
summer while on holiday. Before this he was strong and 
healthy, a rapid and untiring walker, and his heart was 
soand. Owing to the war he had suffered many anxieties. 
His appetite failed and he lost steadily both energy and 
weight. About a week after his holiday the second attack 
occurred, and from that time the attacks were more frequent 
and of awful severity, often two or three on a day; the usual 
remedies, nitrite of amyl, Ac., lost their effects. He then 
told me of his condition, calling me in to sign his last papers 
and save an inquest. Being laid up myself just then, I 
handed my friend over to a colleague, from whom he derived 
the greatest comfort and relief. By my advice he took 
absolute rest in bed for three or four weeks, and there was 
no return of the attacks, but he had severe after or minor 
pains in chest and left arm ; also on the slightest exertion 
these pains attained ominous forebodings of a severe spasm. 

During my own illness I reflected on my friend’s sad state, 
and it struck me that, whatever the original cause, if the 
minor pains could be got rid of the major would not follow, 
and that hope of ultimate reoovery would be considerable. I 
formed the opinion that the minor pains were due to partial 
constriction of the small vessels, and that the major were 
due to entire constriction. I then considered, mentally, a 
small vessel thus constricted, and that forces acting either 
in the line of the vessels or transversely would mechanically 
release the constriction, and that similar results would in 
general follow where there was a condition of tortuosity. 
Early in December of last year I again called on Dr. X after 
some weeks, and found him in much pain in both arms and 
chest. At once I got him to grasp the top bar of the bed 
with both hands, letting most of his weight fall on the now 
strongly stretched arms for some 40 seconds. After a short 
rest he repeated the process some five or six times. Result: 
Immediate cessation of all pain in arms and some relief of 
the chest. I now got him on the floor to grasp the bar at 
the end of the bed with both hands behind his back, bending 
forward at an angle of about 60°, the chest thrown forward, 
and the head back, thus subjecting the muscles of the 
affected area to strong tension. This he repeated some 
half-dozen times, each lasting about 40 or 50 seconds. 
Result: Immediate cessation of all pains in the chest, the 
sense of constriction completely vanishing. He now went 
to his bath, and for the first time the exertion of washing 
caused only the merest suspicion of the old ominous fore¬ 
bodings of ill. For some weeks the process was continued 
about every two hours, the minor pains occurring with less 
severity and frequency; and it is important to note that on 
no occasion did the stretching fail to give immediate relief, 
though the operation must have been "performed hundreds 
of times. No medicine was taken. Dr. X is now at work 
and able to walk with almost his old rapidity. 

The next patient, aged 35, was employed in lifting heavy 
parcels. His attaoks were severe and only ceased on 
Inhaling nitrite of amyl. When he came to me a few weeks 


ago he was suffering from rather severe minor pains. He 
always knew when the major attack might be expected from 
the increasing severity of the former. I gave him no 
medicine and explained to him the operation mentioned. 
Result: Immediate cessation of pains on every occasion but 
one, and absolute stoppage on three or four occasions of the 
major spasm that he knew would otherwise develop. 

The third case was that of a French polisher, aged 52. In 
his case relief w*s not so rapid, though after a minute or 
two he described his Bensation of comfort as accompanied by 
a “ tingling and rushing of blood over his face and neck.” He 
has also been under this treatment for some three weeks 
only and is able to rest in bed, which the previous patient, 
unfortunately, was unable to do. 

As to the cause, or even predisposing cause, of this affec¬ 
tion I am of opinion that we know very little. If I were to 
draw a conclusion from these three cases, I should be 
inclined to say that, as a predisposing cause, long- 
continued anxiety or worry plays a large part. As to the 
cause of the pain, I believe that partial constriction of the 
vessels gives rise to the minor, and that complete constric¬ 
tion causes the severe, or major, attacks, and that the greater 
the area involved and the more absolute the constriction of 
the vessels the more severe is the attack. Also, that the 
conditions of atheroma and arterio-sclerosis, with consequent 
loss of arterial elasticity, are a very large factor of the pain, 
and that they are in no way a part of either the original or 
predisposing cause. We rarely hear of anyone of 60 
suffering from angina pectoris, and after 65 the affection 
is practically unknown ; so that the more pronounced the 
atheroma, the more immune we become. I also conclude 
that there is no distinction, beyond the degree of pain, 
between true angina and false. The child simply suffers 
less because better equipped with elastic tissue. 

If any sufferer of my own profession should care to write 
to me for further information, I need hardly say it will give 
give me great pleasure to answer any questions that may 
contribute to his comfort. 

I am, Sir, yours faithfully, 

Samuel Constable. 

25, Belmont-road, West Green, N , April 22nd, 1916. 

SHAKESPEARE AND MEDICINE. 

To the Editor of The Lancet. 

Sir,—Y ou may perhaps be able to find room for the 
following brief notes relating to Shakespeare and medicine. 

1. A ’ medical pal 1 -bearer. —The Evening Standard of 
March 15th, 1913, recorded the following inscription found 
upon a dilapidated tombstone in the old Masonio graveyard 
of Fredrjck&nrg, Virginia : — 

Here lies the body of 
EDWARD HBLDON, 

Practltloser In Physics and Chlrurgery. Bom In Bedfordshire, 
Bngland, in the year of our Lord 1542. Was contemporary with 
and one of the pall bearers of William Shakespeare of the 
Avon. After a brief illness his spirit ascended in the year of 
our Lord 1618, aged 76. 

The inscription is in old English letters, dim but traceable. 
It must be added, however, that the Evening Standard of 
three days later contained a letter signed “ Edward 8. 
Dodgson, M.A. Oxon.,” throwing considerable doubt upon 
the authenticity of the above inscription. 

2. Dr. Hall's patients.—Notes and Queries , August 28th, 
1915, contains a list of patients attended by Dr. John Hall, 
Shakespeare’s son-in-law and physician. This list, compiled 
by Hall himself, mentions “ Mrs. Hall, my wife,” and 
“Elizabeth my onely daughter,” but does not mention 
Shakespeare. 

3. A medical writer on Shakespeare. —A little known but 
excellent work is “ Shakespeare and his Times,” by Nathan 
Drake, M.D. (1766-1836), two volumes, 4to, 1817. This 
work was favourably reviewed by the Gentleman's Magazine 
at the time of its publication. Dr. Drake also wrote (1828) 
“ Memorials of Shakespeare,” a sort of anthology of all that 
had been written to date upon the poet and his works both 
at home and abroad. Both of Dr. Drake’s works are in the 
British Museum. 

4. The cause of Shakespeare's death. —There seems to be 
little doubt that the poet’s death was occasioned by inebriety. 
A month before he died Shakespeare indulged in a sym¬ 
posium with his boon companions Michael Drayton and 
Ben Jonson, caught a chill on his way home, and did not 
leave his bed again. These facts are recorded in the MS. 
diary of the Rev. John Ward, vicar at the time of Stratford- 
upon-Avon. The vicar’s diary is in the possession of the 
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Medical Society of London and in the keeping of the society’s 
learned and courteous librarian, Mr. George Bethell. 

I am, Sir, yours faithfully, 

S. D. Clippingdale, M.D. Aberd. 

5Holland Park-avenue, W., April 23rd, 1916. 


THE WITTENBERG CAMP. 

To the Editor of The Lancet. 

Sir,— Psychology in relation to the war has been pro¬ 
minent in your columns of late. In connexion therewith 
the letter of Sir William Milligan is of considerable interest. 
The natural indignation and horror at the Wittenberg 
atrocities will, of course, be shared by every decent human 
being in the world. It is perfectly certain that if the facts 
were allowed to he hriown by them a large proportion of 
German doctors would repudiate the action of Aschenbach 
with shame and loathing. Does Sir William Milligan really 
think that all our confreres in Germany, who have been 
welcomed and honoured in this country, have suddenly 
become ‘ 1 beasts ” ? The idea is unthinkable and absurd. To 
pass such a wholesale condemnation upon them as Sir 
William Milligan suggests would be hasty, undignified, and 
on a moral and intellectual level with the banishment of 
German music from our shores. When the passions of the 
present time have disappeared no one will regret more than 
Sir William Milligan himBelf the ill-considered proposal he 
is now making.—I am, Sir, yours faithfully, 

Finchley, April 23rd, 1916. J. S. BOOTHROYD, M.D. 



JAMES HARPER, M.D. Lond., M.R.C.S., 

COLONEL AND ASSISTANT DIRECTOR OF MEDICAL SERVICES, 1ST LONDON 
DIVISION (T.F.). 

We have already recorded the death of Dr. James Harper, 
which occurred on March 24th. He was born at Leith in 1857, 
but his father, a medical practitioner, very shortly afterwards 
•moved to Windsor, where Dr. Harper’s boyhood was spent. He 
was educated at Amersham Hall School, Reading, and having 
matriculated at the University of London he entered as a 
student at St. Bartholomew’s Hospital. His career at 
“Bart.’s” was very successful. He passed his medical 
examinations with ease, took honours in obstetric medi¬ 
cine at the Final M.B. Examination, and in 1883 
graduated as M.D. Lond. He filled the office of house 
surgeon at St. Bartholomew’s Hospital and afterwards was 
successively house physician to the Royal Hospital for 
Diseases of the Chest, and resident medical officer and 
anaesthetist to the Hospital for Women, Chelsea. Having 
thus fitted himself for practice he took a house in South 
Kensington and quickly gathered about him a large 
practice. 

But Dr. Harper’s activities were not limited by the 
demands of his practice, and for many years he devoted 
a good deal of time to the Medical Corps of the Volunteers. 
Joining the Volunteer Medical Service Corps in 1894 
he in due course became captain, major, and then 
lieutenant-colonel in that force. In April, 1908, he was 
appointed to the 3rd London Field Ambulance, and in 
1912 was promoted to the rank of colonel and made 
AD.M.S., 1st London Division. He was intensely interested 
in his military duties and threw himself into the work of 
training his ambulance units with great enthusiasm and 
sucoess. At the outbreak of the war he laid aside his 
practice and devoted himself wholly to his work as A.D.M.S., 
and he only gave up this work when he was a broken man, 
too ill to do it. 

One who knew him well writes:—“His great ability 
and industry were associated with such a robustness of 
character and also such a merry humour that all who knew 
him were drawn to him and were helped by his example. 
In his private practice his patients highly valued him, 
for his medical knowledge and experience were com¬ 
bined with such kindliness of heart and strong common- 
sense that they found him to be not only a wise medical 
adviser but a strong and true friend. The high esteem 
in which he was held was strikingly shown by the large 
gathering of mourners who attended his funeral service. 
Harper was a man of fine presence, and in his physical 
vigour as well as in his strength of character, tempered 


by a deeply religious spirit, he showed the influence of his 
Scottish parentage. About four years ago he underwent a 
serious operation, and although he recovered and resumed 
his practice his work afterwards was often carried out under 
difficulty. Early this year signs of increasing illness showed 
themselves, and in spite of rest and the efforts of trusted and 
attached medical friends, his weakness increased and he 
passed away on March 24th. None who ever knew James 
Harper will forget him, for his high standards and strength 
of character made him a marked man.” 

Dr. Harper was twice married, first to Helen Watson Brand, 
daughter of the late Alexander Brand, United States Consul, 
Aberdeen, and later to Annette Ellen Grant, youngest 
daughter of the late Admiral Henry Duncan Grant, C.B. He 
left three sons and two daughters, and one son was lost in the 
explosion on the Princess Irene. 

CORNELIUS HANBURY, M.R.O.S., L.S.A., F.C.S., F.I.C., 

CHAIRMAN OF THE BOARD OF DIRECTORS OF ALLKN AND 
HANBURYS, LIMITED. 

Mr. Cornelius Hanbury, of the Manor House, Little 
Berkhampstead, died on April 11th, aged 88, having been 
born on Nov. 29th, 1827. He was the only son of Cornelius 
Hanbury, of Plough-court (who died in 1869), and his 
second wife, Elizabeth, daughter of John Sanderson of 
Avonthorpe and cousin of the present Lord Sanderson. Mrs. 
Cornelius Hanbury was well known for her Christian and 
philanthropic work in connexion with the cause of anti¬ 
slavery and the prison reforms of Elizabeth Fry, dying in 
1901 at the remarkable age of 108. Both Mr. and Mrs. 
Cornelius Hanbury were members of the Society of Friends 
and ministers in the society. Mr. Cornelius Hanbury, the 
son, after education under a private tutor became a student 
at St. Bartholomew’s Hospital. From 1845 to 1850 he was 
apprenticed to Dr. (afterwards Bishop) Henry Callaway, and 
lived with him in Bishopsgate-street for about a year. In 1849 
he became M.R.C.S., and in 1850 L.S.A. In 1876 he was 
elected treasurer of the Pharmaceutical Society, but resigned 
this office in 1878. He was a member of the council 
of the society from 1875 to 1878. In 1871 he was 
nominated a governor of St. Bartholomew’s Hospital and for 
some years held the office of almoner. Towards the end of 
1849 Mr. Cornelius Hanbury first began to attend daily at 
the pharmacy at Plough-court, then under the control of his 
uncle, Daniel Bell Hanbury, and his father, Cornelius 
Hanbury, senior. There he became intimately associated 
with his cousin, Daniel Hanbury, F.R.S., who made some 
important scientific contributions to materia medica. 

In 1868, with the retirement of Daniel Bell Hanbury and 
Cornelius Hanbury, senior, the two cousins became the 
acting partners of the firm. On the retirement of Daniel 
Hanbury in 1870, Cornelius Hanbury became proprietor 
of the business. A comparatively young man, he had the 
sole control of a well-appointed and established business, 
which, starting in the hands of Sylvanus Bevan in 1715, had 
grown up with the sound traditions laid down by its founder. 
A generation of Hanbury control had preserved the same 
traditions. Mr. Cornelius Hanbury, while maintaining the 
same ideals, looked far ahead and realised the possibilities of 
specially developing the wholesale and manufacturing lines 
of the firm. Years of foresighted expenditure and gradual 
expansion have followed, resulting in the many under¬ 
takings and branch establishments of this firm not only 
in this country but in various parts of the world. 
Cornelius Hanbury combined strength of purpose with 
the utmost simplicity. His life and example were an 
inspiration to all those with whom he came in contact, 
and the news of his death will be felt, not only by 
those at home, but by a great number of the firm’s employees 
now serving at the front. The general affection and respect 
of the firm’s employees towards the chairman were shown 
in 1896, when the staff presented Mr. Cornelius Hanbury 
with a portrait of himself painted by Mr. Percy Bigland. 
He married in 1850 Sarah Jane, daughter of Frederick 
Janson, of Lloyds and Stoke Newington. She died in 1903. 
His elder and only surviving son, Frederick Janson Hanbury, 
F.L.S., now to become chairman of the board of directors, 
was born at Stoke Newington on May 27th, 1851. Though 
born and brought up as members of the Society of Friends, 
both Mr. Cornelius Hanbury and his wife and children joined 
the Church of England. The interment took place at 
Highgate cemetery on April 14th, the funeral service having 
been held at St. Andrew's, Little Berkhampstead. 
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The Casualty List. 

The following names of medical officers appear among the 
casualties announced since our last issue :— 

Wounded. 

Lieutenant G. L. Kennedy, K.A.M.C., attached to the Royal 
Warwick Regiment. 

Captain H. G. Peake, R.A.M.C. 


Deaths among the Sons of Medical Men. 

The following sons of medical men must be adc^ed to our 
lists of those who have fallen during the war:— 

Lieutenant A. Mathews, Cheshire Regiment, only son of Mr. 
F. E. Mathews, L.R.C.P., M.R.C.S., of Nantwich, 
Cheshire. 

Lieutenant F. R. Heuston, Canadian Infantry, last surviving 
son of the late Dr. F. T. Heuston, of St. Stephen’s- 
green, Dublin. . _ 

The Rebellion in Dublin. 

The unpreparedness of the Government has subjected the 
capital of Ireland to unmeasured inconvenience as well as to 
grave humiliation. The roll of killed and wounded following 
on the armed revolt is already known to be slight, and the 
actual figures will possibly be in the possession of our 
readers before this issue of The Lancet appears. But from 
the medical point of view the figures, when they are forth¬ 
coming, will not represent the damage done ; the evil of 
snch catastrophes is far-spreading and difficult to control. 
Mentally and morally, all the weaker and less stable inhabi¬ 
tants of a district which has suffered under an armed 6mevte 
are definitely damaged. This fact rapidly makes itself 
known to all medical practitioners and is reflected in all 
hospital statistics. At the same time the machinery for 
seeming the public health is dislocated. It is therefore of 
the utmost importance that order should be re-established in 
Dublin and law again made effective with the least possible 
delay. Dublin is not a city where the conditions of public 
health can stand much deterioration. 


Benevolent Funds for the Services Auxiliary 
to the Royal Army Medical Corps. 

It has been suggested that benevolent societies be formed 
for the benefit of the families of officers and other ranks 
of the Medical Services auxiliary to the Regular Royal 
Army Medical Corps—viz., the Special Reserve, the 
Territorial Force, and New Army. Funds would be raised 
by voluntary subscriptions, and it has been proposed that 
each branch of the Service should appoint a committee of 
5 to 7 members to administer its own funds. 

A meeting, to be presided over by the Director-General, 
will be held in the lecture theatre of the Royal Army Medical 
College, Grosvenor-road, S.W., on Wednesday, May 10th, 
at 3 p. M. , and it is hoped that as many officers as 
possible will attend. In the meantime any inquiries may be 
referred to Lieutenant-Colonel G. St. O. Thom, R.A.M.C., 
War Office, S.W. _ 


The Conditions of Exchange of Invalid 
Prisoners. 

We learn through a German source 1 of the publication by 
the Prisoners’ International Agency of a paper entitled 
"Nouvelles de l’Agence Internationale des Prisonniers de 
Guerre.” It is to appear weekly at a cost of 5 francs per 
annum. The first number contains the conditions regulating 
the return to their own country or the sending to Switzerland 
of invalid prisoners of war. The conditions which entitle 
a private to be sent back home are as follow : (1) Complete 
or partial loss of one or more limbs (at the least, a foot or an 
arm) ; (2) loss of use of a limb through ankylosis, permanent 
palsy, atrophy or contraction of muscles, pseudarthrosis, 

1 War Supplement to the Miinchener Medicinlsche Wochenschrift, 
1916, No. 12. 


spinal injury which affects movement materially ; (3) con¬ 
firmed palsy, important from its site or extent; (4) brain 
injury with severe consequences (hemiplegia or impairment of 
cerebral function); (5) spinal injury with severe consequences 
(paraplegia, various palsies); (6> blindness of both eyes ; 
(7) considerable mutilation of the face, severe injuries of the 
mouth ; (8) permanent cachexia from wounds ; (9) advanced 
pulmonary tuberculosis ; (10) cachexia due to internal 
disease ; and (11) incurable mental disease. For officers and 
non-commissioned officers the conditions are slightly 
different: (1) applies to complete or partial loss of several 
limbs ; (4), (5), (6), (8), (9), (10), and (11) apply exactly; 
(2), (3), and (7) do not apply at all. The Red Cross 
requests that this list should be used when applications are 
made in order to avoid disappointment. To entitle to treat¬ 
ment in Switzerland the conditions are as follows : (1) very 
extensive skin diseases, commencing malignant tumours, 
extensive glandular swellings, chronic glandular suppura¬ 
tion ; (2) chronic blood diseases (leukaemia, pernicious 
anaemia); (3) extensive mutilation of the face, severe 
injuries to the mouth insufficient to entitle to an exchange ; 
(4) blindness of one eye, with diminution of the sight of the 
other by one-half or less (glasses necessary); (5) double 
deafness ; (6) moderately advanced pulmonary tuberculosis ; 

(7) severe nervous diseases, especially severe hysteria; 

(8) severe heart disease ; (9) severe chronic gastric disease 
demanding prolonged special dietetic treatment ; (10) loss 
of a limb, at the least of a hand or a foot (for officers 
and N.C.O.’s); (11) shortening or marked stiffness resulting 
in considerable impairment of the limbs, pseudarthrosis, 
muscular atrophies; and (12) chronic diabetes or nephritis with 
constant presence in the urine of a considerable quantity of 
sugar or albumin. Germany asked to have severe rheumatism 
recognised, France agreed while asking for more exact defini¬ 
tion. We have already noted that a sanitary commission of 
10 Swiss doctors was appointed to see that these conditions 
are adhered to. Every prisoner has the right of demanding 
an examination by the commission without risk of punish¬ 
ment if his claim should be rejected. In later numbers of 
the Nouvelles the list of exemptions for Switzerland is further 
increased by the addition of commencing asthma, chronic 
poisoning, well-marked articular gout, general debility, all 
consequences of a disease or injury giving rise to unfitness 
for service of at least a year’s duration. It will be seen 
that the mesh is much wider for treatment in Switzerland 
than for return home. In another paper (Deutsoh. Med . 
Woohensohr.y 1916, No. 12) it is stated that certain con¬ 
ditions are to exclude from Switzerland—viz , all severe 
nervous and mental diseases requiring institutional treat¬ 
ment, chronic alcoholism, contagious diseases of any kind 
at their infectious stage (infectious gonorrhoea, primary and 
secondary syphilis, trachoma, &c.). These conditions affect 
at the moment only French and German prisoners. No- 
reciprocal engagements for sending invalid officers to Switzer¬ 
land have yet been arrived at between Germany and Great 
Britain. 


The Sale of Narcotic Drugs to Soldiers. 

In commenting upon the mm with which such potent 
drugs as morphine and cocaine could be purchased by 
soldiers, even without any infringement of the existing law 
affecting the sale of poisons, it was intimated in The Lancet 
of Feb. 26th that the military authorities might find it 
desirable* to take steps to prohibit the sale of such drugs to 
men on active service. Action has now been taken in this 
direction, a regulation having been made under the Defence 
of the Realm Ac6 which provides that the Admiralty or 
Army Council may by order prohibit, either absolutely or 
except on compliance with such conditions as may be 
specified in the order, the sale or supply to or for any 
member of any of His Majesty’s Forces of any narcotic or 
stimulant drug or preparation specified in the order, and 
if any person acts in contravention of any such order 
he shall be guilty of a summary offence against these 
regulations. Should the naval and military authorities- 
deem it expedient to use their powers in pursuance of 
this regulation the position of pharmacists would be 
made clearer. While, no doubt, in the majority of oases- 
pharmacists would refuse to sell narcotic drugs to soldiers in 
uniform—except, of course, to officers of the Royal Army 
Medical Corps—unless they were satisfied that the circum¬ 
stances of a particular case justified the transaction, it caa 
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“be well understood that it is not always an easy pro¬ 
cedure to refuse to grant a customer’s legal request. If an 
order were made absolutely forbidding such transactions, a 
soldier would not put the pharmacist in the position of 
having to decline to sell such drugs, and the pharmacist 
himself would be satisfied in the knowledge that a dis¬ 
appointed client could not get what he wanted at another 
chemist’s shop in the same area. 


The Proposal for a College of Nursing. 

We have referred already to the proposal received from the 
matron-in-chief of the Joint War Committee of the British 
Red Cross Society and the Order of St. John of Jerusalem, 
in a letter signed by the Hon. Arthur Stanley, chairman of 
the Committee, suggesting the foundation of a College of 
Nursing. We have now received a copy of a letter which 
Mr. Stanley is sending to the authorities of more than 200 
of the nursing schools of the United Kingdom. The idea is 
that the College shall take its place eventually as the 
central organisation of the nursing profession of the United 
Kingdom. In the first week in April a conference was held 
at St. Thomas’s Hospital, when over 200 representatives 
were present from England, Wales, Scotland, and Ireland. 
Mr. Stanley explained the circumstances which led to the 
establishment of the College of Nursing, and laid stress 
upon the desire of the council to form as speedily as possible 
such a Consultative Board as would be representative of all 
parts of the United Kingdom and of all branches of 
nursing. Nursing authorities are requested within the 
next month to nominate not more than two repre¬ 
sentatives upon the Consultative Board of the College, 
the duties of which will be to advise the council in 
many matters of policy and procedure. The council 
numbered at first 15 persons, but has been increased 
by cooptation to 23, consisting largely of the matrons of 
some of the chief hospitals and lady-superintendents of 
some infirmaries, together with six members of the medical 
profession, Sir Cooper Perry being the honorary secretary. 
This number may be increased to 30 members. The College 
has been registered as “ Limited,” as to do otherwise would 
have occasioned delay and difficulties, and the Memorandum 
and Articles of Association have been drawn to give the 
widest possible powers. It is proposed that the College, 
which in its early years will be largely guided by the 
experience of the heads of the various training schools, who 
form a majority of the first council, shall, when it attains 
maturity, become broad-based and democratic in constitu¬ 
tion and self-governing. Some objects aimed at are 
uniformity of curriculum, the one-portal system of examina¬ 
tion, only one certificate of general training for all nurses 
wherever trained, inducing backward institutions to improve 
their curricula and improved accommodation for study, and 
the establishment of local boards with power to act in their 
respective areas with the powers, authorities, and discretions 
vested in the council, and eventually, when substantial 
unanimity has been reached, to present a Bill to Parliament 
to gain legal status. _ 

Wounded Allies Relief Committee.— To the 

work of this Committee there has been added recently the 
maintenance of a large hospital at Lyons. This hospital, 
which was formerly the Lyc6e de Saint Rambert, and has 
been used for hospital purposes by the French, holds 300 
beds, and will take the place of the Committee’s Military 
Hospital at Dieppe, which is now inadequate to the demands 
made upon it. Dr. V. H. Rutherford, who was one of the 
passengers on the ill-fated Su**ex, is now at Lyons on behalf 
of the Committee, superintending the arrangements for the 
transference of the smaller hospital to the larger one. The 
staff of the hospital, like that of the Military Hospital 
maintained by the Committee at Limoges, is English. 

Brighton Military Hospitals.—O n the 

■evacuation by the Indians of the three great hospitals 
used by them at Brighton—the Royal Pavilion Buildings, the 
Kitchener Hospital (formerly the workhouse), and York- 
place school—the buildings we»e reorganised to receive 
British wounded. On April 15th the first batch arrived. 
There were 90 cot cases and 81 sitting, and they were taken 
to the Kitchener Hospital. The Royal Pavilion Hospital is 
to be used exclusively by soldiers who have lost a limb. 


OBITUARY OF THE WAR. 


WALTER LINNEY HAWKSLEY, M.B., Ch.B. Liverp., 
D.P.H., 

MAJOR, ROYAL ARMY MEDICAL CORPS (T.). 

Major Walter Linney Hawksley, who died on active 
service in France, was the eldest son of the late Dr. H. L. 
Hawksley, of Southport. He was educated at University 
School, Southport, proceeding afterwards to Liverpool Uni¬ 
versity, qualifying in 1904. He had a long connexion with 
the Second West Lancashire Field Ambulance, and was with 
this unit at their annual encampment when war broke out, 
and at once proceeded to active service, being promoted 
major in April, 1915. Dr. E. W. Hope, medical officer of 
health of Liverpool, writes: “The tragic death of Major 
Hawksley, whilst on active service in France, removes from 
the service of the Liverpool corporation a brilliant 
assistant medical officer. Dr. Hawksley had always 
been associated with Liverpool, and was a graduate of 
the Liverpool University. A university career of distinc¬ 
tion was followed by a period of usefulness spent in work 
at the Liverpool South Dispensary and the David Lewis 
Northern Hospital. His first association with the corporation 
was as a resident medical officer at the Fazakerley Hospital. 
Administrative ability and enthusiasm for his work received 
deserving recognition when he was given control of the tuber¬ 
culosis wards. Subsequently he held the post of assistant 
school medical officer, 
and ultimately was 
appointed an assistant 
medical officer o f 
health to deal with 
problems relating to 
tuberculosis. Follow¬ 
ing the passing of the 
National Insurance 
Act, Dr. Hawksley 
naturally attained the 
additional position of 
acting chief tuber¬ 
culosis officer, a post 
for which his previous 
experience gave him 
exceptional qualifica¬ 
tion. The harmonious 
relationship which 
now exists between the 
Insurance Committee 
and the corporation 
serves as a lasting 
monument to his unfailing tact and administrative ability, 
for upon his shoulders fell much of the original work 
of organising the Liverpool Tuberculosis Scheme. The 
rare combination of sound medical knowledge and adminis¬ 
trative ability which Dr. Hawksley possessed led those who 
best knew him to predict a brilliant and important career. 
Of his services to his country since war was declared 
little is known to those at home, but if his military duties 
were performed with the enthusiasm, tact, and efficiency 
which characterised his work as a civil servant, the loss to 
the army is as deplorable as to the city of Liverpool. His 
interests were many-sided, for besides the numerous com¬ 
mittees of charitable organisations on which he served the 
Atmospheric Pollution Committee has reason to feel the loss 
of an enthusiastic worker. Admired by his acquaintances, 
he was loved by his friends, and of the latter he had many, 
for a charming disposition attracted those with whom he 
came in contact. All who knew him will deeply sympathise 
with his widow and two children in their tragic bereavement.” 

FREDERIC FRANCIS GERMAN, L.R.C.P., 
L.R.C.S. Edin., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain Frederic Francis German died at his residence at 
Seaforth, Liverpool, early in April, at the age of 56. For 
over 30 years he was in practice at Seaforth, and took a 
keen interest in the life of the township. He had occupied 
the position of chairman of the urban district council and 
was a prominent Freemason. Captain German was a native 
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of Burslem, Staffordshire, and was educated at Liverpool 
University, subsequently proceeding to Edinburgh, where he 
qualified in 1881. He then settled at Seaforth, and at the 
time of his death was one of the oldest medical practi¬ 
tioners in the district, and was held in very great esteem, 
as was evidenced by the large numbers who attended his 

funeral, which was 
accompanied with full 
military honours. 
Captain German was 
medical officer of 
health of the Waterloo- 
with - Seaforth urban 
district council, phy¬ 
sician to the Waterloo 
and District Hospital, 
county police surgeon, 
and medical officer 
of the Liverpool Over¬ 
head Railway Com¬ 
pany. He was a keen 
Volunteer under the 
old system, and for 
some years held the 
rank of surgeon- 
captain in the 
Lancashire (V olunteer) 
Artillery. At the 
outbreak of war he 
was appointed surgeon in charge of the military hospital at 
Seaforth Barracks, and in June, 1915, was gazetted as 
temporary captain in the Royal Army Medical Corps. He 
leaves a widow, a son (a staff-sergeant in the Royal Field 
Artillery), and a daughter. 


HJtbicd ftcfos. 


Society of Apothecaries of London.—A t exa¬ 
minations held recently the following candidates passed in 
the subjects indicated 

Surgery.— H. Archer (Sections I. and II.), Bristol; E. V. Beaumont 
(Sections I. and II.), 8t. Mary's Hospital; M. J. Byrnes. Cork; 
E. N. Glover (Sections I. and II.), Guy’s Hospital; and B. O. 
Morrison (Sections I. and II.), Cambridge and St. Mary’s 
Hospital. 

Medicine.— M. J. Byrnes, Cork ; and M. Dwyer (Section II.), St. 
Thomas’s Hospital. 

Forensic Medicine.— J. S. Bhajiwalla, London Hospital; H. N. D. 
Richards, St. Mary’s Hospital ; Q. G. Rigby, Manchester; C. Segal, 
Berne ; M. B. M. Tweed, Guy.s Hospital; and L. Zarchi, Petrograd 
and Royal Free Hospital. 

MiduHferi/.—C. P. Barber, Charing Cross Hospital; T. F. Reason, St. 

Mary’s Hospital; and I. H. Syed, Bombay and Manchester. 

The Diploma of the Society was granted to the following candidates, 
entitling them to .practise medicine, surgery, and midwifery E. V. 
Beaumont, M. J. Byrnes, and E. N. Glover. 

University of Glasgow.—A t the graduation 
ceremony on April 25th the following degrees were con¬ 
ferred 

Doctor ofMedicine (M.D.).— Dagmar Florence Cur.jel. 

Master of Surgery (Ch.M ).— Robert Buchanan Carslaw. 

Among the University prizes and special class prizes gained 
were the following :— 

Thcsi8for M.D— Matthew Young, M.D., Bellahouston Gold Medal. 
Research in Anatomy. —Matthew Young, M.D., Struthers Gold Medal 
and Prize of £20. 

Chemistry.— John B. Sandford, George Roger Muirhead Prize of £2 5s. 
Laryngology and Rhinology.— Kenneth J. T. Wilson. Asher Asher 
Gold Medal. 

Physiological Physics.— William Napier, Arnott Prize of £25. 

General Physics.— William L. Templeton, Arnott Prize of £15. 

Central Midwives Board. —At a meeting of the 
Central Midwives Board, held at Caxton House, West¬ 
minster, on April 13th, with Sir Francis H. Champneys in 
the chair, further correspondence was considered with Dr. 
E. J. Maclean, of Cardiff, with regard to the acceptance of 
the curriculum and system of training which he proposes to 
adopt in connexion with the Glamorgan County Free Mid¬ 
wifery Students as a compliance with the requirements of 
the new Rules C. 1 and 2. The Board decided that Dr. 
Maclean be informed that it appears to the Board that the 
course of instruction given by him (which the Board fully 
believes to be excellent) is given to women with a view to 
an examination to be held for the purpose of ascer¬ 
taining whether they are or are not fit to be granted 
scholarships in midwifery. Such a course of instruc¬ 
tion would be antecedent to any definite pupilage 
in midwifery, and could not therefore be considered 


as forming part of anv midwifery curriculum. A letter 
was considered from f)r. W. E. Fothergill, one of the 
Board’s examiners at the Liverpool and Manchester 
Centre, suggesting amendments to Rules C. 1 and 2 with a 
view to meeting the case of candidates who have had a three 
years’ training in a public special hospital for women or a 
public special hospital for children. The Board decided 
that Dr. Fothergill be informed that the Board has already 
completed the revision of the Rules and has forwarded them 
to the Privy Council for approval. The matter is con¬ 
sequently out of the hands of the Board. A letter was 
considered from the county medical officer of health of 
Devon, calling the attention of the Board to an apparent case 
of “ covering ” an uncertified woman by a registered medical 
practitioner in the county. The Board decided that the 
papers in the case be forwarded to the General Medical 
Council with a request that they will take such action in the 
matter as may seem fit to them, and that, if so desired, the 
Board will undertake to appear as prosecutors in the case. 
A letter was considered from the secretary of the Associa¬ 
tion for Promoting the Training and Supply of Midwives, 
suggesting that the Board should apply to the Privy Council for 
power to require the surrender of the certificate of a 
deceased midwife. The Board decided that the Association 
for Promoting the Training and Supply of Midwives be 
informed that the new Rules are alreaay in the hands of the 
Privy Council, and that the suggestion made by the associa¬ 
tion does not commend itself to the Board, inasmuch as it 
would be at variance with the custom relating to other 
certificates and diplomas, none of which, so far as the Board 
is aware, have to be surrendered on death. The Board feels 
sure that any request for special powers in the case of mid¬ 
wives would be refused. It is not the possession of a 
certificate but the presence of her name on the Roll which 
enables a woman to practise as a midwife. 

A special meeting of the Board was held at Caxton House, 
Westminster, on April 14th, with Sir Francis Champneys in 
the chair, when a number of midwives were struck off 
the Roll for non-compliance with various Rules. 

Royal College of Surgeons of England.— 
Demonstrations of specimens in the Museum of the Royal 
College of Surgeons of England will be given in the 
theatre of the College by Mr. S. G. Shattock, the patho¬ 
logical curator, at 5 p.m. on the following days: Monday, 
May 1st, on Fractures; Monday, May 8th, on Foreign 
Bodies; and Monday, May 15th, on Results of Inflammation. 
The demonstrations are open to medical students and 
practitioners. First-aid and ambulance students desirous 
of attending will also be admitted.—The subject for the 
Triennial Prize to be awarded in 1918, is “ The Development 
of the Hip-Joint and the Knee-Joint of Man.” This prize 
consists of the John Hunter Medal executed in gold to the 
value of 50 guineas, or, at the option of the successful 
author of the dissertation, of the medal executed in bronze, 
with an honorarium of £50. The subject for the Jacksonian 
Prize for the present year (1916) is “Methods and Results 
of Transplantation of Bone in the Repair of Defects caused 
by Injury or Disease.” The subject for the prize for 1917 is 
“ The Causation, Diagnosis, and Treatment of Traumatic 
Aneurysm, including Arterio-Venous Aneurysm.” The 
dissertations for the Jacksonian Prize for 1916 must be 
delivered at the College not later than 1 o’clock p.m. on 
Saturday, Dec. 30th, 1916. 

Poor-law Medical Officers’ Association of 
England and Wales.— At the last meeting of the council 
of this association a letter was read from the Local Govern¬ 
ment Board in answer to an inquiry by the honorary 
secretary (Dr. Major Greenwood) as to whether drugs that 
had risen in price greatly during the war did not come under 
the description of “ expensive medicines,” and whether they 
should not be included among those that boards of guardians 
were required to furnish. The Board replied that, while 
they have recommended that “expensive medicines” should 
be supplied at the cost of boards or guardians, they have not 
issued any regulations on the subject, and that the arrange¬ 
ments to be made in individual cases would depend on the 
terms of the agreement between the medical officer and the 
guardians. The honorary secretary said that it was clear 
from this that the provision of “expensive medicines”’ 
was not compulsory on boards of guardians, and appeared 
to be only an act of grace on their part. That being 
so, they could not be compelled to provide the cost 
of drugs that had become expensive through the war. 
It would appear that the guardians generally throughout 
the country had for many years agreed to pay the cost of 
certain drugs, and by raising the salaries of medical officers 
in not a few cases during the war had practically met the 
additional cost of drugs due to the war. It seemed to him 
that no further pressure could be put on them to do more at 
the present time. The arrangements for the annual meeting 
were considered, when the council decided that it should be 
held during the first week of July, the particular day to be 
fixed later by the honorary secretary ; only formal business 
1 was to be transacted, and there was to be no dinner. It was 
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also resolved that the next council meeting should take 
place an hour before the annual general meeting, and that 
both should be at the same place, and that, if possible, the 
office of the association at 9, Copthall-avenue, should be 
utilised for that purpose, as owing to tbe war the attendance 
was not likely to be very large. 

The late Dr. William Allan Jamieson.—D r. 
W. A. Jamieson, a late President of the Royal College of 
Physicians of Edinburgh, died at his residence, Charlotte- 
square, Edinburgh, on April 21st, aged 77. He received his 
medical education at Edinburgh University and at Vienna, 
graduating M.B. and C.M. Edin. with honours in 1865. In 
1877 he took the M.D. of his University and the F.R.C.P. 
Edin. He was surgeon to the King’s Body Guard in 
Scotland, the Royal Company of Archers, a Knight of Grace 
of the Order of St. John of Jerusalem in England, and held 
the Royal Household Jubilee medal of 1897 and the Corona¬ 
tion medal of 1911. Dr. Jamieson, who was an LL.D. of 
Edinburgh, was a well-known authority on skin diseases. 

The Route of the Orient Line Steamers.— 
The Orient Line to Australia announce that by direction of 
His Majesty’s Government their steamers will, until further 
notice, proceed to and from Australia by way of the Cape of 
Good Hope, calling at Cape Town outwards and Durban and 
Cape Town homewards. The first sailing of this new service 
wifl be from London on June 2nd. 

The Wellcome Historical Medical Museum will 
be reopened on Wednesday next, May 3rd. A special exhibi¬ 
tion of Japanese charms and amulets of medical interest, 
lent bv Mr. W. L. Hildburgh, M.A., Ph.D., will be on view, 
and should prove of exceptional interest to students of 
medical folk-lore. The museum will be open from 10 a.m. to 
6 p.m. daily, and from 10 a.m. to 1 p.m. on Saturdays, until 
further notice. __ 


$atanties. 


For further information regarding each vacancy reference should be 
made to the advertisement (see Index). 

When the application of a Belgian medical man would be considered 
the advertisers are requested to communicate with the Editor. 

Birmingham and Midland Eye Hospital, Church - street, 
Birmingham.—Resident Surgical Officer. Salary from £200 to 
£300 per annum, with board, residence. Ac. 

Bournemouth Hospital for 8ick and Wounded, Boscombe.— 
House Surgeon for six months. Salary £125 per annum, with 
board, lodging, and washing. 

Brighton County Borough Asylum, Haywards Heath.—Temporary 
Resident Assistant Medical Officer. Salary 25 guineas a month. 

Bristol Royal Infirmary.— House Physicians and House Surgeons. 
Salary at rate of £120 per annum, with board, apartments, and 
laundry. 

Burnley, Victoria Hospital.— Female House Surgeon. Salary £160 
per annum, with residence, board, and washing. 

Buxton, Derbyshire, Devonshire Hospital.— Assistant House Phy¬ 
sician. Apartments, board, laundry, and salary as arranged. 

Croydon General Hospital.— House Surgeon. Salary £200 pp 
annum, with residence, board, and laundry. 

Derby, Derbyshire Royal Infirmary.— House Physician and 
Casualty Officer. Salary £200 per annum, with board, resi¬ 
dence, &c. 

Dorchester. Dorset County Council. —Temporary Female Assistant 
Medical Officer of Health. Salary at rate of £300 per annum. 

East End of London Tuberculosis Dispensary.— Tuberculosis 
Officer. Salary £500 per annum. 

Federated Malay States Government.— Female Medical Officer. 
Salary £350 per annum, with free quarters. Central Lunatic 
Asylum : Assistant Superintendent. Salary £400 per annum, with 
free quarters. 

Grange-over-Sands, Westmorland Consumption Sanatorium and 
Home, Meathop.—Second Assistant. Salary £200 per annum, 
with apartments, board, and laundry. 

Gravesend Hospital.— House Surgeon. Salary at rate of £200 per 
annum, with board and residence. 

Hsllingly, East Sussex County Asylum.— Local Tenens Assistant 
Medical Officer for three weeks. Salaiy 6 guineas a week, with 
board, lodging, and washing. 

Leeds Public Dispensary.— Female Resident Medical Officer. Salary 
£130 per annum, with board, residence, and laundry. 

Manchester Children's Hospital, Pendlebury. — Two Female 
Resident Medical Officers, unmarried, for six months. Salary 
at rate of £100 per annum. 

Manchester Northern Hospital for Women and Children, Park- 
place, Cheetham Hill-road.—Female House Surgeon. Salary £120 
per annum, with apartments and board. 

Northampton General Hospital.— House Surgeon. Salary £150 
per annum, with apartments, board, washing, and attendance. 

Portsmouth Workhouse Infirmary, Workhouse, and Children’s 
Home —First Assistant Medical Officer. Salary £250 per annum, 
with apartments, rations, Ac. 

Queen’s Hospital for Children, Hackney-road, Bethnal Green, E.— 
House Surgeons for six months. Salary £100 per annum, with 
board, residence, and washing. 

Rochester, St. Bartholomew's Hospital, Kent.—Senior Resident 
House Surgeon. Salary at rate of £300 per annum. 

Royal Westminster Ophthalmic Hospital, King William-street, 
West Strand, W.C.—House Surgeon for six months Salary as 
arranged. 


Salisbury General Infirmary. —House Surgeon and Assistant House 
Surgeon, unmarried. Salary £150 and £100 per annum respec¬ 
tively, with apartments, board, lodging, and washing. 

Sheffield, Jessop Hospital for Women. —Female Junior House 
Surgeon, unmarried. Salary £80 per annum, with board, 
residence, and laundry. , , _ , 

Sheffield Royal Infirmary.— House Physician. Salary £120 per 
annum, with board and residence. 

Southampton Free Rye Hospital.— House Surgeon. Salary 4J1UU 
per annum, with board, lodging, and laundry. 

Ventnor, Isle of Wight, Royal National Hospital for Con¬ 
sumption and Diseases of the Chest. —Assistant Resident 
Medical Officer. „ * „ „ 

West Ham and Eastern General Hospital, Stratford, E.—House 
Physician. 

$irfys, Jjjlarriages, aito §tafys. 

BIRTHS. 

Ballance.— On April 21st, at All Saints’ Green, Norwich, the wife 
of Lieutenant-Colonel H. A. Ballance, R.A.M.O. (T.), of a son. 

Fuller.— On April 17th, at Milnthorpe, Westmorland, the wife of 
W. A. Fuller, M.R.C.S., L.R.C.P. Lend., of RBon. 

Lumsden. —On April 20th, at Lyme Regis, the wife of Dr. H. F. 
Lumsden, of a daughter. ,. . .. 

Winter.— On April 19th, at John o’ Gaunt s House, Lincoln, the wife 
of Captain B. S. Winter, R.A.M.C. (T.), of a son. 

MARRIAGES. 

Darlington—Batchelor.— On April 20th, at Grange-road Presby¬ 
terian Church, Birkenhead, Captain G. Hellyar Darlington, 
R.A.M.C., to Ida M., elder daughier of Captain J. W. Batchelor 
and the late Mrs. Batchelor, of Birkenhead. 

Davies— Edmunds.— On April 18th, at Holy Trinity Church, Southport, 
Dr LI E Davies, to Mary Constance, daughter of the late Richard 
Edmunds, J.P., M.R.C.S., L.R.C.P., of Pontnewydd, near Newport, 

Drury—Bbownsword.— On April 19th, at St. Bartholomew-the- 
Great, London, Alan Nigel Drury, Lieutenant. B.A.M.C., to 
Daphne Marguerite, elder daughter of Mr. H. A. Browns word and 
Mrs. Brownsword*, of Roilesby Hall, Norfolk. 


DEATHS. 

Humphry. —On April 16th, at Marlborough-terrace, Glasgow, Arthur 
Dumville Humphry, M.R.C.8., L.R.C.P. Lond., aged 49 years. 
Jamieson.— On April 2lst, at Charlotte-square, Edinburgh, William 
Allan Jamieson, M.D. Edin., F.R.C.P. Edin., LL.D., aged 77 years. 

N.B.—A fee of 5s. is charged for the Insertion of Notices of Births , 
Marriages , and Deaths. 


BOOKS, BTC., RECEIVED. 


BailliAbe, J. B., et Fils. Paris. . , , 

Lea Fi&vres Paratypholdes. Par le Dr. J. Carles, Professeur Agreg 6 
h la Faculty de Medecine de Bordeaux. Price 1.50 fr. 

BAiLLifeRE, Tindall, AND Cox, London. . . . 

Physiological Chemistry: A Text-book and Manual for Students. 

IW Albert P. Mathews, Ph.D. Price 21s. net. 

Orthopedic Surgery. By E. H. Bradford, M.D., and E.W. Lovett, 
M.D. Fifth edition. Price 15«. net. 

The Sex Complex. By W. Blair Bell, B.S., M.D. Lond. Price 

Collected Papers on Analytical Psychology. By C. G. Jung, M.D., 
LL D (formerly of the University of Zurich), Authorised transla¬ 
tion edited by Dr. Constance E. Long, Medioal Offloer, Education 
Board. Price 12«. 6d. net. 

Cambridge University Press, Cambridge. 

Occupations from the Social, Hygienic, and Medical Points of View. 
By Sir Thomas Oliver, M.A., M.D., D.Sc., F.R.C.P. Price 6a. net. 
(Cambridge Public Health Series. Edited by Dr. G. S. Graham- 
Smith and Mr. J. E. Purvis, M.A.) 

Hare Pharmacy, 38, Amherst-street, Calcutta. 

Hints on Refraction. By S. K. Gangully, M.B., House Surgeon, 
Eye Infirmary, Medical College, Calcutta. Price 12 annas. 

Longmans, Grekn, and Co.. London. 

The Involuntary Nervous System. By W. H. Qaskell, M.A., M.D., 
F.R.S. Price 6s. net. 

Maolehose, James, and Sons, Glasgow. , „ _ T 

Bernhard! and Creation : ▲ New Theory of Evolution. By Sir James 
Crichton-Browne, M.D., D.Sc., LL.D., P.R.S. Price 1«. net. 

National League fob Physical Education and Improvement, 
London. , , 

Mothercraft. Parts I. and II. Second edition, revised and enlarged. 
Price 4s. 6d. net. 

Putnam. G. P., Sons, London and New York. . „ 

Mosquito Control in Panama. The Eradication of Malaria and Yellow 
Fever in Cuba and Panama. By Joseph A. Le Prince, C.B., A.M., 
Chief Sanitary Inspector, Isthmian Canal Commission, 1904-1914; 
and A. J. Orenstein, M.D., Assistant Chief Sanitary Inspector, 
Isthmian Canal Commission. With an Introduction by L. O. Howard, 
Ph.D., LL.D., Entomologist and Chief, Bureau of Entomology, 
United States Department of Agriculture. Price 10s. 6a. net. 

Unwin, T. Fisher, and Bale, Sons, and Danielsson, London. 
Defective Children. Edited by T. N. Kelynack, M.D. Price 
7s. 6d. net. 

Wright, John, and Sons, Bristol. . _ r _ 

On Modern Methods of Treating Fractures. By Ernest W. Hey 
Groves, M.S., M.D., B.Sc. Lond., F.B.C.S. Eng. Price 7 s. 6d. net. 
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'litotes, SJjort Comments, gift Jnsfoers 
to Correspaitbents. 

AN ANCIENT TEXT BEARING ON VENEREAL 
DISEASE. 

.Among the thousands of Assyrian and Babylonian cunei¬ 
form written tablets translated many allude to disease. 
Their medical matter arises from their being incantations 
against various maladies and instructions in magical 
methods of cure. Many texts contain prayers for the 
prevention or mitigation of disease, whilst 'some narra¬ 
tives closely allied to the story of Job present a list of all 
known ailments. Complete as the list of Mesopotamian 
maladies has been made, no indication of venereal disease, 
and certainly no enumeration of symptoms allied to, or 
identical with, syphilis has been detected. A recently 
deciphered text, however, may indicate the prevalence 
of such cases. In a cuneiform tablet, No. VIII., of a 
. series of magical formulae and prayers known as the 
“ Surpu Texts,” a list is given of four grades of hiero¬ 
phants, or priestesses. The title of one series is read as 
SAL-NU-GIG, and Assyriologists have no doubt as to 
the meaning being: “Woman: not: sick”; also that 
it is equivalent to the Hebrew word of qadistu, a 
. person dedicated to service in a sanctuary. Now these 
women, of which four grades are specified, were dedi- 
. cated to the service of Ishtar (Mylitta) in temples 
of that deity, the three other grades being the high 
priestess and two classes of temple maidens, or nuns, 
who it is almost certain were virgins. The Sal-nu-gig, 

• or females in good health, for the works or service of 
Ishtar (Ashtarte), the licentious goddess of the Semitic race, 

• doubtless specifies the class of women spoken of by 
Herodotus, who in the temples of Mylitta in Babylon 
surrendered themselves to the embraces of male visitors 
to the shrines as a regular part of the temple ritual. That 
their title should be practically a certificate of freedom 

. from disease may indirectly show that venereal complaints 
were known. Also, the many fragments we possess of 
“The Story of Ishtar,” a goddess like Venus, wdio freely 

• bestowed her charms, show that on occasion the accept¬ 
ance of her advances proved very evil, and even fatal to 
her admirers. One of these, a shepherd named Ishullum, 
in the part of Ishtar’s mythological story concerning her 

. adventures with him, remonstrates with tne fickle goddess 
in the following terms 

Me—what dost thou desire of me ? 

Hath not my mother baked, have I not eaten, 

That I should eat loathsome aud burning fare ? 

.It maybe that the title Sal-nu-gig only refers to freedom 
from functional, periodic disorders, or malformations of 
certain organs, but it seems rather too emphatic to mean 
merely this. It is to be hoped that further light will be 
. thrown upon the subject by the finding of other texts. 

NOTIFICATION FEES AND THE CERTIFICATE 
QUESTION. 

To the Editor of The Lancet. 

Sir,— Referring to the communication whioh appeared in 
your issue of April 15th (p. 847), there is one aspect of this 
question which is of great importance, and that is the serious 
effect the reduction of the notification fee may have on the 
early notification of cases of pulmonary tuberculosis. Even 
with the present fee it is difficult to obtain early notification. 
Every medical officer of health knows from experience how 
many cases are not notified until late in the illness, and 
sometimes only when death is imminent,.or has occurred. 
Instead, therefore, of reducing the fee, public policy calls for 
an increased fee so far as pulmonary tuberculosis is con¬ 
cerned, and suggests that the fee—say of 5*. at least—should 
be given for early diagnosis and not merely for notification. 
•It would be fairly easy to make adequate provision to prevent 
abuse of such a measure, which is the only objection likely 
.to be taken to it.—I am, Sir, yours faithfully, 

Hartlepool, April 24th, 1916. ' George Jubb. 

THE CAYMAN ISLANDS: A HEALTHY DEPENDENCY. 

The Blue-book of the Cayman Islands for 1914-15 has just 
been received at tbe Colonial Office. The islands in ques¬ 
tion—Grand Cayman, Cayman Brae, and Little Cayman, 
with a total area of 225 square miles—form a dependency 
of Jamaica, administered by a Commissioner, assisted by 
the “Justices and Vestry.” In June, 1911, a census was 
taken, showing a total population of 5564—2322 white, 2211 
coloured, and 1031 black. In 1915 there w r ere 171 births, 
and the death-rate was 8 per 1000. The Commissioner 
describes the islands as “ among the healthiest places in 
the world. There are no cases of illness attributable to « 


climatic conditions. The weather is warm for the greater 
part of the year. The prevailing breeze is from the 
south-east from April until October, when the cool 
season begins, with a change of wind to the north 
and north-west in the early part of November. The 
average temperature in the hot months is 83° F. 
(morning), 89 1 (midday), and 86° (evening), and in the 
cool months 71°, 80\ and 74°.” The report of the Govern¬ 
ment medical officer contains the following passages: 

“ Acute tonsillitis has been frequent. Indigestion and 

dyspepsia are widespread and attack all ages, even those of 
tender years. It is due to the excessive consumption of a 
carbohydrate or starchy diet in the form of the cassava and 
sweet potato. It being impossible to eliminate these from 
the every-day dietary, I have advised the people to boil their 
cassava longer, also to eat it younger, and to use the sweet 

potato boiled instead of 'roasted. Eight cases of 

typhoid fever occurred during the year ; all were of a mild 
type with the exception of one case which proved fatal. 

.Six cases of pulmonary tuberculosis or consumption 

have come under my notice, three of which were far 
advanced and have since died. There are, however, many 
other early cases. Here the smoke-fire question is an 
important one. The irritating nature of the smoke tends to 
aggravate the persistent cough so often present and is most 
injurious. Equally so is this the case in the disease known as 
bronchial asthma, cases of which are quite as numerous 

as digestive troubles. .Fish-poisoning requires mention. 

Eighteen cases have, to my knowledge, occurred in the 
past seven months. The period of incubation varies from 
12 to 48 hours, and the onset in each case was sudden. The 
symptoms and duration are what one meets with in a 
typical case of ptomaine poisoning, and the illness is 
treated by me as such w ith most satisfactory results. The 
opinion held locally is that all fish caught inside the reef 
are poisonous. This I do not agree with, as I have reliable 
information to disprove it. Baracoota, goat-fish, and jack 
are the fish most commonly believed to be poisonous. In 
all seven of the cases at which I had the opportunity of 
being present, I obtained a definite history pointing to the 
baracoota being the source of infection; in my opinion it 
is probably due to a toxin developed in the liver of the fish 

and akin to that found in certain forms of shell-fish. 

There is yet another tvpe of fever found all over the island 
and known locally as five-day fever. This, in my opinion, 

is a mild form of relapsing fever transmitted by ticks. 

On the whole the health of the islands is good." 

THERAPY OF WHOOPING-COUGH. 

To the Editor of The Lancet. 

Sir,—A s you have remarked of whooping-cough in 
England in the annotation in The Lancet of Jan. 29th, 
so it might be said of it in South Africa, “ the disease is 
always with us,” in European as w’ell as native. In the 
European it is a milder affection than at home, while in the 
native it is a severer disease and often complicated by 
bronchitis and pneumonia. Viewing whooping-cough as a 
whole, it cannot be said that Dr. Benstz’s array of drugs to 
which you refer quite accord with the modern principles of 
therapy. The toxic symptoms—e.g., sopor, puffed face, 
vomiting, want of appetite—'would seem to contra-indicate 
codeine, morphia, bromide, Ac. Here, as in other general 
infections, a general internal antiseptic is indicated. Up 
to the present no drug conforms more to this demand 
than benzol. It is not poisonous, and the manner in 
which it kills the ova in bilharzia may be accepted 
as proof of its germicidal power. In bilharzia and 
whooping-cough it is very soon evident that it destroys 
toxins. In both conditions toxic symptoms rapidly dis¬ 
appear, pallor disappears, appetite returns, and weakness 
and lethargy diminish. 

In whooping-cough, no matter how severe the case, during 
the first 24 hours under the drug the attacks become less 
severe, while after four days’ treatment the infection in 
ordinary cases becomes a negligible quantity except for 
hygienic observances. Toxic symptoms especially are con¬ 
trolled, natural sleep and appetite return, bronchitis sub¬ 
sides, and a case can often be rescued deep in pneumonia or 
with cerebral symptoms, complications which do not occur 
when the drug isusedr/c novo. Benzol is the fixing agent in the 
organo-arsenic compound salvarsan, but judging from its 
action in bilharzia it must be supposed to have an inde¬ 
pendent harmful action on bacterial protoplasm. Benzol 
is an aromatic hydrocarbon and could be synthetised with 
iodine to produce further efficacy in this and other infec¬ 
tious diseases. It is not readily broken up in the system. 
It proceeds unchanged through the intestinal canal and 
is freely excreted through the lungs. Incidentally it may be 
mentioned uric acid is freely excreted under its use, as 
witness the crystals in the urine while it is being taken. 
The drug I find is best dispensed in mucilage. 

Iam, Sir, yours faithfully, 

Wm. Robertson. 

I St. Mark’s, Cape Province, South Africa, March 6th, 1916. 
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Tidworth.— The income tax paid in Janaary last was for the 
year ending April 5th, 19i6, and a liability remains for a 
20 per cent, addition in July relating to the year ending as 
above, and not to the present year. The service emolu¬ 
ments will be included in the next return for assessment. 

J. F. M .—The explanation probably is that by the particular 
method adopted in making the beverage a greater quantity 
of the oils was extracted. These have marked stimulating 
effects.] There could be no fermentative change of the 
sugar, as all yeasts would be destroyed on bringing the 
fluid to boiling. Yeast is entirely killed at 60° C., and 
therefore at that point its fermenting power ceases. 

Curious .—The note appeared in The Lancet of Feb. 17th, 
1912, p. 444. The drops are said to be made bv boiling 
sulphur with linseed oil or turpentine or both. The small 
bottle is covered with a piece of parchment, which may be 
pierced to obtain the preparation in drops. They are 
taken on sugar. On water they float as dark brown 
globules of oil. The smell to some people suggests the 
objectionable one of burnt indiarubber. 

F. C .—The surveyor would appear to have followed the 
usual course in income-tax procedure. It is the custom, 
where a new owner of a practice is the successor of the 
previous owner, to assess the new owner, not upon his own 
profits from the time of the change, but upon the average 
profits of the last three years of the practice to which he 
has succeeded. The newcomer will, of course, be entitled 
to a repayment of some portion of the tax if, at the end 
of the period of assessment, he finds that the profits have 
fallen short of the average referred to. The surveyor 
certainly might allow the financial year to end on 
Dec. 31st, especially as previously the accounts were made 
up to this date, and we do not appreciate his objection to 
this course. 

Communications not noticed in our present issue will 
receive attention in our next. 


IRtiwal giarjr far % titling SSttlt. 


SOCIETIES. 

ROYAL SOCIETY OF MEDICINE. 1, Wlmpole-streei, W. 

MEETINQS OF SECTIONS. 

Tuesday, May 2nd. 

SURGERY : SUB SECTION OF ORTHOPAEDICS (Hon. Secretaries— 
A. S. Blundell Bankart, B Rock Carling): at 5 p.m. 

Annual General Meeting.—Election of Officers and Council for 
Session 1916-1917. 

PATHOLOGY (Hon. Secretary—Gordon W. Goodhart): at 8.30 p.m. 
Annual General Meeting.—Election of Officers and Council for 
Session 1916-1917. 

Communications: 

Dr. Andrewes : The Bacteriology of Bleven Cases of Cerebro-Spinal 
Fever. 

Dr. J. A. Murray: A Transplantable Tumour of the Guinea-pig. 

Dr. B. H. Spilebury : Specimens Illustrating Toxic Hepatitis. 

Mr. Shattock : (1) B omo Points in connexion with the Vermiform • 
Appendix; (2) Some Specimens Illustrating Gunshot. 

Wednesday, May 3rd. 

SURGBBY (Hon. Secretaries—Raymond Johnson, V. Warren Low): at 
5.30 p.m. 

Annual General Meeting.—Blectlon of Officers and Council for 
Session 1916-1917. 

Thursday, May 4th. 

OBSTETRICS AND GYNAECOLOGY (Hon. Secretaries—Cuthbert 
Lockyer, H. Russell Andrews): at 8 p.m. 

Annual General Meeting.—Election of Offloers and Council for 
Session 1916-1917. 

Short Communication: 

Dr. Herbert Spencer: A Short Case of Primary Carcinoma of the 
Fallopian Tube. 

Specimens: 

Dr. Russell Andrews: Primary Carcinoma of the Fallopian Tube. 
Dr.Cuthbert Lockyer: Early Tubal Carcinoma arising in the 
Displaced Epithelium of Nodular Salpingitis. 

Papers: 

Dr. Henry Briggs: Unilateral Solid Primary Adenoma of the Ovary. 
Mr. John D. Malcolm: Second Case of Pneumo-peritoneum; 
Release of Gas; Recovery. 

Friday. May 5th. 

LARYNGOLOGY (Hon. Secretaries— Cedi 1. Graham, Frank A. Rose): 
at 6 p.m. 

Annual General Meeting.—Election of Officers and Council for 
Session 1916-1917. 

Discussion. _ 

ASSURANCE MEDICAL SOCIETY and MEDICO-LEGAL SOCIETY 
(Co *joint Meeting), House of the Royal Society of Medicine, 
1, Wimpole street, W. 

Wednesday.— 5.30 p.m., Paper :— Sir John Collie: The Effects of 
Recent Legislation upon Sickness and Accident Claims. 

WEST LONDON MBDICO-OHIRUBGIOAL SOCIETY, West London 
Hospital, Hammersmith-road, W, 

Friday.— 8.30 p.m., Meeting. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c~ 

ROYAL COLLEGE OF SURGEONS OF ENGLAND, Llnooln’s Inn 
Fields. W.C. 

Course of Lectures on the Anatomy of the Human Body, for Flrsbald 
and Ambulance Students (open to all members of ambulance com¬ 
panies and first-aid classes) 

Wednesday and Friday.— 5.30 p.m.. Prof. A. Keith. 4 p.m. to 
7 p.*., Exhibition of Anatomical Preparations and Specimens- 
in the Theatre on lecture days, and between 16 a.m. and 5 p.m. 
in the Hall of the Museum on the following day. 

POST-GRADUATE COLLEGE, West London Hospital, Hammersmith- 
road, W. 

Monday. —2 p.m.. Medio* 1 and Surgical Clinics. X Rays. Mr. Gray i 
Operations. Mr. B. Harman : Diseases of the Rye. Dr. Simson: 
Diseases of Women. 

Tuesday.— 2 p.m., Medleal and Surgical Clinics. X Rays. Mr. 
Addison: Operations. Dr. Banks Davis: Diseases of the Throat, 
Nose, and Bar Dr. Pernet: Diseases of the Skin. 
Wednesday.— 10 a.m., Dr. 8aunders: Diseases ot Children. Dr. Banks* 
Davis : Operations of the Throat, Nose, and Ear. 2 p.m.. Medical 
and Surgical Clinics. X Rays. Mr. P&rdoe: Operations. Dr. 
81mson - Diseases of Women. 

Thursday.— 2 p.m., Medical and Surgical Clinics. XRays. Mr. Gray r 
Operations. Mr. B. Harman : Diseases of the Bye. 

Friday.— 10 a.m., Dr. Simson: Gynecological Operations. 2p.x., 
Medical and Surgical Clinics. X Bays. Mr. Addison: Opera¬ 
tions. Dr. Banks Davis: Diseases of the Throat, Nose, and Bar. 
Dr. Pernet: Diseases of the Skin. 

Saturday.— 10 a.m., Dr. Saunders: Diseases of Children. Dr.Banka 
Davis; Operations of the Throat, Nose, and Bar. Mr. B. Harman : 

S pe Operations. 2 p.m., Medical and Surgical Olinlos X Rays, 
r. Pardoe: Operations. 


NORTH-BAST LONDON POST-GRADUATE COLLEGE, Prince of 
Wales’s General Hospital, Tottenham, N. 

Monday.— Clinics:—10.30 a.m., Surgical Out-patients (Mr. B. 
Gillespie). 2.30 p.m., Medical Out-patients (Dr.T. R. Whlpham): 
Gynaecological Out-patients (Dr. Banister). 3 p.m.. Medical* 
In-patients (ur. R. M. Leslie). 

Tuesday.— 2.30 p.m., Surgical Operations (Mr. Carson). Clinics:— 
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EDITORIAL NOTICES. 

It is most important that communications relating to tho 
Editorial business of The Lancet should be addressed 
exclusively “To the Editor,” and not in any case to any 

G entleman who may be supposed to be connected with the 
iditorial staff. It is urgently necessary that attention should 
be given to this notice. _ 

It is especially requested that early intelligence of local 
events having a medical interest, or which it is desirable 
to bring under the notice of the profession, may be sent 
direct to this office. 
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LECTURE III. 1 

Delivered on March 16th. 

Thb Relative Practical Value op Measures against 
Infant Mortality. 


Mb. President and Gentlemen,— When one is faced 
with the task of framing an estimate of values which involves 
comparisons, it is desirable to establish a basis, or criterion, 
if any practical resnlt is to be attained. Happily for oar 
present purpose we have sneh a standard in the work of 
M. Morel de Villiers. I will proceed to give an acoonnt 
thereof. 


The Work op Morbl de Vcluers at Villiirs-lb-Doo. 

During my early inquiries Into the subject I saw a state- 
ment In a medical paper to the effect that at Villiers-le-Dac, 
a Commune of the French Midi, the infant mortality figure 
had been zero for ten years. I did not believe the statement. 
It was Incredible. Yet I wrote to the French Academy of 
Madioine and inquired if they had any information on the 
subject. With the customary courtesy of our neighbours and 
gallant Allies, the Academy sent me a very full and complete 
answer confirming the fact, not merely by affirmation, but 
also by means of a print of a report to the Academy made 
by a special Commissioner, with the additional facts that 
daring the same period no mother had died in child-bed, 
and at the date of the report all were vivant tt vigonreua. 
Apparently the Frenoh Academy of Medicine had felt 
some difficulty in aocepting so startling and important a 
statement. 

So far as I am aware no translation of this report has been 
published in this country, except in my Report on Infant 
Mortality to the Huddersfield Sanitary Authority, the fourth 
edition of which is now out of print. There it is set forth 
in detail. It was my intention originally to embody 
ft completely in these lectures, but because of the 
restriction imposed by time, and because it goes into great 
detail I will not do so. The actual regulations which 
achieved so perfect a resnlt, however, must be set forth, and 
1 will add certain of the more outstanding comments of the 
reporter, both translated into English:— 


Regulations , 

The Mayor of Villiers le-Dnc, considering that the muni¬ 
cipal authorities have the duty of endeavouring to stop the 
depopulation of the country by taking the measures necessary 
to prevent birth mortality and any child being stillborn, and 
to ao away with infantile mortality, the municipal council 
orders as follows:— 

Article L —Every woman with child, whether married or 
not, having her home in the village, and not in possession of 
sufficient means to allow her to take upon herself the expense 
of the measures necessary to secure, as far as possible, not 
only her own life, but also that of the child about to be born, 
shall have the right to require the help of the village 
authority. 

Article IL —In order to take advantage of this favour she 
must declare her condition at the office of the Mayor, before 
the seventh month, and she shall at the same time indicate 
by what midwife she wishes to be attended. The midwife 
named shall be requested by the official head of the village 
to visit the woman with child in order to ascertain for 
herself that there is /present neither albnminuria nor 
dystocia either of the child or of the mother, nor dangerous 
presentation. For this visit there shall be allowed to the 
midwife a sum of (5 francs) 4*. 2d. ont of the fund opened in 
the village for free medical aid, and without any share of 
liability on the State or on the department. 


1 lectures I. and II. were published in Tax Lancet or April 82nd 
(P. 29kh <p. 806), 1918, fwptctMy. 

No. 4836. 


Article HI .—In case the midwife, after this examination, 
shall consider that it is necessary to call in a medical man. 
she must at once notify the municipal authority without 
giving the reason for the notice. The authority shall then 
request a medical man, at the choice of the woman with 
child, to take the measures necessary to bring about the con¬ 
finement successfully. The fees of the medical man shall be 
secured on the credit of the free medical aid fond without 
any liability on the State or department. 

Article IV .—Every woman who is assisted by the Com¬ 
mune at her confinement shall receive a grant of 10d. per 
day during six days (not counting the day of her confine¬ 
ment) if she remains in bed. This grant shall be paid to her 
at the end of six days. If the woman gets up before the time 
fixed the grant shall be refused. The cost of this shall be 
defrayed from the free medical aid fund without liability on 
the State or the department. 

Article V .—Every woman who takes in a child to nurse, if 
she does not feed it at the breast, or if she feeds it partly at 
the breast and partly otherwise, shall be bound to provide 
herself with an apparatus to sterilise the milk, and shall 
follow out, for the feeding of the child, the written instruc¬ 
tions which will be supplied to her by the municipality. 
She shall, on every occasion, when required by the 
municipality or by the visiting doctors, produce the 
sterilising apparatus, the feeding bottles, full or empty, 
the teats, and other accessories, in such a way that it will 
be possible to ascertain that they are in good condition. 

Article VI .—All the infants placed ont to nurse shall be 
weighed every fortnight on the communal baby-weighing 
machine either at the office of the Commune, if time permit, 
or at the home of the child. The increase of weight shall be 
noted on a slip kept separately for each child, and preserved 
at the office of the Commune 

Article VII .—Every nurse-child brought up at the breast or 
on the bottle who may be attacked by any illness, especially 
by diarrhoea, vomiting, or respiratory troubles, must be 
notified to the municipality with a maximum delay of not 
more than 24 hours from the first appearance of the illness. 

Article VIII .—In case nurses who have charge of the 
infants do not conform to the regulations in Articles 5, 6, 
and 7 above given, the certificate notifying their qualifica¬ 
tions may be withdrawn from them eight days after the 
notification has been received without effect. 

Article IX .—An apparatus for sterilising milk and exchange¬ 
able parts of the apparatus shall be placed at the office of tne 
authority for disposal to the nurses, who may purchase them 
at a reduced price. The mothers who nurse their own 
children, and who are known to he in a state of poverty, 
shall be able to obtain on loan, without charge, a sterilising 
apparatus which they shall return to the office after the 
weaning of the child. 

Article X .—Every nurse bringing up her own child, or a 
child entrusted to her, whether at the breast or by bottle, 
who shall produce the child in a good state of health at the 
age of one year, shall have the right to a grant of 2s. per 
month dating from the time when the child was began to be 
nnrsed by her, up to the time when the child shall have 
reached the age of one year. 

Ordered at Villiers-le-Dnc. 

The Mayor de Villiers. 

Report of Special Commissioner to French Academy of Medicine. 

Wishing to have incontestable official documents, I wrote 
to M. Morel de Villiers, to ask him a certain number of 
questions for information. On Feb. 12th I received the 
following letters 

Dear Professor,— I have the honour to forward to yon the 
documents you have asked me to send. The information 
which they contain is strictly accurate. It has been taken 
from our official records, and the records contained in the 
Archives of the Commune of Villiers-le-Duc. In aooordanee 
with your instructions, I have set out by our Mayoral 
Secretary (who is our schoolmaster) a table of the infantile 
mortality from birth to one year old in Villiers-le-Dnc during 
a century from 1804 to 1903. 

Morel de Villiers. 

This table proves not only the truth of the assertions con¬ 
tained in the note of M. Morel de Villiers, but also that the 
real effects are even better than the results published. In 
fact the maximum and the minimum rates of infantile 
mortality as stated in the note are for the first nine decennial 
periods from 28 per 100 to 13 per 100, whereas in reality they 
are from 30 per 100 to 15 per 100. As for the infantile 
mortality daring the last decennial period (1893 to 1903) it is 
simply zero. 

In a careful reading of the figures contained in this table 
it is easy to make one note that is exceedingly interesting. 
There is shown, in fact, a sudden fall in the percentage of 
mortality from 1854 to 1863. Whilst up to that time the 
percentage has been almost regular since the beginning to 
the century (20-9, 22, 264, 23*6, 23*4), it falls all at onoe of 
15 per 100 from 1854 to 1863. 
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The cause of this diminution of infantile mortality does not 
seem to me in any way a matter of doubt, and I entirely 
agree with the opinion of M. Morel de Villiers, who tells 
me: “ I attribute this result to the fact that at this time 
my father was made mayor of the village. He knew nothing 
whatever of medicine, but he was very much interested in 
questions of public health. He was interested in children 
and distributed layettes for them, &c.” The father of 
M. Morel de Villiers died in 1866, and his two successors in 
the mayoralty—excellent in other respects, but having 
neither nis leisure nor his intellectual culture—took no 
interest in the babies, and then the infantile mortality went 
up again and soon reached 30 per 100. 

In1884 M. Morel de Villiers, the son, our actual colleague, 
was appointed mayor. At this time he was not acquainted 
with the simplest principles of medicine. He said to me, 
“ As an officer I haa learnt the art of killing, but not that of 
healing. I simply applied the principles of my father, and 1 
attained the same results and almost in the same propor¬ 
tions/’ As a matter of fact, the infantile mortality was 
15 per 100 from 1854 to 1863, and was 15-4 per 100 from 1884 
to 1893. He studied medicine and took the M.D. for the 
purpose of this work. 

To the table which I have just briefly analysed, M. Morel 
de Villiers has added another table which is not less interest¬ 
ing, which I ought to make known to the Academy. It is 
the table of the alterations of the population and of the 
average length of life during a century (1803 to 1903) in the 
village of Villiers-le-Duc. In spite of the exceptional import¬ 
ance attaching to the increase in the average duration of life 
in Villiers-le-Duc since the commencement of the century, 
and especially from 1884 to 1903 (34 years and 2 months in 
1804), (66 years and 6 months in 1903), I confine myself to the 
subject in hand, and I will only call your attention to a 
single column of this table, which'is concerned with the rate 
in relation to stillborn children. 

This column shows, in fact, that from 1804 to 1878 there 
were 43 children stillborn, whilst there have been only two 
from 1878 to 1903. There has only been one child stillborn 
for 15 years. The death of this child, caused by the want of 
timely medical assistance, has made our friend take a 
special precaution. He has ordered the midwives to call in 
a doctor on every occasion where confinement is not brought 
to an end within 24 hours. This last measure just completes 
the admirable work organised by medical assistance at 
Villiers-le-Duc. 

All the facts clearly impress upon us how necessary and 
essential it is to have the union, the combined strength of both 
the officials of the administration and the representatives of the 
medical profession. Isolated, their efforts, however good their 
intentions and wishes, will be fruitless and ineffective, but 
combined their effects will be all powerful. However, it is 
not always so, unfortunately. 

Essential Features of Foregoing Regulations . 

Let us consider what are the essential features of these 
regulations, which gave a perfect result. 1. They are 
orders to the people concerned to do certain things, and not 
merely recommendations or advice. 2. Every mother with 
child has the right to adequate assistance in childbearing. 
3. She is required to notify pregnancy. 4. The midwives 
are required to ascertain that the pregnancy is normal, and 
if it be not so to notify the fact to the authority. For this 
service the midwife is paid out of public funds. 5. The 
authority then pays a doctor, whom the mother chooses , to 
take measures to bring about a satisfactory delivery. 6. A 
continuous supervision of and provision for the infant by the 
authority. 7. They are complete; they deal with all 
mothers and infants. It is worthy of note that in one of the 
most democratic countries in the world—a Republic, whose 
watchwords include “Liberty” and “Equality”—these 
things are ordered to be done. That the orders were obeyed 
is vouched for by the result. 

My propositions in 1904 for the notification of births and 
of pregnancy were met with surprise. The former with 
some opposition on the part of the public and (I regret to 
have to say it) with a great deal on the part of medical men, 
while the latter seemed so ridiculous to the authorities that 
I quite failed to obtain for it any serious consideration. 
To-day, even this “ridiculous thing” lies within the 
“ region of practical politics,” and the notification of births 
is universal and compulsory throughout England and Wales. 

Considerations based on these facts encourage me in 
setting forth the relative importance of work against infant 
and maternal mortality to take Morel de Villiers’s regulations 
as a standard and compare various other “oeuvres” with 
them. Their success appears to warrant the statement that 
they are the best standards extant; more than that, they 
approach perfection if we may judge by results. And what 
better criterion 1 


It is to be borne in mind that Villiers-le-Duo is a small 
place, the life there is that of a simple rural village, that 
the numbers concerned are small, and that the conditions in 
large urban communities are different; that these present 
degradation of living, drunkenness and other forms of vice, 
degrees of poverty, and so forth, which must preclude the 
hope of similar results, however effectively the measures of 
de Villiers may be applied. When we remember that the 
infant mortality figure for the children of medical men is 
40 in this country, it at once becomes manifest that there 
are factors in the problem which make it clear that the 
results at Villiers-le-Duc are not within our reach. 

Yet, on the other hand, let us not flinch from giving them 
their due weight. Let us not flinch from faoing and 
attempting to overcome difficulties from whatever cause 
arising. We know that ignorance stands in the way. We 
can dissipate that. Apathy will disappear once it be 
realised that there is a stark need in the interest of the 
British race for the conservation of infant life. Vested 
interests present a more formidable obstacle, but by 
enlightenment of the general public and steady, tactful, 
diplomatic pressure this may be largely removed. Suspicion 
and jealousy need only to be met with frankness and 
friendliness to be won to the side of the good work. 

When it was established that there had not been any 
exaggeration in the statement “that for the spaoe of ten 
years no infant born at Villiers-le-Duc had died,” the 
methods of the mayor of that commune received very careful 
scrutiny and consideration, of course. But among the many 
excellent—in fact, one is almost constrained to say perfect— 
recommendations there was one, which although I caused it 
to be printed in capitals in my report, did not reach its full 
signification in my mind until quite recently. It is con¬ 
tained in the closing words of the report to the French 
Academy of Medicine. They are worthy of reproduction :— 

All the facts clearly impress upon us how necessary and 
essential it is to have the union, the combined strength of both 
the officials of the administration and the representatives of the 
medical profession. Isolated, their efforts, however good their 
intentions and wishes, will be fruitless and ineffective, but 
combined their efforts will be all-powerful. However, it is 
not always so, unfortunately. 

The fact stated is so obvious that the tendency is to take 
it for granted, yet too much importance cannot be attached 
to the plain obvious necessity of obtaining, if it be at all 
possible to do so, the cordial and active cooperation of the 
family doctor with the public authorities in this work. 
Unfortunately the Notification of Births Act came at a 
time when the medical profession was not without just and 
proper cause of complaint. It were as unwise as unhappy 
to revive the unpleasantness, but every medical man will be 
able to think of one or more actions of the Government in 
respect of which the medical profession considered that it 
had reason to feel aggrieved. I believe that it was the 
result of this state of affairs rather than by reason of any 
intrinsic characteristics of the Notification of Births clause 
which led to an unfavourable reception thereof by many of 
our representatives. Be that as it may, I am happy to be 
able to say that there has not been any friction in the matter 
at Huddersfield. Certain medical gentlemen approved of the 
Act and notified births ; others did not approve of the Act 
and did not notify births. 

Notification of Births in Huddersfield. 

I will now exhibit a slide or two which will show the 
progress of the notification of births in Huddersfield, and also 
by whom these notifications have been made. (Tables I. and 
II.) These results were reported month by month to the 
sanitary authority, and, of course, they were regarded with 
very great satisfaction. There has never arisen a single case 
where a prosecution under the Notification of Births clause 
has even been in contemplation. The onus of notifying falls 
in the first place on the father of the child. It is to him we 
look, and from him we require an explanation in the event 
of omission. We found no antagonism whatever. The 
omissions result either from oversight, lack of knowledge of 
the requirements of the Act, or misunderstanding as to who 
was to forward the notification. 

I have given some little prominence to this aspect of the 
work in Huddersfield, because 1 perceive with very great 
regret action on the part of certain associations, which I 
regard as mistaken. The work against infant mortality in 
Huddersfield has been the means of causing many more 
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people to consult the doctor than was the case prior to its 
inception. Furthermore, the importance of the newly born 
infant has been greatly increased in the public mind, with 


Table I.— Births Notified Compared with Births Registered 
in Huddersfield. 


Month. 

Births in 1914- 

Per 

cent. 

Births in 1915- 

Per 

cent. 

Regis¬ 

tered. 

Notified 

Month. 

Regis¬ 

tered. 

Notified 

January 

14? 

144 

97 

January 

157 

149 

95 

February 

138 

130 

94 

February 

163 

156 

96 

March ... 

217 

206 

96 

March ... 

208 

202 

97 

April ... 

161 

157 

96 

April ... 

191 

178 

93 

May ... 

176 

169 

96 

May 

150 

146 

97 

June ... 

196 

189 

97 

June 

179 

171 

95 

July ... 

165 

157 

95 

July 

144 

137 

95 

August... 

184 

179 

97 

August... 

129 

126 

96 

September 

187 

174 

93 

September 

173 

169 

98 

October... 

139 

135 

97 

October... 

128 

119 

93 

November 

133 

129 

97 

November 

132 

129 

98 

December 

186 

174 

94 

December 

186 

178 

96 

Total... 

2030 

1945 

96 

Total... 

1940 

1860 

96 


Table II .—Classification 0 / Persons Notifying Births in 
Huddersfield . 


Period. 

Total 

notifications. 

By 

doctors. 

By 

mid wives. 

By 

parents 

and 

relatives. 

By 

others. 

No. 

7 

No. 

7 

No. 

7 

No. 

7. 

Oct.-Dec., 1906 ... 

144 

3 

2-08 

102 

70-83 

6 

4*17 

33 

22 92 

J&n.-March, 1906 ... 

214 

6 

2*80 

123 

57-48 

19 

8-88 

66 

E3 

April-June, „ ... 


4 

1-77 

126 

55-31 

26 

11-50 

71 

31-42 

July-Oct., ,, ... 

377 

10 

266 

199 

52-79 

m 

18*30 

99 

26-26 

Compulsory Notification commenced Nov. 1st , 1906. 


Nov.-Dee., 1906 ... 

336 

70 

20-83 

115; 34-23 

119135-42 

32 

9-52 

J&n.-June, 1907 ... 

1042 

216 

20-73.351 

33 63 

348 

33-40 

127 

12-19 

July-Dee, „ 


219 

20-66 


37-27 

335 


BD 

10-47 

Jsn.-June, 1908 ... 


190 

17 21 


39 49 

359 




July-Dee.. 


198 

18-79 

402 

38-14 

334 

31-69 

120 


Jsn.-June, 1909 ... 

1133 

214 

18-89 

444 

3919 

337 

29-74 

138 

1218 

July-Dee., „ 

1052 

Ha 

19 30 

407 

3869 

327 

31-08 

115 

10-93 

Jsn.-June, 1910 ... 

963 

205 

2086 

384 

3906 

289 29-40 

105 

10*68 

July-Dee., ,, 

3 

217 

21-07 

390 

37-86 

321 

31-17 

102 

9-90 

Jsn.-June, 1911 ... 

IBS 

214 

20-42 

382 

36-45 

294 | 28-05 

158 

1508 

July-Dee., „ — 

899 

133 

14 80 

364 

40-49 

301 

33 48 

101 

11-23 

Jsn.-June, 1912 ... 

938 

103 

10-75 ; 344 

35-91 

413 i 43 11 

98 

1023 

July-Dee., „ 

965 

68 

7 05 

409 

42 38 


42-28 

80 

8-29 

Jsn.-June, 1913 ... 

E 

Brel 

10-23 

461 


426 

40 38 

60 

5-69 

July-Dee., „ 

989 

116 

11-73 

473 

47 83 

351 

35-49 

49 

4-95 

Jsn.-June, 1914 ... 

1040 

98 

9 42 

515 

49 52 

388 

37 31 

39 

3-75 

July-Dee., „ 

929 

93 

10*01 

402 

4327 

380 

40-91 

54 

5 81 

Jsn.-June, 1915 ... 


110 

10'91 

441 

43-75 

379 

37-60 

78 

7-74 

July-Dee., „ 

874 

126 

14-42 

438 


226 

25-86 

84 

9-61 


the consequence that the mother and those who are asso¬ 
ciated with her and help her, share in her added dignity and 
importance—with satisfactory results in every direction. 


Incompleteness of Present Measures. 

We are now in a position to consider how far the measures 
in operation in this country, and which have already 
achieved a satisfactory measure of success, coincide with or 
diverge from the Morel de Villiers regulations. Unhappily 
there is but one coincidence, and the rest are divergences. 
The people are required to notify births. All the rest is 
more or less voluntary. 

It is not established in this country that every mother has 
the right to adequate assistance in child-birth. It is true 
that there is the workhouse, but one need but name the 
association—I mean pauperism—to cause its exclusion from 
consideration in the minds of all who understand social life 
in England to day. The resources of the Poor-law are not 


truly and willingly accorded as a right, but are yielded 
grudgingly and under degrading conditions. Neither mid¬ 
wives nor doctors have the duty explicitly laid upon them 
to ascertain that the pregnancy is normal, or in the presence 
of abnormality to notify the facts to anyone. An out¬ 
standing feature of the work of M. de Villiers is its com¬ 
pleteness. From beginning to end, no distinction is made 
between one woman and another. It is not a question of 
married or not married, it is not a question of poverty or of 
riches. The welfare of the mother and her child is the sole 
consideration. This is as it should be. 

When the Huddersfield sanitary authority commenced to 
work in this field, it was suggested that provision need only 
be made for visits to the babies bom in the poorer districts, 
but after consideration provision was made for visiting 
every baby bom in the borough. The wisdom of this 
decision soon was justified. The assistant medical officers 
entrusted with the visitation of the mothers and babies 
immediately after birth were given a discretion. They 
were allowed to omit visits if they thought fit. (I may 
mention incidentally that they were instructed to behave 
exactly as they would in social life, not to enter a house— 
any house, however humble—without an invitation, not to 
seat themselves unless bidden to do so, and so forth.) 
Embarking on this work they acted diffidently, as was 
natural. The result was that I received complaints, not 
that they had visited unduly or improperly, but asking: 
11 Why was not my baby visited ? ” “ How is it since a visit 

was paid by the lady doctor to Mrs.-’s baby, that 

she did not visit mine ? ” I think it is plain that assist¬ 
ance in these matters should be tendered to all, without 
distinction, and where it is declined it should not be 
pressed. Provided, of course, that there is reason to believe 
that the mother is already furnished with adequate assist¬ 
ance in her need. 

The work in this country is not in any sense complete. 
We have seen that about one-sixth of the babies bora in 
this country year by year are dealt with by more or less 
voluntary associations, each working along its own lines, all 
doing excellent work, but without adequate, direct, authori¬ 
tative guidance from the Government. Most significant of 
all is the fact that until quite recently no notice was taken 
of an unborn baby—none whatever. We do not even know 
how many have died prior to birth; we do not even yet 
know that essential fact from official records, although a 
careful estimate, made by a Fellow of this College— 
Dr. Amand Routh—gives the number at 100,000 per 


annum. 

It appears to be quite a common-place, common-sense 
thing that the State should concern itself with the welfare 
of the mothers of the race. It does not seem to me to be a 
very singular or extraordinary project that when a woman is 
about to become a mother the authorities should take notice 
of the fact, with a view of helping her and with a view of 
ensuring that when her time of trial comes she shall have 
adequate assistance; that endeavours should be made 
beforehand to ascertain that all is well and to take what 
measures may be to remove dangers. Let me give an 
example showing the need for such help. 1 have recently 
established a system for the voluntary notification of 
pregnancy. Recently I received a notification of a woman 
in respect of whom the following report was submitted :— 


Earliest anticipated date of confinement: March 15th, 1916. 

Children : First healthy, second healthy. No miscarriages. 

Present condition: Marked oedema of feet and legs ; head¬ 
ache for past fortnight. Vision defective lately and 
occasional dizziness. Vomiting has been troublesome; 
palpitation frequently. (Eighteen months ago was under 
medical care for kidney trouble.) 

Action taken: Advised to call in doctor and have help in 
the house at once. Danger of condition pointed out. 
Dr. E-will be called in at once. 

Condition of house: Clean, well lighted. To be revisited. 

Revisited .- loth, 11th, 16th. 

Report; Under doctor; much better. 


Here is an example of what has been going on and still 
is going on. This woman, a wife, a mother of two young 
children, about to become the mother of a third, engages 
the services of a midwife. She is in imminent peril of her 
life. She does not know that to be the case. She regards 
the above symptoms as being inevitable to her condition. 
The midwife does not recognise the danger. How could 
she? She is not trained to do so. Medical training and 



























































946 The Lancet,] DR. 8 . G. MOORE : INFANTILE MORTALITY AND ITS PREVENTION. [Mat 6 , 1016 


knowledge is needed for that. In the absence of the 
notification to the medical officer of health it is not too 
■such to say that in all human probability the woman's Hfe, 
and probably that of her baby also, would have been 
sacrificed. To-day there is every reasonable prospect that 
at least her confinement will be normal and she may live 
for years. Furthermore, there is no reason why the infaLt 
should not come into the world normally. 8 

I have heard the statement—in fact, it was made by a 
personage holding “high office”—that the notification of 
pregnancy is not to be thought of ; that it would violate the 
privacy of family life and interfere with one of the holiest 
functions of humanity. With all respect, I affirm that only 
absence of information, nothing but lack of insight, can 
permit anyone to entertain such views. I can well imagine 
a medieval monk giving utterance, with much unction, to 
such ideas. In the days when all human afflictions were 
ascribed to the will of a benevolent deity, before knowledge 
had enabled men to serve themselves of natural resources, 
such ideas, opinions, and sentiments were normal and up 
to date, but surely they will not survive to-day! I have 
heard of objections from the professional point of view. Bnt 
objection from this source can only be based on misconcep¬ 
tion. In every case, so far as Huddersfield is ooncemed at 
least, every condition calling for medical treatment will be 
referred to the family doctor. 

It may be and probably will be claimed, and it certainly 
Ought to be the case that the claim might be made 
with strict propriety, that where a woman has engaged 
the services of a duly qualified medical practitioner, she 
does not need any further help. I cannot speak to-day with 
any definite opinion, but some years ago I know that it was 
not the practice of the family doctor when engaged for a 
confinement bo make any systematic precise effort to satisfy 
himself that his patient was normal, and that none of the 
conditions which from time to time arise and which are so 
disastrous in their results are present. If it be the case that 
things are altered nowadays, and that the family doctor does 
exercise these precautionary functions, then manifestly his 
patients are not in need of any farther assistance ; but if the 
old-fashioned state of affairs persists—and the death returns 
| 4 >pear to indicate that this is in fact the case—then, in my 
judgment, the medical practitioner may very well welcome 
such aid as can be rendered by a colleague whose function 
and duty it is to do so, it always being well understood that 
every case should be referred for treatment to the medical 
man of the woman’s choice. 

Ante-natal Hygiene: Procedure at Huddersfield. 

The following is an outline of procedure approved and 
adopted by the Huddersfield Sanitary Authority in the 
matter of ante-natal hygiene rendered possible by the 
notification of pregnancy:— 

1. (a) Notification of pregnane if according to the scheme 
proposed by the medical officer of health in his report to the 
Health Committee, (ft) Visit by assistant medical officer of 
health (female), who will consider the case in relation with 
the following matters. 

2. General.—{a) Hygiene of the home.— Size in relation with 
number in house; light; air. Cleanliness; sanitary accom¬ 
modation; separate lying-in chamber, (b) Economic.— Inoorae 
available in relation to expenditure, (c) Personal.— Expectant 
mother and spouse. Healthy— {a) hereditarily, {b) constitu¬ 
tionally; clean; sober. 

3. Personal.—(a) Conceptions : * Abortions—period, cause. 
Miscarriages—period, cause. Inter-relationship of each. 
Full term—Alive: Now living, healthy, unhealthy ; died, 
age, cause. Stillborn: Cause, (ft) Type of labour: Normal, 
difficult, instrumental. Complicated: Local—traumatisms, 
hremorrhage, sepsis. General—convulsions, disease, (e) 
Present health, (a) Past illnesses. 

* Causes of abortion : Cardiac, diabetic, nephritic; trau¬ 
matic, displacements; abortifacients; lead, aloohol, specific 
disease. 

4. Examination of expectant mother.—(a) General: Heart, 
lungs, gastrointestinal, breasts, (ft) Abdominal: Presenta¬ 
tion, relationship of head to abdominal parietes (not p.v.). 
<c) Pelvic measurement : In case of need, (d) Condition of 
urine : Quantity, specific gravity, reaction, albumin, sugar. 
(e) Investigation of abnormal reactions : Urine and vaginal. 

It would appear that an examination as suggested above 
will be best conducted at an ante-natal clinic. 

5. Advice.—(a) Nourishment : Adequate, digestible, regular. 
(ft) Clothing: Light, lo ose, warm, dean, (c) Exercise, rest, 

8 Since the foregoing was written the pregnancy has terminated 
satisfactorily and the mother and child are well. 


sleep, (d) Personal hygiene: Physical, mental, (e) Provision 
for child: Clothing, cradle. 

6 . Assistance.—(a) Before confinement: Food, if necessary. 
Medical advice, if necessary, (ft) At confinement: Medical 
man or midwife engaged beforehand. Maternity bags, if 
necessary, (c) Beds tn isolation hospital for cases of puerperal 
sepsis. 

Disorders of Pregnancy . 

In each case of abnormality it is proposed to communicate 
by letter with the general practitioner indicated by the 
woman, stating the facts and leaving the case to him. 

A. General.—(i) albuminuria; (2) eclampsia: (3) pernicious 
vomiting. Refer to own doctor; rest; milk diet. 

B. Rejtex disorders.—( 1) Ptyaltsm ; (2) pruritus; (3) mental 
disturbances—sleeplessness and perversion of appetite. Refer 
to own doctor. 

C. Abnormal condition of gravid uterus. —(1) Displacements, 
backwards, forwards; i2) anteflexion; (3) prolapse. Refer 
to own doctor. (1) Backward displacement; Refer to own 
doctor; avoid straining. 

D. Pressure symptoms.—( 1) (Edema—test heart, urine, Ac.; 
(2) varicose veins; (3) hemorrhoids. Refer to own doctor. 

E. Misplacement of ovum. —(1) Ectopic gestation ; (2) haemor¬ 
rhages ; (3) miscarriages. Refer to own doctor. 

Disorders associated with Pregnancy. 

(A) 1. Acute eruptive fevers. 2. Specific diseases—S..T.B., 
Gon. 3. Cardiac diseases. 4. Renal diseases (nephritis, 
pyelitis). 5. Hepatic diseases (diabetes, jaundice). 6. Nervous 
diseases (chorea, insanity). 7. Pelvic diseases (carcinoma, 
tumours). 

(B) Pelvic contractions. 

Attendance at Parturitions of Medical Men and 
Mid wives. 

The numbers of confinements attended by doctors and 
midwives have a bearing on the notification of pregnancy. 
Because whatever may be the view adopted as to the 
desirability or need for additional assistance to pregnant 
women who have engaged a qualified medical person to 
ensure a satisfactory delivery in childbirth none will be 
found to advance the opinion that a midwife has the training 
and knowledge requisite to recognise the dangers which may 
arise. In the Supplement to the Forty-fourth Report of the 
Local Government Board on “Maternal Mortality in con¬ 
nection with Child-bearing ** it is shown that in two towns— 
St. Helens and Cardiff—all the births are attended by 
mid wives, and that in eight others the percentages range 
from 75 to 83. In other .places the percentage falls to 30. 
Let it be assumed roughly that about one-half of the total 
confinements in this country are attended by doctors and 
the other half by midwives. 

Another factor should be considered. Since the Midwives 
Act came into operation there has been a tendency for 
women to seek the assistance of mid wives rather than of 
the fnlly trained medical practitioner. (This was an 
inevitable result of the Act, but this is not the occasion to 
enter into a consideration of this point.) The experience in 
Huddersfield in this relation may be of interest. During 
1007 21 74 per cent, of the total births were attended by 
mid wives. In 1914 the rate had increased to 55*41 per 
cent. If this experience (I have not the means to ascertain 
whether this tendency to prefer the midwife to the doctor 
has extended to other places) continues, the desirability 
of securing the safety of the mother by notification of 
pregnancy becomes more pronounoed. 

Education. 

It is better to teach the people how to live to-day than to 
teach them how people lived in ages that are dead. But 
there are difficulties in the way. At the International Con¬ 
ference on School Hygiene in London, I think it was the 
second, in the year 1907, after much advocacy of teaching 
in the above sense the President, the Marquis of London¬ 
derry, explained that the need was recognised, but that 
teachers were wanting, and I understood hhn to express the 
intention of remedying the defect. 

Manifestly the best direct method of improving the health 
of the nation in general, and of preventing the excess infant 
deaths, is to teach personal, domestic, and communal hygiene 
to the young. These might with propriety be regarded as 
essential subjects. I see nothing to prevent them being so 
dealt with that they would be equally educative as more 
abstruse and less useful subjects. But the mortmain still 
wields its power. Our educational system comes to us by 
direct succession from the priesthood. The soul, the mind, 

' the spirit--whatever these things may be--must be regarded 
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advertisements which destroy infants. Provide proper 
education. 

I have tried to avoid meretricious appeals. I have 
endeavoured to pass by vulgar, popular references. It has 
been in my mind that only valid arguments based on facts 
and sober judgments are appropriate for submission to this 
College, in this ancient seat of learning. I have not been 
unmindful of the responsibility which attaches to the 
Milroy lectureship. Yet I feel keenly the undeserved pitiful 
sufferings of infants, and I recgnise that sentiment does not 
commonly go hand-in-hand with pure, calm judgment. If 
I have been led away from the correct path I am sorry. 

We have seen that the birth-rate tends to approximate to 
the death-rate. Large numbers permanently quit these 
shores every year. The population will soon be stationary 
and may decline. None can foresee or foretell the loss, 
immediate or remote, of the present fathers of the race 
inevitably resulting from the present great war. Here is no 
political matter. Here all parties can unite. It is—it must 
be—the plain immediate duty of every patriot, be he 
statesman or be he peasant, to do all that lies in his 
power to protect and foster the sole ultimate source of 
national strength—the Mother and the Child. 


SOME FACTORS IN THE PATHOLOGY OF 
GAS-GANGRENE. 

By W. d'ESTE EMBRY, M.D. Lond., M.R.O.S. Eng., 
L.R.C.P. Lond., 

CAPTAIN, R.A.M.C. (T.F.) ; DIRECTOR OF THE LABORATORIES, KOTO'S 
COLLEGE HOSPITAL. 

( With Illustrative Plate.') 


Gas-gangrenb is one of the most interesting diseases 
that call for attention at the present time. Its occurrence 
after wounds of apparently trivial nature, its rapid and 
dramatic development, and, in many cases, its tragic issue, 
render it a matter of the utmost interest to the surgeon and 
of importance to the men in the field. And to the patho¬ 
logist it is of the greatest interest, since it is an example of 
a disease which would appear to be caused by an organism 
of the most virulent description, but which, as a matter of 
fact, is due to one which is, under ordinary circumstances, 
almost non-pathogenic. The subject is of such interest and 
importance that I am led to publish the following, which is 
admittedly incomplete, being little more than a stating of 
the problem and a suggestion as to future lines of research. 
I am the less loth to do so in that a recent paper by Kenneth 
Taylor 1 dealing with the question leads to conclusions that I 
cannot accept. 

Let us first state the question to be solved. A soldier is 
wounded, perhaps apparently but slightly. He is brought to 
the field ambulance, where nothing excites any special atten¬ 
tion. At the casualty clearing station it is noticed that he 
looks ill, though he may feel very well. The limb is exa¬ 
mined, and it may happen that it is found to be gangrenous 
already, tense, hard, yielding a peculiar note on percussion. 
Gas may escape from the wound, and, if so, it has a peculiar 
and disgusting odour. The patient himself also gives off a 
characteristic sickening odour, not strong, but repulsive in 
.the extreme, which the sisters recognise as the “death 
smell.” Amputation is performed above the gangrenous 
part of the limb, in apparently healthy tissues, but the 
disease reappears in the stump, spreads rapidly, and, perhaps, 
after another amputation, death follows with symptoms of 
profound toxaemia. This is one type. Many others occur. 
Thus the rapidity of the onset varies greatly. I have been 
informed by two or three good observers, regimental surgeons, 
that they have seen an abundant formation of gas within 
the tissues within two hours of the wound; and from a 
study of the cultural and pathogenic characters of the 
organism I can well believe it. I have myself seen death 
occur, with profoundly toxaemic symptoms, within 30 hours. 
Or the onset of the disease may be delayed long beyond this, 
and it may develop only at the base, or even in England. 
When this happens the disease Is, I think, decidedly less 
rapid, less severe, and more amenable to treatment, than 
that which occurs early. Further, there is a great difference 


1 The Lancet, Jan. 16th, 1916, p. 123. 


in regard to the amount of gas produced. Some cases, and 
I think on the whole the worst ones, have no gas in the 
tissues, or but little. In others there is much gas, under 
tension, so that the tissues crackle on palpation or when 
they are incised. Milder cases also occur, mere sloughing of 
flaps of skin, a single muscle, or piece of one, Ac., and 
the disease remains localised to them, and has no tendency 
to general spread. Such cases show no toxaemia, or but 
little. 

Looking only at the severe cases we should be led to 
expect that they were caused by a microbe of the utmost 
virulence. We might compare them, for example, with the 
rapid spread and profound toxic effects which occur in 
severe cases of anthrax or in post-mortem infections from 
cases of puerperal peritonitis. But we find that they are 
caused by a bacillus which is almost devoid of pathogenic 
powers. Let us glance briefly at some of the important 
features, from this point of view, of the bacillus in question, 
the B. aerogenes capsulatus, Welch’s bacillus, or as it is 
more commonly and conveniently called nowadays, the 
bacillus perfringens. 

It is an anaerobe, but not a very fastidious one. It will 
grow quite well in milk, the cream at the top acting as a 
seal to prevent the access of oxygen, and a pure culture 
can frequently be obtained by inoculating pus from a 
wound into sterile milk, boiling it and incubating for 
12 or 24 hours. It forms spores, but only on certain 
media, especially those containing coagulable proteins; 
hence spores are present in pus. When growing in media 
containing glucose it forms an enormous amount of gas, but, 
on the other hand, it forms no spores. Under these circum¬ 
stances it produces a great amount of organic acid, butyric, 
Ac., and these are inimical to the further life of the bacillus, 
which dies out if not frequently subcultured. I have found 
the best medium by far for the cultivation of the bacillus, if 
rapid and profuse cultures are required, is glucose-broth to 
which pure chalk, in amount sufficient to form a layer £ in. 
deep, is added ; access of air is prevented by a layer of 
paraffin. The tubes are boiled shortly before use to expel any 
air that may have been absorbed. The purpose of the chalk is, 
of course, to neutralise any acid that may be produced ; this 
it does very successfully, and if the cultures are shaken from 
time to time the broth will remain neutral or merely show a 
slight trace of acidity. In tubes like this growth takes place 
with extraordinary rapidity ; this is a point on which I want 
to lay especial stress, and very large amounts of gas are 
given off. Cultures 18 hours old often contain 2000 million 
bacilli per cubic centimetre, and I have counted over 
3000 million per c.c. after 8 hours incubation, the inoculated 
material being two or three drops of pus, the inoculated tube 
being boiled to kill all microbes other than spores. In serum, 
on the other hand, growth is slower, much less gas is 
produced, and spores are formed. 

Let us turn to its pathogenic effects. Rabbits are very 
slightly susceptible. An injection of 2500 millions intra¬ 
venously was followed by no appreciable ill-effects. A 
similar dose under the thin skin of the ear, a region well 
adapted for observing any slight lesion that might be pro¬ 
duced, was equally inert. Guinea-pigs are more susceptible. 
A massive dose in the peritoneal cavity does not usually affect 
them, but after about 1000 millions subcutaneously (different 
cultures differ somewhat in their pathogenicity) there is 
usually rapid gangrene, followed by death in 24 hours 
or less. 

The bacillus is equally non-pathogenic for man. It is a 
normal inhabitant of the alimentary canal, causing no harm. 
It is present at a certain stage in almost all wounds, causing 
no special pathogenic effects; indeed, I think the prognosis 
is decidedly better in the case, for example, of a suppu¬ 
rating wound of the knee-joint if this organism alone is 
present, than if a streptococcus or staphylococcus is present 
either by itself or in conjunction with B. perfringens. Nor 
are there evidences in these infections of its profoundly 
toxic effect. A patient (as, for example, one of Captain 
Fitzmaurice Kelly’s, who made an excellent recovery with 
simple drainage) who has a knee-joint full of pus containing 
millions of bacilli may be perfectly fit and have a normal 
temperature. Still more striking are similar cases of hsemo- 
thorax, in which the blood in the chest contains these 
organisms in vast numbers, yet the patient is very fairly 
well—certainly he has none of the profound toxaemia present 
i in typical and severe cases of gangrene. 
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So'striking are these discrepancies that the question rises 
-Is the B. perfringens actually the cause of gas-gangrene ? 
Is there not some other infection which we have overlooked ? 
I think this question may be answered unhesitatingly in the 
negative. It appears to be true that the bacillus of 
malignant oedema occurs in some of these cases. I have 
never found it myself, and if it does occur it is certainly in 
numbers which are quite insignificant as compared with 
B. perfringens. Nor is it true that secondary infections— 
e.g., with streptococci—play an important part, as some have 
imagined. If you examine the pus from a wound which has 
led to the production of gas-gangrene, you will, it is true, 
often find streptococci sometimes in scanty numbers, some¬ 
times more abundantly; but that is common in most 
wounds, and for every mixed infection with these two 
microbes which goes on to gangrene there are a hundred 
which do not. Further, if you examine the extending 
margin of the lesion you will find, at least usually, B. per¬ 
fringens in vast numbers, and no other bacteria. This fact 
alone would be sufficient to prove the point, but taking it 
in conjunction with the pathogenic effect of a large dose 
subcutaneously in the guinea-pig, and with Welch’s experi¬ 
ment (to be described subsequently) there can be no doubt 
that the organism we are discussing is the actual cause 
of the disease. 

Before we can investigate the question why the bacillus 
produces spreading gangrene in some cases, we must find 
out, if we can, why it does not do so in others. In other 
words, what are the natural defences of the body ? What 
happens when a patient becomes infected with the bacillus, 
and why do we not get gangrene in every case (and they 
are numerous enough) in which this happens? Firstly, 
the bacillus is killed by blood-serum and blood-plasma. 
Investigation on this point is by no means easy, and I 
have spent many fruitless hours in the attempt to elaborate 
a technique which would provide a simple and accurate 
method for the investigation of the bactericidal power of 
these fluids. The main difficulty arises from the fact that 
in an artificial culture ef the bacillus many of the bacilli 
are dead, or at any rate non-viable on any medium that 
I have been able to devise; in some cases as many as 
90,000 bacilli (as counted in the counting chamber) have 
failed to give a culture on any medium—and I have 
experimented with over 50. Further, the number of bacilli 
necessary to give a culture is exasperatingly inconstant. I 
have obtained a growth from three bacilli (by count and 
calculation) and a few days after, using the same stock, 
of the same age and on a similar medium, have not 
obtained one with 4000. As a result of this, in putting 
op a series of controls, using especial care, it may 
hi^pen that a certain dilution gives a growth, whereas one 
five or ten times as strong gives none. This renders 
accurate work very difficult, but as the result of a consider¬ 
able number of experiments I have no doubt that serum or 
plasma (the latter seems a little the more powerful) kills off 
the bacilli in fair numbers. The effect is intermediate 
between that of serum on typhoid bacilli and streptococci 
respectively. Typhoid bacilli are killed off in large numbers, 
so that the merest beginner in laboratory technique cannot 
fail to demonstrate the fact. Streptococci are killed only 
in small numbers and under the most favourable conditions, 
so that the demonstration of any bactericidal effect on these 
organisms is not easy and the results not convincing to a 
hostile critic. It is not difficult to convince anyone that 
serum dees kill perfringens, but the number killed is not 
very great. Perhaps the effect is greater than it seems, 
the bactericidal substances being absorbed by the dead 
bacilli and so prevented from acting on the living ones. 
Perhaps, also, the capsule which surrounds the bacilli has 
some effect. 

But the leucocytes constitute a very much more powerful 
defensive force. The bacilli are usually (sometimes there 
are exceptions) phagocyted very quickly in an ordinary 
opsonic mixture. More than this, they are rapidly destroyed. 
This comes out quite clearly in bactericidal experiments 
with “reconstituted blood”—that is, washed corpuscles such 
as are used in opsonic experiments mixed with fresh 
serum so as to form a fluid approximating in composition to 
circulating blood, but uncoagulable. Still more convincing 
perhaps is the study of opsonic preparations at varying 
intervals of time, and watching the gradual alteration, solu¬ 
tion, and disappearance of the bacilli inside the leucocytes. 


In an ordinary phagocytic mixture of leucocytes, bacilli 
(washed to remove toxin), and serum, the degree of 
phagocytosis attains its maximum in one to three hours. 
After this the number of bacilli per leucocyte diminishes 
owing to bacteriolysis; this is proved by the number of 
‘ 1 ghosts, ” some only perceptible with perfect staining and 
illumination, others visible without difficulty, which may be 
seen in the earlier stages of the process. Many of the bacilli 
lie in vacuoles, and the stages of their dissolution can be 
traced readily enough. Here is an example of the process, 
using the bacilli in emulsion just thick enough not to be 
killed altogether and incubating at the body temperature. 

15 minutes. Average number of bacilli per leucocyte 
(polynuclears), 2-9. Bacilli clear cut, staining normally. A 
few appear to lie in vacuoles. 

60 minutes. Bacilli per leucocyte, 3*5. Some of the bacilli 
lie in vacuoles. Rather more than half are changed—i.e., 
stain badly, or show a stained or unstained sheath. The 
extracellular bacilli all stain deeply. On staining by Gram’s 
method the healthy-looking bacilli retain the stain, the 
“ ghosts ” do not. 

3 hours. Average per leucocyte, 1*3. Partially dissolved 
bacilli nearly twice as numerous as normal forms. 

5 hours. Here growth of the remaining bacilli had 
occurred, forming long forms within the leucocytes. The 
latter showed extensive degeneration, having evidently been 
acted on by a powerful toxin. They were markedly vacuo¬ 
lated, the protoplasm often being replaced by a foamy mass. 
The lobes of the nuclei were in many cases completely 
separated, as they often are in old pus, or definitely pyknotic. 
The leucocytes had clumped together (this is usually a sign 
of their death or injury) rendering counting impossible. 
There were many ghostly bacilli, but also numerous normal 
forms (some within vacuoles), and also the elongated threads 
mentioned above. The extracellular bacilli were all normal. 

But the protective effect of the leucocytes is seen even 
more clearly when the question is studied in Wright’s 
emigration tubes 3 or in the modification I have used, which 
consists of two pieces of a thin glass slide, just large 
enough to slip into the bucket of a centrifuge, kept together 
by a U-shaped piece of cardboard soaked in paraffin. The 
glass sides are applied whilst the paraffin is hot, and the 
apparatus clipped together and allowed to cool under 
pressure. This provides a thin cell about half an inch wide 
and an inch and a quarter long (for the centrifuge I have 
been using) and some half millimetre thick. To use it, the 
blood, or mixture of blood and microbes, &c., is run in at 
the top, which is open, and the apparatus centrifuged before 
clotting has taken place. The result is, as with the emigra¬ 
tion tube, a thick layer of red corpuscles (mixed with some 
leucocytes), above which there is a narrow white zone 
(perfectly visible to the naked eye) of leucocytes, and again 
above this a layer of plasma, which soon clots and forms a 
delicate fibrinous reticulum, into which the leucocytes oan 
climb with the greatest facility. To examine a preparation 
made in this way it is only necessary to immerse it in a 
saline solution containing 5 per cent, formalin and to raise 
the upper glass side slightly with a knife. The solution 
reaches the film of fibrin, scarcely causing any dislocation, 
and fixes it. After an hour or two the upper glass may be 
removed completely and the film which remains attached to 
the lower glass and to the cardboard sides stained as 
required? After staining it is allowed to dry and remains 
firmly adherent to the glass. The cardboard is cut away 
and the film mounted in balsam. This is the only way I 
know in which phagocytosis and the movements of leuco¬ 
cytes can be studied under conditions at all approximating to 
those which occur in life. 

When a mixture of blood and a culture of B. perfringens 
(well mixed with a paraffined pipette on a paraffined slide) in 
suitable proportions is incubated a very instructive series of 
processes take place. To begin with, it must be understood 
that there is an even distribution of the bacilli throughout 
the film, for the centrifugalisation has not been long enough 
to drive them to the bottom. The conditions for growth are 
better the further we go down in the preparation, for here 
there is an approach to anaerobiosis, and as we should expect 
the growth (after five hours or so) gets more and more 
abundant as we go downward until a certain point is 
reached, when it ceases abruptly. This is perfectly visible 
to the naked eye in a methylene-blue stained specimen, and 
this provides a remarkable indication of the enormous rate 
’of growth of this microbe. Below this there is a narrow 

* The Laxckt, 1915, vol. ii„ p. 787, 
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comparatively clear zone, then a very deeply stained band, 
which from its position just above the red corpuscles we can 
recognise as consisting of leucocytes. 

A study of the preparation with the high power, and 
still more a comparison of preparations with varying doses 
of bacilli and incubated for various lengths of time, enable 
us to reconstitute clearly what takes place, and demon¬ 
strate beyond all doubt the defensive role of the leucocyte. 
In a specimen with a medium inoculation, such as I have 
described, incubated for about five hours we find that the 
leucocytes, which after the centrifugalisation formed a 
defined band with a sharp-cut upper edge, have begun to 
straggle out into the fibrin network above them, and have 
advanced about a millimetre above the point where they 
started. (Fig. 1 a) When we examine the zone they have 
traversed we find in the lower regions no bacteria at all; 
every one has been killed and dissolved, or, more probably, 
ingested and carried away by the leucocytes, doubtless 
undergoing intracellular digestion on its way. (Fig. 1 b.) 
Beyond this, we see a few bacilli, some lying loose, but 
most in the cells, and still further out there is a zone 
where the leucocytes, which are abundant, are packed 
with bacilli; the cells themselves show signs of disintegra¬ 
tion. (Fig. lc.) Beyond this again there is the felted mass 
of bacilli, growing unchecked, which we could discriminate 
with the naked eye. (Fig. Id.) Obviously, the leucocytes 
here are a perfect defence against infection. They creep 
out from the area from which they started, ingest the bacilli, 
and carry them along until they reach a region where the 
non-ingested bacilli have grown and have formed so much 
toxin that the new-comers are paralysed and subsequently 
killed. This process is a continuous one, the debateable 
ground between the serried masses of the bacilli on the one 
hand and the serried masses of the cells on the other 
being constantly traversed by leucocytes, and the invaders 
thus kept at their proper distance. (This constitutes 
an almost perfect imitation in vitro of the process of 
pus formation.) Even in the artificial conditions of the 
emigration chamber, where the supply of leucocytes 
is limited, and there is no arrangement for their nutrition 
and renewal, the defence is surprisingly strong, and even a 
heavy inoculation will be kept at bay for many hours, 
although the upper layer is an almost solid mass of bacilli. 
A study of such preparations leads to the confident belief 
that, given an abundant and constantly renewed influx of 
leucocytes, the infection, however great, can be kept at bay, 
and that a zone of such leucocytes would form, in the body, 
a perfect barrier against infection. 

Next, how is this constant supply of leucocytes obtained? 
Obviously, the toxin, whatever it may be, of the bacillus has 
p an attractive or chemo- 

* IG ’ ^• tactic power over the 

leucocytes. This is 
susceptible of direct 
proof by means of 
a slight modification 
of the emigration 
chamber I have de¬ 
scribed. It consists of 
a cell which* is made 
in the same way, but 
which is nearly divided 
into two vertical parts 
by means of a narrow 
band of paraffined card¬ 
board running down 
the middle, but not 
quite reaching the 
lower wall of the cell. 
If this is half-filled 
with blood and centri- 
fugalised the blood 
will divide itself into 
two columns, each 
exactly similar and 
each showing the alternation of red corpuscles, leuco¬ 
cytes, and plasma, the latter subsequently clotting, which 
has been already described. Various fluids can be super¬ 
imposed on the top of the clots ; they diffuse downwards, 
and their action on the leucocytes can be studied. This 
method is, as far as I know, the only one in which the 
action of drugs, &c., on the movements of leucocytes can be 



Differential emigration chamber, a. Layer 
of red corpuscles, b. Fibrin layer, with 
stratum of leucocytes between it and the 
red corpuscles, c. d, Fluids the chemo- 
tactic effeet of which is to be tested. 


studied in vitro. As far as 1 can see it is devoid of fallacies. 
The action of two substances is compared on the self-same 
drop of blood under identical conditions. (Fig. 2). 

If we superimpose sterile broth on one column and a 
centrifugalised young culture, devoid of bacilli (neutralised 
if necessary), on the other, keep the preparation in the 
cold for an hour or two to allow penetration, and incubate 
it for a few hours, and then compare the amount of 
emigration, we shall see that it has progressed much further 
in a given time, that the leucocytes have moved further out 
from their original position in the column on which the 
culture fluid has acted. In other words, the toxin of 
B. perfringens, whatever it may be, has a positively 
chemotactic action on leucocytes. These facts give us, I 
think, a sufficient explanation why so few patients succumb 
to the infection, common as it is. 

Let us now turn to the other question, and consider why, 
in the minority of cases, this defensive mechanism breaks 
down. To have a sufficient supply of leucocytes it is 
necessary to have a constant stream of fresh blood, and it is 
a well-recognised fact that nothing is so likely to lead to 
gangrene as any interference with the circulation. Lacera¬ 
tion of the great vessels, pressure on them by a projectile or 
a piece of displaced bone, tight bandaging, 3cc., are always 
causes of danger, and to be avoided at all costs. In this 
connexion I should like to draw attention to a possible 
danger from the use of the tourniquet. Is it really necessary 
to use it at all, or in any but the rarest cases ? Captain H. F. 
Marris, R. A.M.C. (T.C.), has informed me that in 1000 con¬ 
secutive cases he only found it necessary to use it once, 


Description of Figures in Illustrative Plate. 

Fig. 1 a.— General view of an emigration chamber inoculated with a 
mixture of normal blood and B perfringens, and incubated five hours. 

Fig. 1 b.—A more magnified view of the leucocytic zone of the same 
preparation. Note the complete absence of bacilli. The leucocytes 
have emigrated from the compact layer they occupied at first. 

Fig. 1 c.—The zone immediately above that last figured. In the lower 
area (which has been traversed by some leucocytes), no bacilli. In 
the upper portion, a few, mostly phagocyted by the leucocytes. 

Fig. 1 d.— Zone just above the last, showing the enormous masses of 
bacteria. Some trace of phagocytosis can be seen in the lower part 
of the illustration, but the bacilli have grown out into masses, 
destroying the leucocytes. 

Fig. 3 a.— Showing the emigration of the leucocytes in a differential 
emigration chamber (Fig. 2> in response to plain broth. 

Fig. 3 b.—F rom the other limb of the same chamber, showing inhibition 
of emigration by the toxin of B. perfringens. 


and this was in the earlier fighting, when, I should 
imagine, the amount of time for each case at the disposal of 
the regimental surgeon was much less than it is now, and 
the temptation to use the tourniquet correspondingly greater. 
Having regard to the enormous rapidity with which the 
bacillus of gangrene grows under favourable conditions, it 
appears to me to be a source of danger even when applied 
for a very short period. In a case in which the defensive 
power of the body and the dose of bacilli are evenly matched, 
even a short interference with the blood stream may turn 
the scale. 

But this does not solve the difficulty. Admitting that the 
bacilli may grow well in dead or devascularised tissues, why 
does not the invasion stop when healthy tissues with a perfect 
blood-supply are reached ? It does not, but spreads in them 
with a rapidity hardly equalled by any microbic infection. 
Kenneth Taylor, in the article already mentioned, suggests 
that the pressure of the gas generated in the tissues is 
usually, if not always, the most important part of the 
infection. “So it may be charged with the development of 
highly pathogenic possibilities in a usually rather innocent 
infection. It brings about: ( a ) the death of the tissues 
from the resulting anaemia produced by a pressure much 
higher than that of the circulating blood ; ( [b ) the actual 
mechanical fragmentation of the tissues, especially muscle; 
and (o) the mechanical scattering of the infection.” 

I disagree with this altogether, and for this reason : 
gangrene may occur, and the patient may die, without the 
formation of any gas in the tissues, and in many cases of severe 
disease there is but little, and none in the advancing edge. 
Taylor regards the disease especially as a muscle infection, 
but this is only because the gas is specially produced in those 
organs; the infection spreads equally in the subcutaneous 
tissues, which may often present enormous numbers of 
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bacilli, though there is no gas whatever. The facts are 
easily explicable when we remember that sugar is necessary 
for the production of large amounts of gas ; thus, if we 
inoculate a rabbit intravenously and immediately kill it and 
put it in an incubator at body temperature (Welch’s experi¬ 
ment) we find that the bacilli grow in all parts of the body 
with amazing rapidity, but form gas first and most abundantly 
in the liver and kidney, regions rich in sugar. Sugar is also 
present in the muscles, and gas occurs in these regions, but 
not as early or as abundantly as in the viscera mentioned. 
The skin is poor in sugar, hence there is little or no gas 
formed in cases where an incision or a section will show 
abundant bacilli. 

The explanation rests, I think, in the fact that the toxin 
of the bacillus will inhibit emigration and kill the leuco¬ 
cytes when present in large amount. This can be shown with 
the differential emigration chamber described above, using an 
old culture (48 hours), so as to get a powerful toxin ; the addi¬ 
tion of chalk is necessary, and even then not all cultures 
give a toxin powerful enough for the purpose. When the 
conditions are satisfactory very little emigration occurs in 
the specimen acted on by the toxin, in sharp contrast to 
that which is seen in the control specimen. (Fig. 3 A, 
Fig. 3 b.) And if we examine the material from the 
gangrenous region or from the wound which causes it 
and compare it with ordinary perfringens pus we are 
immediately struck with the difference. On the one 
hand, in the gangrene cases we find millions and millions 
of bacilli, but very few leucocytes, and those that are 
present showing evident signs of degeneration and solution 
(the bacillus is a proteolytic agent, though not a very 
powerful one). (Fig. 4.) In the pus, on the other hand, there 
are abundant healthy leucocytes, some with ingested bacilli, 

Fig. 4. 



Fluid from gangrenous limb. Notice the enormous number of bacilli 
and the scanty number of (degenerated) leucocytes. 

and, compared with the gangrene fluid, very few bacilli. 
(Fig. 5.) Evidently, therefore, the toxin of B. perfringens, if 
sufficiently strong, no longer serves to attract leucocy tes. I 
cannot say whether it repels them or no. I have seen 
nothing to suggest to me that any agent does so, although, 
of course, negative chemotaxis is well known amongst the 
lower animals and plants. But it kills them, as the opsonic 
experiment quoted above shows us, and this is sufficient for 
the purpose. If therefore toxin is formed in sufficient 
amount the defence of the body, as far as it is entrusted to 
the leucocytes, breaks down altogether ; the leucocytes are 
not attracted to the infected region, and those that are there 
already, all too scanty as they are, are killed. 

The question resolves itself into this : What are the condi¬ 
tions under which a great amount of toxin, an amount 
sufficient to paralyse the leucocytic defences of the body, can 
be formed in a short time ? I have already mentioned the 
enormous rate of growth of the bacilli under favourable con¬ 
ditions, and this is nowhere better shown than in dead 
tissues. If a comparatively small dose (50 millions or less) 
of bacilli be injected into the ear vein of a rabbit, which is 
immediately killed and incubated, the number of bacilli in 
the internal organs, especially the liver, in three to five 
hours is extraordinary: a stained smear may look like a pure 


culture, thickly spread, and scarcely any cells may be 
visible. Dead blood (if I may use the expression) is 
an equally good culture-medium, and the heart-blood of 
the animal shows abundant growth. These are the two 
conditions we meet with in wounds : dead and lacerated 

Fig. 5. 



Pus containing B. perfringens. Notice the large number of healthy 
leucocytes and the small number of bacilli. 

tissues, thoroughly inoculated with dirt, and a large blood- 
clot, very likely containing a piece of clothing with mud 
in its meshes. In either of these bacterial growth may take 
place unrestrained, and if there is no free escape for the 
toxin this may accumulate to such an extent that when it 
soaks through into the healthy tissues the leucocytes are 
killed on the spot, growth continues, and spreading gangrene 
is set up. This, of course, will be facilitated by any con¬ 
ditions interfering with the supply of blood ; and in this 
connexion I must mention a fact first called to my attention 
by Captain Fitzmaurice Kelly, that gangrene frequently 
follows wounds of the forearm and leg, where the muscles 
are enclosed in fibrous aponeuroses, and are readily strangled 
if swelling takes place therein. A haemorrhage into such a 
muscle, provided there were a heavy inoculation with per¬ 
fringens, would be extremely likely to be followed by 
gangrene, since the pressure exerted by the haemorrhage 
would render the muscle anaemic and so interfere with the 
leucocytic reinforcements on which the successful defence 
of the tissue depends. Hence, perhaps, the reason why 
gangrene usually begins in muscle, though it can sub¬ 
sequently spread anywhere. 

Another point worthy of consideration is the fact that the 
toxin, when it reaches a vein, causes thrombosis, and thus 
the vascular supply is still further interfered with. The 
artery holds out much longer. And I am inclined to think 
that if there is any mechanical result from the gas, as 
Dr. Taylor suggests, it acts by occluding the veins. This 
might cause venous stasis above the region already infected. 

While we differ on the pathology of the condition. Dr. 
Taylor and I agree (as, indeed, do all that have had expe¬ 
rience on the matter) as to treatment. Early drainage, 
removal of clot and dead tissue, encouragement of the 
circulation—this is all that can be done, and is, I believe, 
sufficient. 

A few more remarks on the general symptoms may be 
appended. There is a very marked leucocytosis (40,000 or 
more), as we should have expected ; the toxin enters the 
blood stream, but is too dilute there to repel the leucocytes. 
There is very rapid blood destruction, so that a blood film 
presents an appearance suggestive of leucocythaemia, so 
abundant are the leucocytes in proportion to the red 
corpuscles. The polynuclears are mainly increased, and 
there is a very marked ‘ ‘ shift to the left ” in the Arneth count. 
The blood serum is tinged a bright yellow, and there is a 
very marked buffy coat. 

Sir Almroth Wright has made some interesting observa¬ 
tions, which he has kindly allowed me to quote, which show 
that there is a marked decrease in the alkalinity of the 
blood. There is a temptation to correlate this acidosis with 
the production of organic acids by the bacillus, and this is 
probably the correct explanation. Be this as it may, in two 
cases out of three in which the treatment was tried, he 
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obtained very definitely good results by the intravenous in* 
jection of 300 to 400 c.c. of 4 per cent, solution of sodium 
bicarbonate, this being followed by a rapid amelioration of 
the toxic symptoms. This is important, and well worth 
trying, as it rests on rational grounds and has been followed 
by very definitely good results. 

I have to thank Colonel Sir Almroth Wright, A.M.S., in 
whose laboratories this work was done, for much helpful 
advice; Lieutenant H. H. Tanner, R.A.M.O.(T.C.), for his 
admirable drawings ; and the Medical Research Committee, 
under whose auspices I had the opportunity of carrying out 
these investigations. 

Harley-atreet, W. _ 


THE VISUAL STANDARDS USED IN THE 
MEDICAL EXAMINATION OF RECRUITS 
IN THE BRITISH ARMY AND 
CONTINENTAL ARMIES. 

By J. V. PATERSON, F.R.C.S. Edin., 

OPHTHALMIC SURGEON, ROYAL INFIRMARY, EDINBURGH; 

AND 

H. M. TRAQUAIR, F.R.C.S. Edin., 

ASSISTANT OPHTHALMIC SURGEON, ROYAL INFIRMARY, EDINBURGH. 


Up to the commencement of the present war the British 
army was organised largely with a view to its use in foreign 
countries at a great distance from its base. Under these 
circumstances the difficulties attendant on the provision of 
spectacles and their use by men on active service were over¬ 
come by the simple method of prohibiting glasses altogether, 
while by adopting a sight test conducted without glasses 
recruits with other than low errors of refraction were largely 
excluded. A recruit who failed to pass the test without 
glasses was finally rejected, no matter how good his corrected 
vision might be. At that time, and in the earlier stages of 
the present war, the standard was 6/24 with each eye, or 6/6 
with one eye and 6/36 with the other.* With the increasing 
need for men, however, a modification was introduced, and in 
September of last year the standard was altered to 6/24 in 
each eye or 6/24 in the right eye with 6/60 in the left for 
general service, while 6/60 in the right with 6/24 in the left 
was accepted for the auxiliary services, the test being still 
conducted without glasses. The use of correcting glasses 
was, however, permitted in home service and garrison service 
at home and abroad, while steps were taken to supply 
correcting lenses to men who had joined the army and were 
subsequently found to be visually defective. While these 
modifications indicate a tendency on the part of the 
authorities to move in the right direction, an examination of 


* Swanzy: Diseases of the Bye, eleventh edition, p. 626. 


the system adopted in the armies of the great continental 
powers, as given in the following table, will show how 
imperfect our system still remains. 

A most striking and important feature in regard to these 
standards is the great similarity between them. France, 
Germany, and Austria have devoted the maximum of study 
and attention for half a century, if not longer, to their 
military organisation. Their collective experience must have 
made them thoroughly acquainted with the relationship of 
visual acuity to military efficiency, and we may be sure that 
they would not accept men for either combatant or auxiliary 
service who might be expected to prove useless or inefficient 
on account of defective eyesight. 

In every case it is the vision with glasses or corrected 
vision which determines the acceptance or rejection of a 
recruit. In France, Germany, Austria, and Italy men with 
myopia as high as six or seven diopters (a recent letter from 
Valude, of Paris, gives the limit as seven to eight diopters) 
are accepted for combatant service provided that the vision 
with glasses reaches the required standard. It must be 
remembered that the uncorrected vision of a man with six or 
seven diopters of myopia will not be more than 3/60 without 
glasses. Contrast this vision with that required by the British 
regulation for general service—namely, 6/24 in each eye, or 
6/24 in the right with 6/60 in the left without glasses , corre¬ 
sponding to 2*5 and 3 *5 D. of myopia at most. 

Although the British standard is that indicated above— 
and we are unaware of any new standard since September, 
1915—a modification has been adopted within the last few 
months, as is evident from a statement recently made in the 
House of Commons by Mr. Tennant to the effect that 
“ recruits for the British army whose standard of vision does 
not come up to that required for general service are not 
rejected, but are utilised where it is thought their services 
would be most valuable, provided that they can see with 
glasses to shoot.” This statement leaves the standard for 
general service as it was, so that all myopes with as low 
a defect as 3-5 D. in the worse eye are excluded from 
combatant service in our army, though not in the armies 
of France, Italy, Germany, and Austria. In regard to 
hypermetropia and astigmatism the regulations of conti¬ 
nental armies follow similar lines, while here again in our 
army men with such refractive errors are excluded from 
general service, unless they can pass the sight test without 
glasses. 

The main defects of the British system in the order of 
their importance are the following: 1. The prohibition of 
the use of glasses during the test, thus making the 
uncorrected vision the standard of visual efficiency. 2. The 
insistence on an arbitrary and unnecessary standard of 
vision in the worse eye when the sight in the better eye is 
good. 3. The failure to ascertain by the test whether any 
visual defect present is caused merely by a refractive error 
corrigible by glasses or by organic disease of the eye. 


Table showing the Visual Standards for Recruits in the Chief European Armies. 


- 

Amount of short sight (myopia) allowed. 

Standard of corrected vision. 

Remarks. 

Combatants. 

Non-combatants. 

Combatants. 

Non-oombatants. j 

Germany 

6*5 D. For Landsturm 
no limit if standard 
of corrected vision ! 
attained. j 

- 

1/2 in better eye. Other 
eye may have minimal 
vision. For Landsturm 
visijn = 1/4. If one 
eye has vision = 1/2 
the other may be blind. 

i 

Vision with glasses (cor¬ 
rected vision) counts. 

Austria... 

6 D. 

Above 6 D. no limit if 
standard of corrected 
vision is attained. 

Group 1, 1/2 in each 
eye. Group 2, 1/2 in 
one; 1/4 in other. 

1/4 in one; 1/10 in the 
other. 

Vision with glasses counts. 

France... 

7 D. 

Above 7 D. no limit if 
standard of corrected 
vision attained. 

1/2 in one eye; 1/20 in 
the other. 

1/4 in one eye; 1/20 
in the other. 

Vision with glasses counts. 

Italy ... 

7 D. 


1/3 in each eye, or 1/12 in one eye if the other 
has 1/1 (full vision). 

Vision with glasses counts. 

Great 

Britain 

No amount specified, 
but according to vision 
required highest 
amount possible is 
about 2*5 D. 

No amount specified, but 
according to vision re¬ 
quired highest amount 
possible is about 2*5 D. 
in better eye and 3*5 D. 
In worse eye. 

No correction allowed 
for general service. 
Uncorrected vision 

must be 1/4 in each eye. 
or 1/4 in the right eye 
with 1/10 in the left. 

Uncorrected vision 
must be 1/4 in better 
eye, 1/10 in worse 
eye. The better eye 
may be the left. 

Vision without glasses 
counts. For home ser¬ 
vice, garrison service, and 
garrison service abroad 
glasses are allowed within 
unspecified limits. 


Notes.—1. The standards in the table are peace standards, except that of Great Britain, which is a war standard and by far the highest. 
2. Three diopters of myopia will reduce the vision to below the British army standard in practically every oase. 3. The regulations m 
continental armies as to forms of refractive error other than myopia follow similar lines. 
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1. The continental powers take the view that it does not 
matter very much what a recruit’s vision is without glasses, 
provided that he gets 6/12 vision in the better eye with 
spectacles. They simply neglect the uncorrected vision in 
cases in which it can be improved by glasses—in fact, they 
apply to their military service the practice which holds good 
in*civil life where no one is considered to be disabled by his 
sight if his corrected vision is moderately good. As 
suggested in the beginning of this paper, it is easy to see 
why in previous times recruits for the British army were 
accepted on a test of uncorrected vision ; it is not easy to 
understand why this principle should be adhered to at the 
present time when it has become necessary to utilise every 
available man and our main army is fighting in allied and 
adjacent countries. 

2. In the British army the standard for general service 
requires vision of at least 6/60 in the worse eye, which must 
be the left. This means, first of all, that there may not be a 
refractive error of any kind which in its uncorrected condition 
reduces the vision in this eye to below this level no matter 
how good the corrected vision may be. Secondly, this regu¬ 
lation excludes from general service a considerable number of 
men who have very defective vision in one eye (e.g., certain 
cases of squint, corneal scarring, &c.), although the vision of 
the other eye may be excellent. These men are often 
unconscious of any visual defect, and in civil life their fitness 
for work is never questioned. In Germany combatants are 
required to have corrected vision of at least 6/12 in one eye; 
in the other the corrected vision may be minimal, and in the 
Landsturm the second eye may even be blind. It must be 
obvious in any case that a man with good vision in one eye 
and vision even much below 6/60 in the other is much more 
likely to prove efficient than a man whose vision in each eye 
is only 6/24. Yet under the present arbitrary regulations the 
former is excluded from general service even if his good eye 
is the right, while the latter is presumed to be visually the 
better of the two. In regard to such cases it cannot be 
too strongly emphasised that the continental powers are 
unanimous in the adoption of a practice essentially different 
from that of the British army. 

3. A sight test based on uncorrected vision and with a 
standard of 6/24 and 6/60 also fails to differentiate between 
cases of defective vision due to refractive errors and those 
due to organic disease of the eye. While this question is of 
less importance, a considerable number of men visually unfit 
for soldiering do pass the test. We have ourselves seen 
cases of cataract, optic atrophy, and very bad corneal 
opacities which must have been present before enlistment 
and which were the cause of men being invalided home from 
the front. More numerous are the hypermetropes who pass 
the test while they are well and strong, but who, after some 
months of trench life and perhaps a wound, find that their 
visual acuity is seriously reduced owing to difficulty in 
maintaining accommodation. 

It was stated in the House of Commons on March 16th 
last that the British visual standard was fixed by a mixed 
committee of military officers and ophthalmic experts. We 
are confident that British ophthalmic surgeons will be found 
practically unanimous in condemning the present system 
and we are informed by the Ophthalmological Society of the 
United Kingdom that they have not been consulted since 
1906. 

In collecting information as to the sight tests in other 
countries we were strongly impressed by the fact that for 
scientific studies of the vision required for shooting and for 
general military service it is necessary to go to foreign 
literature, as nothing of this kind appears to have been 
undertaken in Great Britain. We have been unable to find 
any reference to the subject in English medical literature, 
whereas it is fully discussed in continental journals by 
numerous writers, amongst whom Scherer, Steiger, Coullaud 
and Ginestous, Lagrange and Cuny may be mentioned. In 
some of their papers extensive bibliographies are given 
without mention of a single English work. This absence of 
military ophthalmology in Great Britain is as regrettable as 
it is important, and may undoubtedly be attributed in great 
measure to the operation of a sight test for recruits conducted 
without glasses, and which excludes without question cases 
of bad sight in one eye only. 

As far as shooting is concerned r it is generally agreed that 
vision of 6/12 at least is necessary, and on the continent it 
is believed that a soldier with 6/12 vision wearing glasses is 


more efficient as a combatant than another with 6/24 vision 
without glasses. Continental authorities have found that on 
the average soldiers who see best shoot best, and that those 
who wear correcting spectacles shoot better than those who 
do not. 

Summary. 

1. The present sight test for general service for recruits 
for the British is by far the highest in Europe, and excludes 
from the fighting line large numbers of men who are freely 
used as combatants in the armies of the chief continental 
powers. 

2. This is due to the fact that in the British sight test the 
vision without glasses (uncorrected vision) is what counts, 
whereas in the chief continental armies it is the vision with 
glasses (corrected vision) which counts. 

3. In view of the present want of men there is urgent need 
for the immediate adoption of a remodelled sight test based 
on corrected vision, on the lines of the military visual 
standards in use on the continent of Europe. 

Bibliography. —1. Scherer: UntersuohungeniiberdieAnforderungen 
an Sehsch&rfe und Befraktlon der Infanterie, Zeitschrift filr Augen- 
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und Schiesslelstung der Infanterie, ibid., vol. xxix., 1913, 8. 135. 
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SPINAL ANAESTHESIA, WITH SPECIAL 
REFERENCE TO THE USE OF 
NOVOCAUNE. 

By C. COLGATE HOLMAN, M.B., B.C. Camb., 
F.R.C.8. Eng. 


The employment of novocaine as an agent for inducing 
spinal anaesthesia has been advocated by Canny Ryall. 1 
More recently two series of prostatectomies in which this 
drug was employed have been published by Page 2 and 
Mortimer 3 respectively. These two articles are of special 
interest, as the writer in each case is an anaesthetist and not 
a surgeon. 

Prior to using novocaine I had used Barker’s stovaine- 
glucose solution in some 30 cases. Experiments carried out 
by Le Brocq 4 led me to expect that in novocaine I should 
find a drug almost equal to stovaine in anaesthetic action 
and considerably less deleterious to the patient. Le Brocq, 
working with rabbits, found that if the toxicity of cocaine 
was taken as the standard unit then the toxicity of stovaine 
wasO 625, of novocaine 0 490. Injection of a 10 per cent, 
solution of stovaine caused intense hyperemia of the tissues 
followed by sloughing. After injection of a 10 per cent, 
solution of novocaine there was no swelling and no hyper- 
aemia; the part appeared normal and remained so. The 
preparation used in this series of over 300 cases was a 5 per 
cent, solution of novocaine and mannitol. The dose employed 
for an adult varied from 6 eg. to 8 eg. of novocaine. 

Technique .—The injection was in every case made with the 
patient lying on his side with knees drawn up and back 
rounded. Barker’s syringe was used. Puncture was usually 
made in the second or third lumbar interspace in the mid¬ 
line. In the earlier cases 3 or 4 drachms of cerebro¬ 
spinal fluid were allowed to escape before the injection was 
made, in the later cases a few drops only. If anesthesia 
did not reach a sufficiently high level in five minutes the 
table was tilted. Failure to withdraw cerebro-spinal fluid 
occurred twice in the last 200 cases ; in one case the needle 
was too short. In some cases several attempts had to be 
made before success was obtained, and occasionally lateral 
puncture succeeded after median puncture had failed. It is 
useless to make an injection unless a flow of cerebro-spinal 
fluid is obtained. Tingeing of the first drops by blood is of no 
importance, but if pure blood flows from the needle a fresh 
puncture should be made. A flow of pure blood occurred 
on a few oocasions only, and in no case was it followed by 
any untoward symptoms. In nearly 4 per cent, of cases 
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ansestbesia after a successful puncture was absent or in¬ 
sufficient. This was generally remedied by giving a second 
injection, and in no case did any ill-result follow. Probably 
by some error in technique the first dose had failed to reach 
the proper spot. The average duration of anaesthesia was 
about one hour. On 4 occasions a second injection was 
given at the end of periods varying from one to one and a 
half hours after the first. The second dose was half the 
amount of the first. Results were satisfactory. In most 
cases anaesthesia reached to about the level of the umbilicus ; 
in a few cases as high as the second rib. On 4 occasions, 
after an operation had been started successfully under spinal 
anaesthesia, a general anaesthetic had to be given for a 
varying length of time. 

Operations for which spinal anesthesia was used. —In the 
majority of cases the site of the operation was below the 
level of the umbilicus—e.g., for hernia, haemorrhoids, and 
varicose veins. Anaesthesia in the case of the two latter was 
always perfect. In operating on varicose veins spinal 
anaesthesia is specially useful, as the patient can lie in any 
position convenient to the surgeon. Some of the hernias 
were very large, and silver filigrees were used. Patients 
frequently complain of a dragging sensation in the chest 
when the neck of the sac is being pulled upon, but this 
seldom amounts to more than a passing discomfort. There 
was one case of suprapubic prostatectomy, an old man, aged 
77, who distinguished himself by walking to the lavatory two 
hours after the operation. He was none the worse for the 
venture. This patient received a dose of 7-5 eg. of novocaine, 
so that it seems somewhat unjust for a surgeon to blame the 
method because a man aged 68 dies a few hours after 
receiving a dose of 15 eg. for a similar operation. 5 As 
regards abdominal operations proper, there were 8 cases of 
appendicectomy, in one of which chloroform had to be given 
for ten minutes, 4 cases of umbilical and 1 of ventral 
hernia, and 1 case of intestinal obstruction. 

Type of patient .—The majority of patients were males, and 
their ages varied between 14 and 77. One patient was 
a medical man who had a dread of general anassthesia. He 
underwent an operation for piles under spinal anaesthesia 
and was pleased with the procedure. My impression is 
that the best type for spinal anaesthesia is the stout alcoholic 
patient who often takes general anaesthetics badly. The 
thin nervous subject frequently complains of feeling faint 
at *the beginning of the operation and is more liable to 
complain of unpleasant sensations if the peritoneum be 
pulled upon. 

Symptoms occurring during the operation. —Faintness, 
often accompanied by nausea or vomiting, is common 
during the first ten minutes. It is usually relieved by 
half an ounce of brandy or a hypodermic injection of 
strychnine. Vomiting while on the table was noted in 
4 per cent, of cases. The series includes several cases of 
strangulated hernia, and on nearly every occasion the 
bowels acted on the table after the constriction had 
been relieved. Serious symptoms never occurred in patients 
under 50 years of age, but there was more than one 
case of alarming syncope in older subjects. The weak 
point of spinal anaesthesia is that one has to give a more or 
less fixed dose of a potent drug, and no allowance can be 
made beforehand for the idiosyncrasy of the patient. I agree 
with Canny Byall 1 in thinking that serious symptoms are 
directly due to the poisonous action of the drug on the 
nervous centres. This action is best combated by hypo¬ 
dermic injection of strychniae or, if this fails, by intravenous 
infusion of saline. I have not tried injecting strychnine into 
the spinal canal according to the method of Jonnesco, but 
the uniformly safe results claimed by this surgeon have not 
been obtained in this country. The matter under discussion 
is of so much importance that I will give notes of the more 
severe cases. No death occurred which could be directly 
attributed to the anaesthetic in the case of novocaine, but I am 
of the opinion that this drug is no safer than stovaine because 
its lower degree of toxicity is neutralised by the fact that a 
larger dose is required. 

Case 1.—A man aged 70, who had recently had half his 
tongue removed for cancer, was admitted suffering from a 
strangulated inguinal hernia. An injection of 6 eg. stovaine 
was given in the lumbar region. During the operation he 
lost consciousness and his pulse could not be felt. An intra¬ 
venous infusion of saline was given and he rallied temporarily, 
but died 12 hours later. It is generally agreed at the present 
day that this type of case should be operated on under local 
anaesthesia. 


Case 2.— A female, aged 55, was admitted suffering from & ^ 

strangulated hernia. A hypodermic injection of morphine 
gr. 1/6 with hyoscine gr. 1/150 was administered and followed f 
by a spinal injection of 5 eg. stovaine-glucose. Three ~ 
minutes afterwards she became unconscious, with shallow 
respirations and feeble pulse. She improved after injectio - 
strychnin® hypodermica mx, but did not recover conscious- - j 
ness until the operation was finished. There were no 'i 
subsequent ill-effects. : - 

Case 3.—Male, aged 53. A thin, unhealthy-looking man 
who had suffered from a tape-worm for about a vear. He was 
admitted on account of a small hernia of the linea alba , 
situated above the umbilicus. He said this caused him * 
much pain and that he suffered from vomiting and constipa¬ 
tion, but it is questionable whether these symptoms had any 
connexion with the hernia. A dose of 8 eg. novocaine was 
injected, and anaesthesia rose to about the level of the hernia. : 
Five minutes after the injection he became faint and vomited i. 
foul-smelling material. He became rapidly worse and lost : 
consciousness. The pulse could not be felt. Injectio !' 
strychnin® hypodermica in vij was given, followed by oxygen 
inhalations and a pint of saline intravenously. He rallied 
after the infusion and recovered consciousness in about ten 1 
minutes. An action of the bowels took place on the table. : 
The operation was concluded without further trouble, and 
there were no after-effects. 

Case 4.— Male, aged 53. Operation for radical cure of inguinal 
hernia. Dose of novocaine 8 eg. Fifteen minutes from the 
start patient became faint and said he could not see. Pulse 
and respirations were very feeble. He improved after 
injectio strychnin® hypodermica n\ x. There was no further 
trouble. 

Similar cases occurring after stovaine are recorded by 
Barker,® Milward, 7 Owen Richards, 8 and Madden 8 ; after 
tropacocaine by Morrison 10 ; and after novocaine by Mortimer. 3 
The occurrence of such cases is disappointing, because many 
patients who appear to be equally bad subjects take spinal 
an®sthesia without a bad symptom. One case in particular 
impressed me. The patient was a man aged 66 suffering 
from diabetic gangrene. He was stout, cyanosed, and 
dyspnoeic. After being placed on the table he was scarcely 
able to move without help. An injection of 7-5 eg. of 
novocaine was given and amputation through the thigh per- 
formed without a single bad symptom. He died 36 hours 
later, but death did not appear to be in any way connected 
with the an®sthesia. 

Serious symptoms seem to occur most often in old and 
enfeebled patients, especially in those suffering from intes¬ 
tinal obstruction of long standing. I should hesitate to use 
spinal an®sthesia in the case of patients suffering from 
shock following severe injuries, although some authorities 
recommend it. The best treatment seems to be immediate 
intravenous infusion of saline. My impression is that in 
the case of old or debilitated patients an injection of 
strychnine before going to the operating theatre is useful sis 
a prophylactic. One ‘elderly patient underwent two opera¬ 
tions for large herni®. On the first occasion operation took 
place on the day after admission and he became markedly 
faint. The second operation was done after he had had 
three weeks complete rest in bed and he showed no trace of 
faintness. 

After effects. —Backache and retention of urine appear to 
• be less common than after a general an®sthetic. Some 
authorities express a contrary opinion. Headache is often 
troublesome during the first 48 hours. In my first 98 cases, 
thinking that headache might be caused by increased 
tension of the cerebro-spinal fluid, I allowed 3 or 4 drachma '■ 

of fluid to escape before making the injection. Headache 
occurred in varying degree in 42 per cent, of these 
cases. In the later cases I allowed only a few drops 
of fluid to escape. Headache followed in 21 per cent. 

It was usually slight and relieved by aspirin. The 
figures are not large enough to be of much value, but it is 
reasonable to suppose that if one is injecting about 1 c.c. of 
solution it is best not to allow more than that amount of 
fluid to escape. My attention was first directed to this point 
by several cases, occurring among the early ones, in which 
the patient was comfortable while in bed, but complained of 
headache, faintness, and giddiness for several days after 
getting up. I attribute these symptoms to disturbance in 
the tension of the cerebro-spinal fluid. An instructive case 
occurred amongst the earliest ones, in which I employed 
stovaine. A man aged 44 was given 4 eg. of stovaine- 
glucose in order that some adhesions in his knee-joint might 
be broken down. He was kept in bed for 48 hours, and as 
he no bad symptoms he was allowed to return home. 





The Lancet,] 


CAPT. 0. B. SDNDELL: GAB IN MILITARY MINES. 


May 6,1910 957 



re : 



k 5. ■ 


.d a: 

it ; 

err.: 

ril’/r 


a'.'.r 

it b 
tar ■ 




fie r 
er.’ 
any 
.nal 
sir 


rd 

re?- 

c* 


He was readmitted in a few days suffering from very severe 
headache and pain in the back of the neck. All symptoms 
cleared up completely after further rest in bed. A rise of 
temperature to over 100° F. occurred in a few cases, but this 
is not uncommon after general anaesthesia. 

Permanent after-effects are very rare. I wrote to a large 
number of patients nine months after operation and only 
two made any complaint. One man who had undergone an 
operation for piles wrote that the operation was quite satis¬ 
factory, but that he had suffered terribly with his nerves 
since. The other said be suffered from aching pain in the 
back. None of the terrible sequelae recorded by continental 
surgeons was observed. 

In conclusion, I would emphasise the fact that spinal 
ansesthesia is a method which must be employed with 
scrupulous care and attention to detail. It is more suitable 
for use in hospitals where the nursing staff is familiar with 
the technique and after-treatment, than it is for casual 
operations in private practice. Like many valuable opera¬ 
tions it has sometimes obtained a bad reputation through 
improper performance. Whether novocaine has any special 
advantage over stovaine I am not prepared to say. Its 
lower toxicity is neutralised by the faot that a somewhat 
larger dose is required. That it is less irritant to the tissues 
is, I believe, generally admitted. 

Bibliography .—1, Clinical Journal, July 7th, 1909. 2. The Lahget, 
May 15th, 1915. 3. Ibid., Oct. 23rd, 1915. 4. Brit. Med. Jour., 1909, 1., 
783: 5. Ibid., 1913, i., 333. 6. Ibid., 1908, ii., 4‘3. 7. Ibid., 1910, i., 
743. 8. Ibid., 1911, 11., 1646. 9. Ibid., 1912, ii., 345. 10. Ibid., 1913,1., 
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THE CLINICAL MANIFESTATIONS OF 
GAS IN MILITARY MINES. 

By C. E. SUNDBLL, M.R.C.S.Enq., L.R.O.P. Lond., 

TEMPOBABY CAPTAIX, B.A.M.C. 


The following notes are mainly based upon a series of 
over 100 cases whioh have passed through my hands during 
the last few months. I have to acknowledge much valuable 
help in the study of this subject from Captain Logan, 
R.A.M.C., who has generously placed the results of his 
extensive experience at my disposal. 

“Gassing” is responsible for the great bulk of casualties 
among miners following the explosion of a charge. Military 
mining differs from industrial mining in three particulars 
which are of importance in the present connexion. The 
charges used are very much larger, the air space of the mine 
is very much smaller, and adequate ventilation of the shafts 
and galleries is much more difficult to maintain. The 
harmful gas produced by an explosion may for practical 
purposes be regarded as consisting only of carbon monoxide; 
nitrous fumes are also present and may cause irritant effects 
in some cases, but these are relatively unimportant. The 
quantity of carbon monoxide produced by the explosion of a 
mine charge is considerable ; if, as sometimes happens, the 
explosion is incomplete and part of the charge bums instead 
of detonating, the carbon-monoxide production is much 
increased. It is remarkable that in the area with which I 
am familiar more casualties occur during the few days 
subsequent to the explosion of a hostile mine than at the 
time of the explosion itself. This is to be explained by the 
friable nature of the chalky soil in which the mine is sunk ; 
the force of the explosion fissures and shatters the soil 
throughout a wide zone, and in the crevices thus formed the 
gas collects till it is freed by fresh working or puffed out 
into the galleries by gradual settling of the soil. 

The following characters of carbon monoxide should be 
borne in mind : the gas is odourless, it does not affect a 
candle flame, its presence in the atmosphere at a strength of 
0T per cent, may be fatal, and its action is cumulative. 
Men may thus gradually come under its influence without 
any warning of its presence. 

Premonitory symptom *.—These may be absent; in many 
cases, however, warning is given by a feeling of heaviness 
and loss of power in the limbs, especially in the hands and 
arms; sometimes the first complaint is of giddiness or 
light-headedness. The loss of limb-power is important, as 
it may prevent escape or lead to rails from the ladder 
while the man is attempting to climb out of the mine. All 
degrees of severity are met with, from transient disability 


to complete collapse and death; fortunately the cases of 
moderate severity are the most common. 

Appearance of the men. —Other observers lay stress upon 
the pink colour of the cheeks and lips, and the appearance 
of cherry-red patches upon the skin of the chest and back 
have been described; in my own cases, all of which have 
been seen without delay, pallor has been constant; a recent 
writer had called attention to the occasional late appear¬ 
ance of the classical pink tint in fatal cases of carbon- 
monoxide poisoning. 

The attitude in the cases able to walk to the aid-post is 
very striking: it is that of extreme physical and mental 
fatigue. The men crouch on a bench with elbows on knees 
and supporting their heads in their hands ; they show a 
great disinclination to speak or move. The mental state 
varies, however ; sometimes considerable mental excitement 
is present, suggesting a thoroughly happy “ drunk.” 

Pulse-rate. —In mild cases this is unaltered or slightly 
raised. In severe cases it may rise to 140 or more, while 
Captain Logan has told me of one case in whioh the patient 
was found unconscious and convulsed, with a pulse-rate of 
38-42 beats per minute. 

Temperature. —The patients, even when only slightly 
affected, are cold. This is partly due to the fact that they 
are brought thinly clad from the close atmosphere of a mine 
into the open air ; but it is an established fact that carbon- 
monoxide poisoning is always associated with lowering of 
the body temperature. In bad cases severe rigors may occur. 

j Respiration. —In mild cases this is slightly increased in 
rate ; in severe cases it is slowed or abolished. 

Vomiting is an almost constant symptom; it occurs usually 
when the man is brought out into the fresh air, and it 
frequently affords relief to his feeling of weakness or 
giddiness. 

Headache comes on usually on exposure to fresh air ; it is 
often very severe and is usually frontal in position. It is 
one of the most lasting of the symptoms, and may persist, 
even in a mild case of poisoning, for over seven days. 

Pracordial pain is not a very common symptom, it may 
occur with palpitation and a throbbing headache. It has 
been found, however, in a good many cases, especially in 
men who have repeatedly been exposed to gas; in these men 
other phenomena of heart fatigue may be present, such as 
superficial prsecordial tenderness and undue breathlessness 
on exertion. 

Nervous •phenomena. —Psychical or physical changes may 
ensue upon repeated exposure to gas. Several men who 
originally possessed more than the average of pluck and 
determination have “ lost their nerve ” and developed 
insomnia, tremor of hands, and weakness of will power. 

Treatment. —This may be summed up in warmth, oxygen, 
artificial respiration, rest. The lowering effect of CO upon 
the body temperature has been referred to; every effort 
should be made to provide warmth for these men with the 
least possible delay. Circulatory stimulants, such as hot 
strong coffee, are of great value. 

Oxygen administration properly carried out is most 
beneficial; a well-fitting mask and a liberal amount of 
gas are necessary. It is possible that oxygen tends to wash 
out CO from the blood; whether this be so or not, it is a most 
valuable help towards recovery. 

Artificial respiration should be carried out, if circumstances 
allow, by Schafer’s method ; this allows of continuous oxygen 
administration, and can be employed with the minimum of 
fatigue to the attendant. Prolonged and unremitting efforts 
may be necessary; I have seen recovery take place after 
two and three-quarter hours’ apparently fruitless work. Some 
cases begin to breathe spontaneously after a time, and then 
suddenly slip back and fail to respond to further efforts. 
Hypodermic injections of strychnine are of value in 
stimulating the respiratory centre. 

Rest is essential; it should be absolute for at least 24 
hours, even in mild cases, and proportionately longer in the 
more severe. 

Practical experience affords two warnings. Severe cardiac 
embarrassment has followed the taking of phenacetin and 
aspirin for the severe headache. The use of these drugs in 
these cases is now forbidden. 

Men who have been slightly gassed should not be allowed 
to descend the shaft again till recovery is complete; the 
cumulative action of carbon monoxide must never be 
forgotten. 


I 
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ON FOREIGN BODIES IN THE BLADDER 
RESULTING FROM GUNSHOT WOUNDS. 

By G. GREY TURNER, M.S.Durh., F.R.C.S. Eng., &c., 

MAJOR, ROYAL ARMY MEDICAL CORPS (T.F.). 


The annotation on the above subject in The Lancet of 
Deo. 18th, 1915 (p. 1361), suggests the publication of the 
following cases:— 

Case 1. Shrapnel bullet in the bladder. —Sergeant --, 

aged 27, was wounded by shrapnel on the morning of Sunday, 

Nov. 1st, 1914, while carrying a despatch near-. He felt 

as if he had been shot in the right knee, for there was severe 
pain in the leg and foot, ana he was unable to walk. A 
motor cyclist carried him on his shoulders to hospital, 
where it was found that the bullet had entered through the 
rignt buttock and had not found an exit. The man soon 
discovered that there was something wrong with bis urinary 
apparatus, and for 48 hours all attempts to pass urine were 

unsuccessful and caused great pain. On arrival at - he 

finally succeeded in micturating after getting up in bed on 
his hands and knees. He did not notice whether there was 

blood in the urine. After remaining for five days at-he 

was sent to England, where all discomfort associated with 
micturition disappeared and the wound in the buttock 
rapidly healed. He went home on furlough on Nov. 23rd, 
and the pain in his right foot and leg which he had expe 
rienced on being wounded now returned and confined him 
to bed. During the latter half of his month’s furlough he was 
able to be out of bed, and it was then that he experienced 
considerable trouble in micturating when in the upright posi¬ 
tion. Eventually he could only pass urine when leaning forward 
with his legs astride in and a crouching position. The man 
experienced a sensation which he interpreted as being due to 
the movement of the bullet in the bladder. If he suddenly 
straightened himself during the act of micturition the stream 
was immediately cut oft and the bladder could then only be 
emptied by lying on his stomach to “ move the bullet from 
the bladder outlet,” as he intuitively expressed it. He had a 
constant desire to pass urine, and the difficulty in the act 
gradually increased until it culminated in an attack of reten¬ 
tion. The doctor who passed a silver catheter told the 
patient that he felt it come in contact with something solid 
at the base of the bladder. This was the only occasion on 
which it was necessary to use a catheter. It gave the patient 
considerable relief, and on Feb. 6th he rejoined his regiment 
and was put on light duty. Some difficulty in micturating 
was still experienced, and after about a month of light duty 
he noticed a swelling in connexion with the left testicle. 
This swelling was painful and tender, but as it periodically 
subsided he did not report sick until about the middle of 
March. The trouble was then temporarily relieved with the 
aid of a suspensory bandage, but it gradually returned, and 
on March 23rd he was sent to hospital. The man was well 
nourished and without any constitutional symptoms. His 
left testicle was very much swollen and presented the features 
of a subsiding epididymitis. The wound in the buttock was 
perfectly healed and gave him no trouble, and there was no 
sign of involvement of the nerves of the right leg. There 
was a little pus in the urine. Rectal examination did not 
disclose any abnormality, but X ray examination showed a 
shrapnel bullet in the middle line just above the pubes. 
Unfortunately no investigation was made with a view of 
demonstrating the mobility of the foreign body. The man was 
kept at rest until the epididymitis almost completely subsided. 
On April 16th, under general anaesthesia, it was intended to 
examine the interior of the bladder with the cystoscope, but by 
an unfortunate mischance the instrument went out of order 
and could not be immediately replaced. With a bladder sound 
the foreign body was easily felt but with a decidedly leaden 
“ click.” The bladder was there and then opened supra- 
pubically and the bullet removed by my friend Captain 
Wade, who was working with me at the time. There was no 
other foreign body in the bladder, but in view of the septic 
condition of the urine a drainage-tube was introduced 
instead of closing the bladder by suture. The man made a 
very good immediate recovery, the tube was removed at the 
end of a week, and by the end of a fortnight urine was passed 
naturally, the wound rapidly healing by granulation after¬ 
wards. From the time that he first began to micturate he 
complained of some frequency and pain but this gradually 
diminished. Owing to the serious illness of his wife he had 
to leave hospital on June 10th before a cystoscopio examina¬ 
tion had been made. By this time he was very well, though 
he still made some complaint of urinary irritability and the 
affected testicle remained tender. The foreign body was an 
ordinary shrapnel bullet perfectly spherical and covered 
with a thin layer of phosphates. 


Shortly afterwards another patient came under my^care 
having been sent home with an unhealed wound over the 
appendix region. This lad gave the following history:— 

Case 2. A piece of shell-casing which was voided with the 
urine and became impacted in the urethra. —Lance-Corporal 

-, aged 21. When in the trenches at 3 o’clock in the 

afternoon a shell burst near him and he was struck in the 
right buttock and calf by the fragments. Both legs felt very 
numb, but he was able to walk down the trench and about 
9 o’clock was taken to the nearest dressing-station and 

eventually to-. From the first he had trouble with his 

urine and could only pass a drop or two at a time, but he did 
not notice any blood. The difficulty soon diminished, but 
micturition continued to be frequent and scanty. Soon after 
the casualty he began to vomit, and this continued for ten 
days. He was evidently very ill, for the abdomen was tender 
and swollen. He was thought to be suffering from appendi¬ 
citis, and an incision was made through the lower part of the 
right rectus muscle, but I was unable to ascertain what were 
the conditions found. After the operation his symptoms 
improved, but he still suffered from urinary irritability, and 
about the third day urine began to flow from the wound in 
the buttock, and a catheter was accordingly tied into the 
bladder. After this the leakage of urine very much 
diminished, and by the end of the week it had ceased unless 
the catheter became blocked. During this period he had an 
attack of haematuria lasting about a quarter of an hour. At 
the end of a month the catheter was removed, and he then 
passed urine without pain, but frequently and in small 
quantities. On the third day after removal of the catheter 
the stream suddenly stopped and he felt as if something 
sharp was passing along the penis. Soon afterwards a hard 
foreign body became impacted in the meatus and could only 
be removed under anaesthesia. It turned out to be an 
irregular piece of shell-casing, approximately 4 inch long by 
about a J inch across. After this incident the patient was 
practically all right except that micturition continued to be 
a little frequent. 

Case 3. Perforating gunshot wound of the pelvis followed by 

the inwaction of a sequestrum in the urethra. —Private-, 

aged 26, was wounded at the battle of -on Sept. 14th, 

1914. The bullet entered the left buttock and apparently 
passed through the bladder to the wound of exit in the right 

inguinal region. He was in hospital in-for ten weeks, 

during which time urine escaped from the wound, necessi¬ 
tating continuous drainage of the bladder by catheter. On 
Nov. 30th he was transferred to hospital in England. By this 
time he was micturating naturallv, but after an operation 
urine again escaped from the wound, requiring the con¬ 
tinuous use of the catheter. By Jan. 26th, 1915, he was 
sufficiently well to be sent to a convalescent home, but 
the wound was still unhealed and urine occasionally escaped 
from it. In the beginning of March he was granted furlough, 
but on April 15th he reported at his depot as the wound was 
not quite healed though there was no leakage of urine. 
About the middle of May he noticed a white discharge from 
the urethra for the first time. It was independent of 
micturition, and was associated with pain along the urethra 
and at the end of the penis during the act of voiding urine. 
On one occasion he noticed a little blood just as he finished 
emptying the bladder. When he reported this new trouble 
it was diagnosed as gonorrhoea. In ttie course of a few days 
a swelling appeared on the upper surface of the penis near 
the glans, but it gradually disappeared without incident. 
On June 26th he was transferred to the venereal section of 
the hospital. He then complained of a hard swelling at the 
end of the penis, which was found to be a piece of bone, 
1* inches long, lying in the urethra. There was a profuse 
purulent discharge but no gonococci were found. Under 
anaesthesia the bone was removed, though it crumbled a 
little in the grasp of the forceps. Within the next few days 
two further small spicules were extruded and were followed 
by the disappearance of the discharge. 

For permission to quote this case I am indebted to 
Lieutenant-Colonel R. A. Bolam, and for the notes to 
Captain Hodgson. In these cases the foreign body had 
presumably lodged in the bladder at the time of the 
casualty, for in each instance there was some urinary 
trouble from the outset. The lodgment of a missile in the 
bladder is an event well recognised in all campaigns. In 
most museums there are specimens of ca.lr.nli in which the 
nucleus is formed by some type of bullet. Guthrie in his 
“ Commentaries ” quotes a case, and readers will recall how 
the specimen surreptitiously disappeared from his lecture 
table to his great disgust and chagrin. 

The cases I have recorded are of much interest because 
they all show how a careful consideration Cf the history was 
alone sufficient to enable the diagnosis to be made. When 
there is any suspicion of the kind the patient’s story deserves 
oareful consideration. In the X ray investigation of such 
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cases pictures should be made with the patient in various 
positions and with the bladder empty and distended. Marked 
alteration in the position of the shadow will then be a guide 
as to the freedom of the foreign body in the viscus. A 
routine cystoscopic examination ought also to be carried 
out, for there may be some non-metallic foreign body in 
addition to that shown by the X rays, or the foreign body 
may be entirely non-metallic, and a negative X ray examina¬ 
tion is therefore not enough to establish the diagnosis. It 
is interesting to observe how the wound in the bladder 
spontaneously closes. 

Small foreign bodies always tend to escape with the urine, 
but those that cannot negotiate the urethra may sometimes 
be' safely removed in the eye of an evacuating catheter. 
M. Legueu, using a specially modified lithotrite, has removed 
rifle and machine-gun bullets per urethram rapidly and 
without general anaesthesia. 1 

For shrapnel bullets, large or ragged fragments of shell, 
or encrusted foreign bodies the suprapubic route ought to be 
the operation of choice, and will certainly be the safest in 
the hands of those without special experience. 

The next case illustrates the tendency of foreign bodies to 
ultimately find their way into body cavities. In the days 
when thick silk ligatures were used to tie the pedicles of 
ovarian tumours it was common to have them ulcerate into 
the bladder, where they frequently formed the nuclei of 
phosphatic calculi. The literature of those unfortunate cases 
where foreign bodies have unhappily been left in the abdomen 
after operations contains instances of both clips and mops 
which have subsequently found their way into various parts 
of the bowel, and on some few occasions have fortuitously 
been passed per via* naturales. 

Case 4. Shrapnel bullet which ulcerated into the pharynx 
and was subsequently passed per anum.— I saw a young officer 
who said that he had been wounded by a shrapnel bullet 
which entered just at the angle of the jaw on the left side 
and lodged somewhere on the right side of the neck. A few 
hours later, after X ray examination, an operation was 
carried out with the object of finding the bullet, but after a 
prolonged and fruitless search it had to be given up. Breathing 
was so much embarrassed as to necessitate tracheotomy. 
From the time of the operation he had increasing difficulty 
in swallowing, but he made no complaint as he feared 
another operation. About a fortnight later, when the trouble 
was particularly bad, he was about to drop off to sleep when 
he gave a gulp, and at once felt that he had swallowed some¬ 
thing solid. The dysphagia immediately disappeared and 
did not return, and two days later the bullet was recovered 
from his evacuations. The jeweller’s art converted the 
souvenir into an ornament worthy of adorning the neck of 
his fond and thankful parent. 

At the time of my leaving home I was watching with 
interest the case of a man who was wounded in the sacral 
region by a bursting shell. The rectum was torn, leading to 
a large faecal fistula. After some time he began to develop 
symptoms of urinary irritability. On examination with the 
cystoscope I found a well-marked basal cystitis most marked 
around a point at the upper limit of the trigone. Just 
opposite this area a hard mass could be felt per rectum 
evidently embedded in the bladder wall just above the 
prostate, and its metallic nature was confirmed by X ray 
examination. In this case I believe that the foreign body 
was gradually ulcerating into the bladder and expect that it 
would ultimately safely reach the interior of the viscus. At 
that time I did not advise any attempt at removal because I 
considered that there would have been much more risk of 
establishing a recto-vesical fistula than if the task was left 
to nature, for in the slow process of extrusion which she 
adopts ulceration and repair go hand in hand. Further, 
the size of the fragment suggested that in all probability it 
would ultimately be safely passed per urethram. ' 

* The Lancet, Nov. 27fch, 1915, p. 1209. 


The R6ntgen Society.—I t is proposed to 
conclude the session in June with an exhibition of apparatus 
employed in radiography, radio-therapy, including radium 
technique, electro-medical appliances and photographic 
apparatus to illustrate technique as applied to medical 
science. The society considers that it would be extremely 
useful if at the present time it could exhibit a complete 
X ray outfit with the most approved appliances for protec¬ 
tion embodied. Members willing to assist in this exhibition 
are requested to oommunicate with the Honorary Secretary, 
Institution of Electrical Engineers, Victoria Embankment, 
London, W.C. 


ULCERATIVE STOMATITIS. 

By KENNETH GOADBY, L.R.C.P. Lond., M.R.C.S., 
D.P.H. Cantab., 

BACTERIOLOGICAL SPECIALIST, ROYAL HERBERT HOSPITAL, WOOLWICH ; 
LECTURER OH DISEASES OF THE MOUTH AT THE LOUDON SCHOOL 
OF TROPICAL MEDICINE, AND ON BACTERIOLOGY AT 
UNIVERSITY COLLEGE HOSPITAL DENTAL DEPARTMENT. 

{Report to the Medical Research Committee .) 


Ulcerative stomatitis, often preceded by or accompanied 
with sore throat, is appearing sporadically among the troops 
in France as well as in some of the English camps. The 
disease is characterised by gradual onset of general malaise, 
red congested fauces, and acute inflammation of the gum 
margins; mastication and deglutition are painful, the 
cervical lymphatic glands are enlarged, and the tongue 
is furred and the breath foetid. So pronounced is the last- 
named symptom that the term “ foetid stomatitis ” is often 
applied to the disease. In the course of two or three days 
the inflamed gum edges become necrotic and a white false 
membrane may develop on the throat (Vincent’s angina); 
the removal of this membrane leaves a raw bleeding surface. 
The necrotic process may spread to the cheeks, producing 
painful ulcers covered with a white tenacious membrane; 
the slough if removed with a swab or forceps leaves a raw, 
bleeding, acutely painful surface. The disease rarely pro¬ 
gresses to perforation of the cheek or necrosis of the jaw in 
adults, but in children may be followed by deep sloughing 
of the mucous membrane and necrosis of the jaw. The 
sequestrum may include one or more of the permanent 
teeth. Rarely necrosis of the alveolar plate of bone occurs 
in adults, the teeth becoming loose and finally exfoliating. 

The constitutional symptoms may be a severe chill 
followed by a rise of temperature (102° F., 103° being not 
uncommon), and the patient feels acutely ill, often out of all 
proportion to the objective symptoms; he looks “toxic” 
with yellowish greasy skin and a curious reddish-yellow 
complexion, often persisting after the acute local symptoms 
have subsided. Occasionally, mainly in children, the tem¬ 
perature becomes subnormal, always a symptom of grave 
import. Diarrhoea may be present. The pulse is rapid and 
small, the urine is concentrated, and frontal headache is 
usually complained of. There is frequently severe 
“neuralgia” (visceral referred pain) referred to one or 
other of the “neuralgic areas” corresponding to the 
portion of the mouth affected. 

A smear preparation made from the gums, cheeks, or 
throat, and stained by Giemsa’s method shows innumerable 
bacteria of two morphological forms : (1) bacillus fusiformis, 
and (2) spirochsetes. Both are Gram-negative. Stained by 
Leishman’s stain or Giemsa the fusiform bacilli are seen to 
be diplobacilli 6-7/4 in length, with pointed extremities ; the 
thickened ends are in apposition with a small clear area 
between, somewhat resembling the sheath form of the 
bacillus diphtheria. The organism is longer and larger than 
the diphtheria bacillus and is slightly curved; plasmolysis 
is common. The second or spirillum form closely resembles 
the spirillum of relapsing fever as seen in blood films ; it 
is wavy in outline, irregular in form, and without the 
characteristic regular “screw” form seen in spirochaeta 
pallida. Many of the organisms show unmistakable spiral 
form; the “turns” of the thread are but four to six in 
number, the ends may be pointed, but the organism is 
usually about the same diameter throughout; in hanging- 
drop preparations from the tissue it is not motile. These 
spirochaetal forms are variously stated to be : (a) spirochsetes 
and an entirely distinct species from the bacillus fusiformis 
(Muhlens and Hartmann. 1 Ellermann, 3 Leukowicz 3 ); (b) a 
pleomorphic form of the bacillus fusiformis (Vincent, 4 
Tunnicliffe, 5 &c.). Considerable divergence of opinion 
exists on this point, but as anaerobic bacteria are 
notoriously difficult to separate in pure culture, the ques¬ 
tion of mixed colonies may well prove a complicating 
factor. The organism is an obligatory anaerobe and is 
also serophile. 

1 Muhlens and Hartmann: Zelt. fiir Hygiene und Infections-Krank- 
heiten, 1906, Band lv.. p. 81. 

3 Cent, fiir Bak., Orig., 1904, Band xxxvii., 729. 

» Ibid., Band xll., p. 154, Ac. 

4 Ann. de l'lnatitut Pasteur, 1895, p. 660. 

’ Journal of Infectious Disease, 1906, vol. i., p. 147. 
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Sections made of the gam tissue infected by the B. fusi- 
formis show deep penetration tty both the fasiformis 
bacillas and the thread or spirochsetal form, the latter being 
found in the deeper parts of the tissue. There is little 
tissue reaction, and the smear preparations show practically 
no positive chemiotaxis, and very few, if any, polymorpho¬ 
nuclear leucocytes are found in the “membrane,” which is 
composed of necrotic tissue—in fact, the whole character 
is a tissue necrosis. Generally a small number of Gram¬ 
positive diplococci (pneumococci) are to be found mixed 
with the other organisms ; they are only found with difficulty 
microscopically, and are few compared with the enormous 
number of fasiformis bacilli and spirochsetes; they are of 
importance in the production of secondary infection. The 
B. fasiformis is not peculiar to throat and mouth affections. 
It has been found as the chief organism present in gangrenous 
appendicitis (Ghon and Mucha 6 and Kaspar and Kern, 7 and 
Hyde s in eight cases out of 102 examined), in cerebral 
abscess (Dick, 0 Ghon and Mucha 10 ), in metastatic abscess of 
femur (Silberschmidt n ), in hospital gangrene (Vincent, 
Ooyon l2 ), in abscess of lung and empyema (Dick 1? ), in a 
hand infection (Peters 11 ). It has been isolated from the 
blood in a case of severe mouth infection (Larson and 
Moses, 15 Buron). I have myself isolated the organism from 
two compound comminuted fractures, one of the humerus, 
the other of the femur, due to gunshot wounds; from cases 
of bronchiectasis, and from necrotic ulceration of the large 
bowel. 

The outstanding clinical symptom of B. fasiformis in¬ 
fection is the characteristic evil smell typically associated 
with foetid bronchitis and bronchiectasis. The pathogenicity 
of the B. fusiformis is affirmed by some and denied by 
others ; thus Tunnicliffe, and Muhlens and Hartmann found 
that the injection of pure cultures into guinea-pigs and 
rabbits was only occasionally followed by a small abscess at 
the point of injection, but that no general symptoms and no 
characteristic necrosis of the skin took place. On the other 
hand, Leukowicz found toxaemia in laboratory animals, com¬ 
mencing 36 hours after injection, and he further states that 
injection of pure cultures into the gums of healthy children 
produced no effect. Many observers have induced local 
tissue necrosis and gangrene by inoculating animals with 
pus or triturated necrotic tissue containing B. fasiformis, yet 
pure cultures have rarely caused more than temporary local 
swelling. Veszpremi, 10 however, succeeded in raising the 
virulence of the organism by successive passages through 
rabbits ; gangrene was not caused in the earlier animals of 
the series, a local abscess only being formed, but after the 
fourth or fifth passage tissue gangrene followed injection 
of cultures isolated from the previous animal of the series. 

Several outbreaks of ulcerative stomatitis are recorded 
among troops on active service. Thus in the Philippines a 
large number of cases occurred among the United States 
troops, in the South African War many isolated cases were 
seen, and at Standerton an epidemic occurred among the 
sanitary corps, 17 which was at first thought to be scurvy. 
An epidemic among the Chinese Coolies in the Johannesburg 
mines was also reported by Walker in the Johannesburg Medical 
Journal , and frequent mild epidemics are common among the 
native prisoners in the gaols in India. There is some indica¬ 
tion that the disease is most often seen in this country among 
underfed children. Dogs when fed upon putrid meat develop 
generalised inflammation of the gums (Harley), and it is 
possible that constant inhalation of air tainted with putrid 
carcases may have a predisposing effect. Guinea-pigs fed 
upon groats only, without green food, ultimately develop 
generalised scorbutic symptoms, but before haemorrhages are 
noted the teeth become loose and inflammation of the gums 
and general loosening of the teeth take place, usually in 
three to four weeks ; the gingival tissues may become 
ulcerated. In one series of 20 guinea-pigs, which I fed upon 
groats and water only, four developed gangrenous gums. 
The etiology of the disease in man is obscure. Pre-existing 
chronic disease of the soft tissues of the mouth, especially 
pyorrhoea alveolaris, is undoubtedly an etiological factor, but 


s Cent, fiir Bak., 1909, Band xllx., p.493. 

7 Ibid., 1910, Band lv„ p. 97. * Zeit. fiir K. Chtr., 1911. 

9 Journal of Infectious Disease, vol. xii., 1913, p. 190. 

Loc. clt. 11 Cent, fiir Bak., Band xxx., p. 159. i* Loc. dt. 
13 Journal of Infectious Disease, 1913, vol. xii., p. 190. 

14 Ibid., 1911, vol. vili., p. 455. »* Ibid., 1913, vol. xiii„ p. 433. 

16 Cent, fiir Bak., Band xliv., p. 656. 

17 Myer Coplans, Jour. Bpld. Soo., 1934. 


is not present in every case. Infection from other cases may 
be a possible cause, but so far there is no evidence to support 
the view. 

Uloerative stomatitis may follow tooth extraction in a 
limited number of cases, when chronic suppuration has pre¬ 
existed, as, for instance, an impacted third molar. I have 
also seen several cases following the injection of local anses- 
tics for tooth extraction. In every case the anaesthetic used 
was novocaine, the action of the adrenalin together with the 
trauma lowering the vitality of the tissues sufficiently to- 
allow the gangrenous process to develop. 

None of the recent cases seen from France suggest scurvy 
in appearance, and the similarity of the Standerton outbreak, 
already referred to, with the conditions under which the cases 
had been living, are suggestive that putrefactive emanations, 
or more probably actual contact with earth containing 
putrefactive material, may be an etiological factor. 

Treatment, 

The organisms found in such profusion in the disease are- 
obligatory anaerobes and will only grow if the medium also- 
contains a suitable proportion of normal serum, a biological 
factor suggesting the use of lotions containing peroxide of 
hydrogen. On the other hand, the necrotic tissue once 
formed presents an almost impervious barrier to the action 
of most antiseptics, and in practice hydrogen peroxide does 
not give the best results; further, simple lavage of the 
mouth is insufficient and actual swabbing of the affected 
areas is always necessary. 

Dilute chromic acid relieves the pain and promotes the 
removal of the necrotic tissue best. It should be used warm, 
diluted 1 in 200 to 1 in 400, and applied to the affected areas 
with a swab of cotton-wool wound round a probe, frequent 
rinsings with the lotion being also employed. Immediately 
after the use of the chromic lotion the affected area should be 
painted with a mixture of 20 grains of chloretone to the ounce 
of equal parts glycerine and spirit. Cocaine, 10 grains, and 
salol, 30 grains to the ounce, may be used if chloretone is not 
available. Any loose sloughs should be gently removed with 
the swab if partially detached, but due care must be exercised,, 
otherwise the raw surface left is more painful than before. 
Hot fomentations should be applied frequently to the 
exterior of the jaws; there is little or no danger of sup¬ 
puration of the cervical lymphatics following their use, and 
the relief is considerable, especially if referred pain exists. 

Potassium chlorate, 10 to 15 grains,, with perchloride of 
iron and magnesium sulphate, should be given internally, 
and the diet should be restricted to fluids or semi-solids, 
great care being observed that the mouth is efficiently cleansed 
after each meal. This is best effected by irrigation with a 
Higginson’s syringe. It is inadvisable to perform any tooth 
extraction until the necrotic process is in abeyance, other¬ 
wise there is risk of increasing the local disease as well as a 
possibility of recurrent or secondary haemorrhage. In two 
out of four fatal cases secondary haemorrhage was the cause 
of death, one being a case of trypanosomiasis ; the other two 
fatal cases developed septic broncho-pneumonia, also follow¬ 
ing tooth extraction. 

The disease commonly yields easily to the above treatment, 
but chronic inflammation may persist and degenerate into- 
pyorrhcea alveolaris with final loss of all the teeth. The 
interdental bone and both alveolar plates may be so affected 
by the original acute necrotic process that much of the root 
of individual teeth is laid bare; such cases, if not carefully 
treated, recur and invariably degenerate into chronic suppura¬ 
tion with alveolar porosis. 

Vacoine treatment is indicated in the chronic stages 
especially, and in those cases showing secondary pneumo¬ 
coccal infection. I have also employed vaccine therapy 
successfully in the acute stages, using the B. fasiformis; 
it is not usually possible to treat with an autogenous 
antigen of this organism, owing to its slow growth even 
under strict anaerobic conditions and other difficulties 
attendant on the cultivation of all anaerobes. The anaemia 
and toxaemia of the severe and moderately severe cases are 
often difficult to combat, may remain for several weeks and 
even months, and are liable to recurrence. 

Iron and quinine, fresh air, plain food, and no alcohol 
are indicated. Vaccines should always be tried. For 
three or four months subsequent to the attack special 
attention to the gums and teeth is essential. Any source of 
irritation, such as accumulations of tartar, irregular fillings, 
and carious teeth, should have proper dental attention, and 
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the patient should be instructed to carry out a careful dental 
toilet, daily irrigating the interdental spaces until the tissues 
have recovered their tone. 

Diagnosis. 

As regards the diagnosis of the condition, few difficulties 
are to be met with. 

Scurvy, the disease with which ulcerative stomatitis is 
usually confounded, presents hypertrophied gums often 
entirely covering the teeth ; the swollen gums bleed easily 
when touched. I have not seen petechial or periosteal 
haemorrhage in ulcerative stomatitis. The foetor of the 
breath in the two diseases is similar. 

Pyorrhoea alveolaris is a more chronic condition. The 
teeth may or may not be loose, pus is present, welling up 
from the gum margins on pressure, necrotic patches may 
occasionally occur, but there is never the same tissue 
necrosis of large areas. The gums in pyorrhoea alveolaris 
may be hypertrophied but not to the same extent as in 
scurvy, and as a general rule no pain exists and the disease 
is generally discovered accidentally. 

Pneumococcal ulceration of the gums and mouth is rare, 
and is characterised by a curious irregular mammillate 
roughening of the affected parts with small depressed 
ulcerating patches, but without tissue necrosis. 

Lymphatic leukamia may be associated with hypertrophic 
gingivitis, but no ulceration ; the hypertrophied tissue is 
firm and less liable to bleed than in scurvy. 

The white necrotic gums, the pain, and above all the 
examination of smear preparations will at once settle the 
diagnosis. When the throat is affected, diphtheria is closely 
simulated, and the Klebs-Loffier bacillus may occur, 
associated with the B. fusiformis (Priestley). 18 Bacteriological 
diagnosis alone will determine this. 

Harley-street, W. 


SEUtital Societies. 


ROYAL SOCIETY OP MEDICINE. 


SECTION OF DERMATOLOGY. 

The Rationale and Practice of Chemotherapy. 

A meeting of this section was held on April 13th, 
Dr. J. H. Stowers, the President, being in the chair. 

Mr. J. E. R. McDonagh read a paper on the Rationale 
and Practice of Chemotherapy, in which he enumerated the 
links in the chain of his research into syphilis. He criticised 
certain of Ehrlich’s theories, and pointed out that late cases 
of syphilis, which were scarcely benefited by salvarsan, were 
improved at once by intramine, while in all cases the com* 
bination of ferrivine and intramine gave the most satisfactory 
results. 

Professor W. M. Bayliss criticised Mr. MoDonagh’s 
theories severely, finding much in the physico-chemical 
hypothesis which conveyed no very definite meaning to him. 
He thought it unfortunate that the phenomena of oxidation 
and reduction should form the basis of the main thesis, as 
their mechanism in the living cell was extremely obscure. 
While expressing doubts as to the validity of the theoretical 
basis of Mr. McDonagh’s treatment of syphilis, he added 
that its possible practical value would not necessarily be 
detracted from. 

Dr. C. H. Browning thought that it was unfortunate that 
Mr. McDonagh had passed such strictures on the work of 
Ehrlich. It was clear from some of the latest work of this 
author that he had not confined his attention solely to the 
arsenical salts. Dr. Browning did cot consider that the theories 
advanced by Mr. McDonagh would go far towards clearing 
up this complex subject, but he did not think that this need 
affect the value of the therapeutic observations made. He 
was much interested in the new therapeutic application of 
an organic sulphur compound which had been prepared for 
the first time many years previously, and he thought that to 
be able to clear up a disease like interstitial keratitis by an 
injection of this drug was an achievement of the first 
magnitude. 

i* Public Health, February, 1936. 


Dr. F. H. Teale asked Mr. McDonagh what evidence he had 
that his so-called phases of the “ leucocytozoon ” of syphilis 
consisted mainly of lipoid-globulin molecules. He pointed 
out that lipoids only formed loose combinations with proteins 
and that therefore only loose chemical compounds, and not 
molecules, result from this combination. There was experi¬ 
mental evidence that an antigen could be completely 
deprived of its lipoid constituents and the resulting antibody 
production be in every way the same as if the native antigen 
had been used. 

Mr. J. Ward expressed the view that the theory of 
oxidation and reduction met many of the phenomena 
which had hitherto remained enigmas. It would explain 
why iron and copper had a beneficial therapeutic action. 
Mr. McDonagh’s statement that iodine acted as a reducing 
agent commended itself to him, as it made clear the action 
of colloidal iodine in rheumatism. 

Sir Malcolm Morris was of the opinion that it 
should be definitely decided as soon as possible whether 
the drugs referred to had advantages which rendered their 
general use necessary or not. This was not the moment 
when there should be a difference of opinion in the 
profession as to the best drugs to be employed for combating 
a disease which was rapidly increasing. 

Lieutenant-Colonel L. W. Harrison stated that the few 
injections of intramine which he had prescribed had caused 
considerable pain, and that it was as bad as that obtained 
with the original salvarsan. 

Captain C. H. Mills agreed with the last speaker as to the 
pain caused by intramine. 

Mr. McDonagh replied. 


MEDICAL SOCIETY OF LONDON. 

Shakespeare and Medicine. 

A meeting of this society was held on May 1st, 
Lieutenant-Colonel William Pasteur, the President, being 
in the chair. 

Sir StClair Thomson delivered the Annual Oration 
entitled “Shakospeare and Medicine.” In the course of 
his oration, he said that in this tercentenary commemora¬ 
tion it was surely very right that our profession should pay 
its tribute of recognition to our greatest genius, for, after 
the great poetical subjects of love, hate, ambition, and war, 
there were probably no matters so frequently dealt with by 
Shakespeare as those in which the medical profession were 
concerned. There was a special reason why the Medical 
Society of London should take a particular interest in the 
most many-sided man the world had ever known, for its 
library contained the only authentic record of his death. 
This was found in the Commonplace Book of the Revd. 
John Ward, Vicar of Stratford-on-Avon, commenced 
32 years after the poet’s death. In one of the 16 duodecimo 
volumes of this work appeared the following entry: 
“ Shakespear, Drayton, and Ben Jhonson had a merry 
meeting and it seems drank too hard for Shakespear died 
of a feavour there contracted.” There was no need to 
surmise that Shakespeare actually studied medicine, but 
there was abundant material to show that he had a know¬ 
ledge and comprehension of it that was simply marvellous. 
We could appreciate and enjoy and benefit by all that poets 
have seen and written without attributing to them prophetic 
or superhuman powers. So with the medical references in 
Shakespeare, the science of his medicine was decidedly of 
his own period, and, like all science, it had moved forward. 
His profound knowledge of human life and human nature 
remained, and explained why he is and must always be one 
of our greatest masters of medicine. The mere references to 
various diseases, symptoms, drugs, and so forth, need not be 
collected as remarkable evidence of the great poet’s medical 
knowledge or insight. Sir StClair Thomson said he would 
refer to such matters and to his knowledge of contemporary 
medicine very briefly, and give more consideration to his 
astonishing acuteness of observation, his familiarity with 
the ways and thoughts of frail humanity, his discrimination 
of disease according to age, sex, and circumstances, his 
sensitive regard for our “brittle life,” his sweet reasonable¬ 
ness and deep human sympathy, and his profound know¬ 
ledge of that part of physiology and pathology which might 
be studied in the daily life of the street, the market, the 
tavern, the court, the camp, or the town. These were 
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subject to no errors of investigation; they were eternally 
true. The whole gamut of human life was epitomised by 
the humorously melancholy Jacques in 28 pregnant lines. 
Brief reference was then made to the state of medicine 
in the sixteenth century, and it was pointed out that 
Shakespeare, by the marriage of his eldest daughter 
Susanna, with Dr. John Hall, of Stratford, had plentiful 
opportunities for becoming acquainted with the life and 
ways of thought of a medical man and for picking up a 
fairly intimate knowledge of the practice of medicine 300 
years ago. Out of 36 plays medical characters were repre¬ 
sented six times: (1) Dr. C'aius in the Merry Wives of 
Windsor ; (2) an English doctor and (3) a Scottish doctor in 
Macbeth; (4) Dr. Butts in Henry VIII.; (5) Cornelius in 
Cymbeline; and (6) the physician in King Lear. No 
character represented a surgeon. Dr. Caius was treated 
more as a figure of fun than as a regular physician, and it 
was probable that Shakespeare meant to represent a 
quack and not the learned Dr. Caius. Dr. Cornelius 
was possibly suggested by that famous physician of 
Charles V., and simply adapted for dramatic pur¬ 
poses. The Dr. Butts represented in the fifth Act of 
Henry VIII. was no doubt Dr. William Butts, Fellow of 
Gonville Hall, Cambridge, and of the College of Physicians, 
who lies buried in Fulham church. Cornelius played with 
honour and astuteness a difficult part when the Queen asked 
him for poison, and the physician of King Lear played his 
part well and sympathetically. Cerimon in Pericles was 
both a physician and a nobleman, so that the good social 
status of the medical man was here accepted and illustrated. 
No nobler panegyric of our profession could be written than 
that put in the mouth of Cerimon. Quacks, who flourished 
abundantly in the period, were portrayed in several plays. 
Among such characters were Pinch, Friar Lawrence, and 
Helena. Quacks and medical mountebanks were found 
in the earlier plays, and the first practitioner of medi¬ 
cine for whom Shakespeare did not entertain contempt 
was the physician in King Lear , which was written about 
1606, the year before the poet's daughter married Dr. 
Hall. Shakespeare showed an astonishing familiarity with 
many purely professional or technical matters, and manifested 
an intimate knowledge of the history of medicine. He 
employed medical terms which no ordinary playwright would 
know how to introduce. The diseases most frequently 
referred to were ague, rheumatism, plagues, pestilence, fever, 
measles, the sweat, and leprosy, but casual mention was 
made of many others. Their mere mention was of no 
moment; what should give us pause were the frequent 
flashes of genius which were revealed by the insight some¬ 
times given of the appearances, character, and progress 
of the disease or of the patient. That the poet should so 
often ascribe mental characteristics to pathological states 
was surprising, considering the age in which he lived. 
By quotations Sir StClair Thomson illustrated Shake¬ 
speare's acquaintance with a deposit of lithates, the treatment 
of the embonpoint of success, digestion, chlorosis, goitre, 
epilepsy, crisis, and the well-known tests of life. A large 
number of herbs and drugs and of their preparations were 
mentioned by Shakespeare. What was of more striking and 
general interest was the evidence of the remarkably wise and 
reasonable views which Shakespeare manifested on the 
subjects of treatment, diet, and hygiene. He did not over¬ 
estimate the help of medicine, and indicated the vis 
medicatrix natures. He justified the custom of medical 
note-taking. Music as a remedy especially in mental states 
he frequently mentioned. Shakespeare's medicine reflected 
that of the period, for in his plays were found the doctrines 
held at that time. Such were the belief that our bodies consist 
of four elements—fire, air, earth, and water; the doctrine of 
humours; the belief that plants possessed peculiar powers if 
plucked at night and during particular phases of the moon ; 
the old beliefs in the influence of the planets on disease, and 
of the moon on the mind ; and that toothache is caused by a 
humour or a worm. Even the quackery of his age was 
reflected in his pages— e.g., that of water casting. He was 
well acquainted with blood-letting—the practice of the 
period—and made frequent reference to the blood and 
circulation, though in the latter he naturally reflected the 
view which preceded Harvey’s theory. Shakespeare's know¬ 
ledge of the voice, consumption, air and climate, syphilis, 
cancer, obstetrics, public health, mental diseases, surgery, 
and vivisection was illustrated by many quotations. His 


deep sympathy with the tragedy of suffering shone 
out from every page of his plays. In his con¬ 
cluding section Sir StOlair Thomson demonstrated the 
insight which the poet had into the influence of sym¬ 
pathy upon the patient, the relationship between hope 
and prognosis, the value of mirth and distraction, the virtues 
and evils of alcohol, the advantages and effects of abstin¬ 
ence, the horrors of insomnia and the benefits of sleep, the 
characteristics of our ‘‘sad humanity ” as it falls into “the 
sere, the yellow leaf," and finally into the attributes of 
death. Shakespeare’s plays would be read by physicians 
when every medical treatise of the present year would have 
been completely eclipsed, and they would continue to be 
studied by future generations until ‘ ‘ there shall be no more 
death, 'neither sorrow nor crying, neither shall there be any 
more pain." 

Sir Sidney Lee, in proposing a vote of thanks to the 
orator, congratulated him on making a notable contribution 
to the celebration of the tercentenary. 

Mr. D’Arcy Power, who seconded, said that the imperfect 
writing in the poet's autograph suggested to him the effect 
of disease rather than of illiteracy, as some supposed. 

The vote having been passed with acclamation, the meeting 
was adjourned. 

There were displayed many exhibits which were related 
to Shakespeare and his time. These included some from the 
Wellcome Historical Medical Museum, comprising materia 
medica mentioned in his plays, prints of medical men of the 
period, engraved portraits of Shakespeare, his house at 
Stratford-on-Avon, the Globe Theatre, and of a copy of the 
bust above his tomb, an enlarged photograph of a London 
apothecaries’ shop of the period, oil paintings of a urine 
caster and of blood-letting, portraits in oils of Sir William 
Butts and of Dr. Caius, two London Delft pots used in 
Shakespeare’s time, and a touch piece and proclamation used 
in connexion with' the royal cure of the King’s Evil. A 
selection of medical and surgical works from the library of 
the society, augmented by loans from the libraries of Dr. 
Lloyd Roberts, Dr. A. F. Voelcker, and Mr. D’Arcy Power, 
and from the Historical Medical Museum was also on view. 
Other exhibits were a cross made from Shakespeare’s crab 
tree, lent by Mr. D’Arcy Power, an unknown portrait of 
Shakespeare lent by Dr. de Havilland Hall, medicine jars 
lent by Dr. Mitchell Bruce, and bookplates of the 
Shakespeare Memorial Library from the collection of Mr. 
Bethell. 


Harveian Society of London.— At the meeting 
of the Harveian Society held on April 13th a paper was read 
by Dr. F. J. McCann on “ Backward Displacements of the 
Uterus.” In discussing the causes of the condition the speaker 
said that he was convinced that trauma sometimes played a 
part. He was of opiuion that symptoms occurred in 

nearly all cases of backward displacement sooner or 
later, and therefore advised that treatment should 

be carried out in the early stages. The congestion of 

many displaced uteri he regarded as being due to torsion 
of the broad ligaments rather than a nipping of the 
uterus by the utero-sacral ligaments. Replacement of 

the uterus by a sound was condemned and the breaking 
down of adhesions without the aid of sight deprecated. 
Operation was recommended in preference to pessary 
treatment in the case of virgins and in the majority of other 
cases. General treatment, such as massage and exercises, 
was emphasised. In discussing operative treatment the 
interesting fact was mentioned that 100 different operations 
had been devised for the condition. The suitability of the 
different operations under different conditions of age, possi¬ 
bility of childbearing, &c., were discussed. The “ sling 
operation ’’ was said to be contra-indicated when varicose 
veins were present in the broad ligament. Dr. McOann 
described two operations on the round ligament which he 
had devised and used with success.—In the discussion which 
followed Dr. T. G. Stevens said that he was of opinion that 
congenital cases were very common, but as a rule caused no 
symptoms. 


New Infirmary for Arbroath.—T he new 
Arbroath Infirmary buildings were formally opened on 
April 22nd. The total cost amounted to £14,693, and at the 
opening the institution was free from debt. 
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The Supply of Medical Men for 
the Services. 

We publish in another column a letter from Sir 
Clifford Allbutt and Sir William Osler urging 
the need for further medical officers with the fight¬ 
ing forces, and pointing out, as we ourselves have 
done on many previous occasions, the advantage of 
widespread enrolment because in this way a large 
measure of equality of service and sacrifice may be 
obtained. The views of Sir Clifford Allbutt and 
Sir William Osler are those which we have already 
asked our readers to accept. When once the oppor¬ 
tunity of conscription, with its genuine distribution of 
burdens, was let slip, voluntary enrolment remained 
the only alternative to some system of compulsion, 
and while its fairness depends obviously upon the 
acceptance by medical men of voluntary service as 
a general principle, its advantage of a limited 
sojourn with the colours can hardly be gainsaid. 
The member of any other profession than the 
medical,on receiving a commission, joins the services 
for the duration of the war, as the Territorial 
medical officer does; the medical man who volun¬ 
tarily enrols is allowed to put a term to his period 
of service, and to do this without the intervention 
of a lay tribunal. 

The letter from Sir Clifford Allbutt and Sir 
William Osler receives reinforcement from a 
statement issued by the Central Medical War 
Committee on the authority of the Director- 
General of the Army Medical Service. The state¬ 
ment is that* a considerable number of medical 
men are required immediately for service in the 
Royal Army Medical Corps, as a large propor¬ 
tion of those officers who hitherto have been 
serving in this country have been detailed for 
service abroad. This can hardly come as a sur¬ 
prise to anyone who has watched the recent 
developments of military operations, and it is of 
good omen that the new plans should to some 
extent have got ahead of the suggested calendar. 
But the difficulty of this situation for the Central 
Medical War Committee is that the enrolment of 
medical men of military age by the Committee is 
not yet complete. It is clear that medical officers 
must be ready to meet the future demands imme¬ 
diately to be made, and to take the places of 
those who have been moved forward, but the 
official requisition of medical officers has reached 
the Central Medical War Committee before the 
scheme pf voluntary enrolment had finished 
its work. The Central Medical War Committee 
decided that no call should be made on the medical 
men who had enrolled with the Committee unless 
and until 75 per cent, of the men of military age 
had signed the form of application for a commis¬ 
sion. This percentage has not been obtained, 


although the work has been on the whole a success. 
In the teeth of criticism, some of which has been 
fair and well informed and some wholly unjust and 
childishly ignorant, the Committee has managed to 
secure for the army a large proportion of the 
number of officers required, but the deficit must 
now be made up by a general appeal to the whole 
constituency, regardless of whether the men are 
enrolled or not. 

Amongst the enrolled, many have expressed their 
willingness to join the colours the moment they are 
required. These are the men who had it not been 
for the enrolment scheme would in many instances 
have applied directly to the War Office for a 
commission, and been lost to the medical arm. To 
them the Central Medical War Committee appeals, 
asking them to express their willingness to serve 
their country, without waiting for the pledge given 
by the Central Medical War Committee to be 
redeemed. Amongst the unenrolled there must be 
men willing to meet the demands of patriotism 
who have not fully understood the system of 
enrolment and have hitherto held back. Some 
of these men have been misled by categorical 
but incorrect statements to the effect that 
their services were not required by the army. 
So far from this being the case, the demands 
of the army are imperative. The extension of 
our front in various parts of the world, and 
the operations that are known to be imminent, will 
strain to the utmost our medical resources in the 
field. Compulsion looms in the future, but it is 
ptill possible for the medical profession to dis¬ 
tinguish itself as that section of the community 
which has made the voluntary system a success. 
In the interest of the whole world this war must 
be finished quickly, and a complete medical service 
is absolutely necessary to the army. Doctors 
must be obtained immediately and in sufficient 
numbers. We trust that voluntary enrolment will 
meet the need, but the new Bill for compulsory 
service complicates the work of the Central Medical 
War Committee, and this body may require more 
complete recognition, as well as reinforcement, if 
its full value to the public and to the medical 
profession is to be utilised. 


Infantile Mortality and the Nation’s 
Future. 

To increase our birth-rate and to save the lives 
of our children constitute the two principal 
means by which we can diminish to some extent 
the effect of the losses in men which we have 
suffered in the war, which we are still suffer¬ 
ing daily, and which, before the war is over, must 
inevitably become very heavy. Neither task is 
beyond our powers. The birth-rate of a nation 
may fall owing to economic conditions associated 
with general lack of prosperity, but these conditions 
cannot be said to have prevailed with us in the 
years immediately preceding 1914. If there has been 
a decline in the rate due to a growing reluctance 
on the part of married persons to face parental 
responsibilities—and there seems to be good reason 
to believe that this has been the case—the influence 
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of a healthy public opinion may counteract a form 
of selfishness likely to prove disastrous to our 
national welfare. In the circumstances in which 
we now stand, it is to be hoped that consciousness 
of danger to the nation and a sense of patriotic 
duty may do their share in abolishing a state of 
affairs which was already disquieting before the 
slaughter of our sons on the battlefield demon¬ 
strated its danger and its folly. 

The problem of how to save the lives of children 
actually “ born into the world ” is on a different 
footing. To allow them to die in thousands 
unnecessarily during the first year of existence 
amounts to national manslaughter. Manslaughter, 
because in the ordinary meaning of a word familiar 
to all, to kill by neglect is manslaughter. National, 
because Governmental effort and the trained 
energies of the nation can intervene with marked 
effect to prevent it; because, also, without such 
intervention matters must inevitably remain as 
they are or become worse. Those who have 
any doubt as to the possibility of saving infant 
life by interference from outside the family 
into which the child is born have only to read 
the Milroy lectures delivered before the Royal 
College of Physicians of London by Dr. S. G. Moore, 
the medical officer of health of Huddersfield, and 
published in this and the two preceding issues 
of The Lancet. It will there be seen that not only 
can the percentage of deaths among infants be 
diminished through the agency of interference 
where it is wisely exercised, but that the inter¬ 
ference itself is welcomed by many mothers. 
A paragraph in Dr. Moore’s third lecture will 
be found directly bearing upon this point and 
showing that visits by assistant medical officers, 
designed by the Huddersfield medical authority at 
first for poorer districts only, had to be extended 
owing to complaints, not that this or that baby 
had been visited improperly or unnecessarily, 
but that it had been passed over, whereas the 
infants of other parents had received attention. The 
importance of this lies in the fact that the good¬ 
will of the mothers is essential to the working of 
the systematic life-saving rendered possible by the 
Notification of Births Act, 1915. Success will, how¬ 
ever, only be assured where the medical profession, 
the municipal authorities, the parents, and the 
general public, whose funds the municipal authori¬ 
ties administer, are combined to attain a common 
object. 

The essential lessons to be derived from Dr. 
Moore’s lectures should inspire this unanimity of 
effort, for they show that measures specifically 
directed against infant mortality afford the only 
way to check it. No one denies the enormous value 
of modern municipal activity in the direction of im¬ 
proved sanitation and the supervision of articles of 
food, and in the provision of better housing accom¬ 
modation for the poorer classes. Municipal activity, 
however, so far as infantile mortality is concerned, 
has been only relative, and it has been content to 
leave the death-rate among infants at a point 
which many persons in municipal life have learnt 
to regard as normal and inevitable, but which 
medical men have felt to be otherwise. Dr. Moore, 
referring feelingly to the position of the medical 


practitioner in contemplating the loss of infant 
life, proves that combined effort, directed by 
medical men, can effect an improvement imme¬ 
diately, and in a degree that commands recog¬ 
nition. This is borne out not only by the 
examples which he gives from British statistics, 
but by the extraordinary story of Villiers-le-Duc 
related in his third lecture. Those who read the 
particulars in another page will see that a small 
French municipality some years ago established 
a record which competitors may emulate, but 
cannot hope to eclipse, having reduced the death- 
rate of its infants in the decennial period 1893-1903 
to nil. This was done, it will be noted, by carefully 
planned regulations concentrated and enforced upon 
the mother and infant before and after birth. 
The municipal council of Villiers-le-Duc and its 
enlightened mayor seem indeed to have been able 
to exercise over the ostensibly private affairs of its 
inhabitants a patriarchal sway more comprehen¬ 
sive than that wielded by our civic authorities. 
They have, however, shown what in certain circum¬ 
stances can be done, if only on a small scale, and 
the nature of the methods which lead to success. 
With us we have an Act of Parliament, passed in the 
midst of a devastating war, which gives powers to 
local authorities to alleviate a portion at least of 
the loss which is being inflicted. The agencies which 
exist or are being called into existence for the pro¬ 
tection of mothers and infants are largely voluntary, 
incoordinate, and in need of authoritative guidance 
and control. At present they probably reach not 
more than a sixth of the total of the infants who 
need their aid. We have to learn and to teach 
that every mother and every infant has the right 
to receive adequate care, and we have little 
doubt that, as this is recognised, coordination 
and economical organisation will follow. Luke¬ 
warmness, indifference, and even opposition are 
likely to be met in some quarters. A few 
years ago we should have heard such epithets 
as “socialistic” and “grandmotherly” applied 
to the motives which inspired the Notification 
of Births Act, 1915, which frankly submits not 
only infant life but the pre-natal care of the mother 
as a matter fox the consideration of local 
authorities. It is not, however, socialistic to 
arouse in mothers a keen sense of their indi¬ 
vidual duties towards themselves and their infants. 
And if “ grandmotherly ” be a term more literally 
applicable, it must be admitted that to guide a 
mother in the bearing and the rearing of her 
infant is perhaps the most useful function that a 
grandmother can perform. 


Royal College of Physicians of London.— 
A Comitia was held on April 27th, Dr. Frederick Taylor, the 
President, being in the chair. The following gentlemen 
having passed the required examination were admitted 
Members of the College: Dr. A. G. Anderson, Dr. R. Hill, 
Dr. W. Mac Adam, and Dr. H. H. Scott. Licences to practise 
physic were granted to 99 gentlemen who had passed the 
requisite examinations. The following Members, on the 
recommendation of the Council, were elected Fellows of the 
College: Dr. M. G. Foster, Dr. J. M. H. MacLeod, Dr. H. L. 
McKisack, Dr. J. A. Arkwright, Dr. C. H. Miller, Dr. H. W. 
Wiltshire, Dr. C. E. Lakin, and Dr. E. A. Cockayne. 
After some further formal business the President dissolved 
the Comitia. 
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MARGARINE AND BACTERIAL INFECTION 
Amongst fatty foods just now margarine has taken 
an important place in the dietary as a wholesome 
substitute for the more expensive butter. Before 
the war there was still a prejudice against this 
article of food, but this has now been practically 
removed; economic considerations have led a good 
many people to try margarine, and as the result of 
practical test it has been adopted in many house¬ 
holds. “Bosh,” the trade name first chosen for 
the substance, was not attractive, and the word 
margarine was employed, being derived from the 
Greek word for pearl, and adopted because of the 
pearly appearance of margaric acid. Under this 
name, however, the substance was for some time 
looked upon as an inferior butter substitute, the 
sale of which opened the way to fraud, and 
its use was confined to the kitchen. Whatever 
may have been the quality of margarine years ago 
there can be little doubt that its manufacture has 
undergone very great improvement, and the pro¬ 
duct of the present day is a triumph of the art of 
the refined blending of various fats, vegetable and 
animal, with milk. The introduction of nut and 
seed oils, made flavourless and neutral by cleansing 
processes, is a comparatively recent departure. 
Margarine was originally made with oleo oil or 
Ishe fluid portion of beef fat, with but a trifling pro¬ 
portion of vegetable fat, while now there are 
vegetable butters sold which are made exclusively 
•of nut oils. Generally speaking, it may be said that 
the higher grades contain much more animal fat 
than the lower grades, and this accounts for the 
two classes of margarine sold at very different 
prices, the former commanding practically twice 
the price of the latter. Perhaps the existence of 
high and low grades of margarine is responsible 
for the fact that a prejudice still exists against 
margarine in the public mind, for this is evident 
from certain statements which have found their 
way into the lay press, suggesting that margarine 
contains disease organisms derived from the milk 
with which it is blended. The suspicion is ill-founded. 
In the first place the cream is removed from the 
milk by a separator, and it is well known that 
with the removal of this cream a very large pro¬ 
portion of the bacteria is withdrawn, so that in 
this respect separated milk would contain far less 
bacteria than the full cream milk from which it is 
obtained. Next, the skim milk before it is blended 
with the fats and oils is at once pasteurised, 
heated, that is to say, to a temperature a little 
below its boiling point. These precautions are 
taken by the manufacturer himself in his own 
interest, as unless the milk is thoroughly clean and 
free from bacterial agencies there is a risk of the 
resulting product being unstable, unsound, and 
unpalatable. We should be surprised to find 
margarine absolutely free from organisms, but we 
should be equally astonished to find that it con¬ 
tained more organisms than butter. Facts all point 
to the reverse being the case. 


HYDROPS TUB/E PROFLUENS. 

Dr. T. H. Llewellyn and Dr. T. B. Block have 
reported, in the Journal of the American Medical 
Association of April 1st, a case of the rare condition 
termed “ hydrops tubae proflue ns ” or “ intermittent 


hydrosalpinx.” A stout woman, aged 33 years, came 
to hospital on Nov. 15th, 1915. She had been 
married 14 years, and had one child some years ago. 
Her periods were never regular; every other month 
the flow was profuse, and in the intervening months 
scanty. The last period was on Oct. 26th. The 
left tube had been removed four years previously. 
She complained of throbbing pains in the sacral 
and right ovarian regions, associated with a vaginal 
discharge. Two weeks previously whilst walking 
she felt a sharp stabbing pain in the right 
side and a sensation as. though “ something 
burst.” A brownish vaginal discharge immediately 
followed and had persisted ever since. During 
the past two weeks she had a swelling in the right 
side of the abdomen. On examination the uterus 
was found slightly retroposed, mobile, and tender. 
In the left ovarian region induration and tender¬ 
ness were detected. No mass was felt in the pelvis, 
but much importance was not attached to this fact 
as the patient was so stout. She returned every 
few days and frequently reported that she had 
attacks of sudden severe right-sided pain followed 
by a brownish vaginal discharge and disappearance 
of the pain. Hydrops tub® profluens was diagnosed. 
Laparotomy showed that the left ovary was trans¬ 
formed into a follicular cyst about the size of a 
peach. The right tube was enlarged and contained 
fluid. Supravaginal hysterectomy, right salping¬ 
ectomy, and left oophorocystectomy were per¬ 
formed. Gentle pressure on the excised tube 
caused a flow of clear watery fluid from the ostium. 
Uneventful recovery followed. Intermittent hydro¬ 
salpinx seems to be due to closure of the abdominal 
ostium of the tube by adhesions while the uterine 
aperture remains patulous. When the pressure of 
the fluid contained in the tube reaches a certain 
height the flow takes place. The characteristic 
symptom is intermittent pain relieved by the 
discharge. Physical signs may be absent or a mass 
may be felt, according to the condition of the tube 
at the time of examination. In reviewing the 
literature of the condition in 1906 an American 
writer, Findley, could collect only 59 cases, includ¬ 
ing one which he reported, and some of these are 
doubtful, as no operation was performed. He 
refers to the statistics of Martin, who could find 
only 8 examples among 1700 cases of salpingitis. 


THE VIEWS ON PROSTITUTION OF THE SWEDISH 
MEDICAL SOCIETY. 

As we have shown from time to time in these 
columns, the authorities in Sweden are contem¬ 
plating radical changes in regard to prostitution 
and venereal disease. One of the most interesting 
discussions on these subjects was organised by the 
Swedish Medical Society, which devoted a series of 
meetings in 1911 and 1912 to these topics. In the 
Svenska Ldkaresallskapets Handlingar (vol. xli., 
Nr. 3, 1915) a summary of this discussion is given 
by the Swedish “ Medicinalstyrelse ” (Board of 
Health). This discussion, in which leading members 
of the profession took part, not only revealed the 
great complexity of the problems concerned, but 
also showed how divergent were the views held as 
to the best methods of regulating prostitution and 
limiting venereal disease. Between the two 
extremes represented by the “ regulationists ” and 
the “ abolitionists ” were the lukewarm supporters 
of regulation, who wanted the control of prosti¬ 
tutes to be exercised with more humanity than has 
hitherto been the case. Finally, by 52 votes to 50, 
a motion was passed emphasising the necessity 
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from a social-hygienic point of viewfor the regulation 
of professional prostitution. But, it was added, the 
present method of regulation should be reformed on 
the following principles: 1. The sanitary control of 
prostitutes should be put on a perfectly legal 
footing, secured by a definite law. 2. The control 
of prostitutes should be in the hands of the medical 
authorities. 3. The supervision of prostitutes 
should, as far as possible, be undertaken by women, 
including women doctors. 4. The examination 
bureau should be linked up with the hospital in 
which prostitutes are treated and should preferably 
be within the precincts of this hospital. 5. The 
medical superintendent of this hospital should also 
always be in charge of the medical department of 
the examination bureau. 6. The examination bureau 
should be so organised that prostitutes could 
receive advice as well as undergo an examination. 

7. The premises of the examination bureau should 
be reserved for prostitutes and should not be 
used for the examination of women arrested 
for some reason or other, nor for the accom¬ 
modation of women detained by the police, even 
though these women happen to be prostitutes. 

8. The registration of prostitutes should never be 
confided to the police, but should be in the hands 
of medical men, and it should be the duty of the 
medical superintendent of the bureau to investi¬ 
gate the prostitute’s history and allied problems. 

9. Women under 17 and others not fully developed 

should never be registered. 10. Public homes or 
refuges should be opened for young and undeveloped 
girls to save them from prostitution. As the voting 
in the Swedish Medical Society shows, this retention 
of regulation in a modified form was disapproved of 
by nearly half the members present; and the views 
of the majority have subsequently been severely 
criticised by Professor Johansson, who pointed out 
that the “ regulationists ” had failed to meet the 
many objections which had been raised against 
regulation. The majority's proposals for the reform 
of regulation were, he argued, either already intro¬ 
duced, or they were unessential, or impossible to 
carry through. In short, the arguments of the 
“ regulationists ” were, in his opinion, mainly 
founded on prejudice, and they adhered to their 
views by ignoring facts. Be this as it may, it is 
evident that the medical profession in Sweden, as 
represented by the Swedish Medical Society, is too 
radically divided on this subject to give the country 
a clear lead. _ 


THE EXHIBITION OF THE ROYAL ACADEMY 
OF ARTS. 

The war has had an effect upon the exhibition 
of the Royal Academy for 1916, but not the 
melancholy one that has usually been recorded 
of artistic or literary enterprises during the past 
18 months. This exhibition, indeed, appears to 
us to be distinctly more interesting than many 
of its predecessors. The painting is on a higher 
level, and it has occurred to some artists that 
the times in which we live are not suitable 
for facile exploits or noisy innovations. The 
particular attraction of the exhibition is a series 
of portraits by several painters with com¬ 
pletely different ideals and technique, who have 
managed to achieve real distinction in their 
several ways. Among Mr. Orpen's six portraits 
is one of Dr. Lloyd Roberts, the consulting 
obstetric physician at the Manchester Royal 
Infirmary. It is an excellent picture, though 
it will not be the work of Mr. Orpen’s brush to 
attract the most attention, for it is without the 


element of caricature which is obvious in two at- 
least of the other canvasses, although it shares 
with them the distinction of admirable characterisa¬ 
tion. Mr. Lavery sends four portraits, of which 
the best is a beautiful picture of the younger 
daughter of the Prime Minister. Mr. Gerald Kelly 
sends three portraits of female subjects, of which 
“ Reyes with Clasped Hands” is particularly finely 
observed. Mr. Charles Shannon also sends three 
female portraits, all decorative, of which one, 
“ The Lady with the Amethyst,” has been 
bought by the Chantrey Bequest. Mr. Sant 
paints himself at the age of 96 with the vigour 
of two generations younger. Mr. George James 
Coates sends a good picture of Lieutenant- 
Colonel Bruce Porter, R.A.M.C. (T.), and Mr. 
W. W. Ouless paints Major Theodore Dyke Acland, 
R.A.M.C. (T.), pleasantly. There is an excellent 
portrait by Sir Luke Fildes of his son as a 
“ Coldstreamer,” and several other accomplished 
representations of young soldiers appear on the 
walls, notably the portrait by Mr. J. J. Shannon of 
Lieutenant N. J. Prinsep. The level of portrait 
painting in this country, it seems to us, has gone 
up, though it must be remembered that the coiffure 
and dress of modern women, the clean-shaven 
habits of modern men, and the rigid lines of 
uniform compel the artist of to-day to be sure 
of his modelling and accurate in his technique. 
The wobbly anatomy and fantastic dermatology 
which not so long since were frequently displayed 
in the Academy portraits of academic and civic 
personages, have been reformed away. Next to the 
portraits, or for natural reasons in priority to them, 
the war pieces will attract attention, and of these 
Mr. Clausen’s pathetic fantasy is the most arresting. 
The numerous quiet English landscapes form a 
third feature of an agreeable collection. 


THE HUMAN OSTRICH. 

Dr. C. J. van Houweninge Graftdijk describes r 
an interesting case of pica, or the craving for 
unnatural articles of diet that is not rare in certain 
forms of insanity. The patient, a wharf labourer, 
aged 32, had shown increasing general debility for 
two months, which was attributed to failure of 
appetite; he had remained at work until two days 
before he went into hospital. For a month before 
his admission he had complained of pain in the left 
side of the abdomen soon after food, and frequent 
vomiting without hsBmatemesis, though melsana had 
been observed. On examination he was found to- 
be very thin, slow of speech, and during examina¬ 
tion he passed water involuntarily. The abdomen 
was somewhat distended and rigid, and did not 
move on respiration; some peristalsis was seen 
in the left epigastrium, and the whole left side of 
the abdomen was dull on percussion, while the 
right side gave the normal resonant note. No signs 
of free fluid in the peritoneal cavity were made out. 
The left hypochondrium and flank were tender on 
palpation, and tenderness and resistance were found 
per rectum on the left side of the pelvis. On the next 
day a hard but indefinite mass was palpated in the 
left flank; examined bimanually this showed ballotte- 
ment, and emitted audible clashing sounds or coin 
sounds resembling those elicited by the palpation of 
an abscess cavity partially filled with gas. The 
patient appeared to be sinking from inanition; the 
diagnosis was doubtful, and so an exploratory lapar¬ 
otomy was made below the left costal margin 
under local ansssthesia the same evening. It was 
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found that the stomach contained 3 lb. 11 oz. of 
metallic objects, varying in size from a cold chisel, 
weighing 11 oz. and 5 inches long, down to a 
collection of coins, bolts, nuts, rivets, wire nails, 
tin-tacks, screws, and hooks; there were also 
half-a-dozen small flints. The man made a good 
recovery and left the hospital after six weeks. 
Six months later he returned, with the same 
complaint of weakness and loss of appetite. 
Examination with the X rays showed an opaque 
object in the ascending colon; this was removed by 
operation, and proved to be a piece of tin¬ 
plate 4 inches long, and a piece of slate pencil. 
The patient was watched while in hospital, but 
he succeeded in swallowing a piece of soap and 
2 oz. camphorated spirit, neither of which did 
him any harm. He again recovered from opera¬ 
tion and was removed from the hospital to an 
asylum. But there he died a few days later, with 
fever and signs of inflammation of the mediastinum 
and right lung. At the post-mortem examination 
the oesophagus was found to be acutely inflamed 
from the level of the larynx down to within 4 cm. 
of the diaphragm, and at the level of the sixth 
dorsal vertebra it contained three metal screws, 
and a tinplate box 1£ inches in diameter and 2 inch 
high. The oesophagus was adherent to the hilum 
of the right lung ; the upper two lobes of the 
right lung were soft, light grey-red in colour, 
and contained numerous cavities exuding pus on 
pressure. The stomach was not enlarged, thick- 
walled, or ulcerated. The patient had received 
asylum treatment for dementia praBCOx on several 
occasions before he came under Dr. Graftdijk’s 
observation. The clashing or coin-like sounds 
elicited on palpation of the patient’s abdomen when 
he first came under observation lend a colour¬ 
able probability, if such a loan be thought neces¬ 
sary, to the well-known account given by Mr. J. 
Hopkins of the child that swallowed a necklace 
of large black wooden beads and was treated in 
St. Bartholomew's Hospital in 1S28. It will be 
remembered that the father had occasion to give 
“ the child a shake to make him obedient, and such 
a rattling ensued as nobody ever heard before. ‘ Why, 
damme, it's in the child ! ’ said the father; 1 he’s got 
the croup in the wrong place.' 1 No, I haven’t, father,’ 
said the child, beginning to cry, 1 it’s the necklace; 
I swallowed it, father.' ” While the child was in 
hospital it was necessary, according to Hopkins, 
to muffle him in a watchman’s coat for fear he 
should wake the other patients. Dr. Graftdijk does 
not seem to have found any such precaution 
advisable in the case of his patient, but he gives a 
remarkable and convincing photograph of the 132 
foreign bodies removed from the stomach at the 
operation. - 

We shall publish in a forthcoming number an 
obituary notice of the late Dr. T. Golcott Fox. 


The next session of the General Council of 
Medical Education and Registration will commence 
at 2 p.m. on Tuesday, May 23rd, at the new 
premises of the Council, 44, Hallam-street, Portland- 
place, London, W., under the Presidency of Sir 
Donald MacAlister. 


Aberdeen Eye Institution. —The annual meeting 
of this institution was held on April 26th. The number of 
new cases treated during the year was 2771. Of the patients 
33 were treated in the institution with an average stay of 16 
days. There is a deficit on the year’s working of £215. The 
expenditure for the year was £551. 


PARIS. 

(From our own Correspondent.) 


Water-oarts for the Army . 

The Tonring Club Fran^ais has decided to use a part* 
of the funds devoted to the soldier at the front in providing 
potable water for the army of operations. It has now 
furnished water-carts in which is a filtering apparatus for 
rendering the water limpid, and also rectangular tanks well 
calibrated wherein to sterilise the water with the minimum 
of hypochlorite. These carts have the advantage of 
providing water when the springs and wells are affected 
by the rains, and multiply the sources of the water in 
permitting the utilisation of rivers, brooks, and ponds. 
Finally they assure a better sterilisation of the water dis¬ 
tributed to the troops. The Touring Club has ordered 100 
of these carts, the type being the regimental cart of the 
Engineers. Each carries two pumps and hose, a clarifying 
filter of sponge, and two sterilising tanks of sheet iron. 
The first pump draws up the raw water at the source near 
which the cart stops, and after passing through the filter the 
water runs into one of the two tanks, where it is sterilised 
by hypochlorite of soda. The second pump then takes the 
filtered and sterilised water contained in the tank and 
impels it into the casks on carts by means of which potable 
water is provided for the different cantonments. The^ 
filtering cart when empty weighs only about 1200 kg., and 
allows a delivery of 3000 litres an hour of quite clear and 
sterile water, each giving easily 25,000 to 30,000 litres a 
day. All of the carts are now delivered. 

Ocular ProgthetU . 

M. Valois and M. Rouvier think that following on the 
traumatisms of war the lesions which accompany enucleation 
of the globe of the eye—palpebral cicatrices, fibrous bands, 
reduction and irregularities of orbital cavity—necessitate a 
new technique. The authors apply to ocular prosthesis the 
principle of entire moulding of the orbital cavity, with 1 its 
cicatricial bands and traumatic malformations. In this way 
accurate adaptation is secured. The technique requires first 
the taking of the impression, followed by a mould of this. 
Then the actual artificial eye is made and coloured. This 
procedure allows of the following advantages: very great 
mobility of the artificial eye, to which are transmitted the 
least movements of the stump, absence of troublesome con¬ 
junctival secretions, satisfactory appearance of eyelids and 
eyebrow, lightness and ease of making the appliance, and 
moderate cost. 

Obituary. 

French science has sustained two sad losses. Pro¬ 
fessor Gilbert Ballet is dead after six months of severe 
suffering. He was interne in 1875, physician of the 
hospitals in 1884, agrigi in 1886 with a thesis that 
attracted much attention on internal language and the 
different forms of aphasia, chief of service in 1890, titular 
professor in 1908, and finally member of the Academy of 
Medicine. He was one of the favourite pupils of Charcot, 
and devoted himself to mental pathology. His works put 
him rapidly in the front ranks of French neurology. He 
published a number of memoirs on exophthalmic goitre, 
the affections of the nerves, brain, and cerebellar apparatus, 
studies on the psychoses, general paralysis, and the 
deliriums of persecution or of melancholia. In collaboration 
with Professor Proust he published “ Hygiene du Neuras- 
th6nique,” in which is shown all that can be expected 
from hygiene as a curative and preventive factor. Finally 
the ( ‘ Trait6 de Pathologic Mentale, ” published under his chief 
direction, constitutes a veritable monument of actual medical 
literature. Only a few days later followed the death of 
Dr. L&on LabbS. Former interne of the Paris hospitals, 
agrkgi of the faculty with a thesis on the coxalgias, and 
surgeon of the hospitals in 1864. he was during a quarter 
of a century one of the most able and consulted as well 
as successful operators. He published some much-read 
works on tumours of the breast and of the abdominal 
wall, and his <> Le 9 ons de Clinique Chirurgicale.” He was 
Senator for the Orne, Commander of the Legion of Honour, 
and member of the Academy of Medicine and of the 
Academy of Sciences. His death occurred suddenly at. 
83, which age he had reached without an infirmity. 
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NATIONAL HEALTH INSURANCE. 


Notification erf Meruit* Order. 

At a recent meeting of the London Panel Committee the 
adjourned report of the Finance and General Purposes Sub¬ 
committee was considered, and a resolution was adopted 
4 ‘that the Panel Committee are of opinion that it is very 
desirable that the medical care and treatment of cases of 
measles and whooping-cough should remain in the hands of 
general practitioners, and should not be transferred to 
full-time medical officers appointed by the local autho¬ 
rities for such purpose, and still less to nurses, who in 
effect would be acting as unqualified medical practi¬ 
tioners." It was farther recommended that the atten¬ 
tion of the General Medical Council, the British Medical 
Association, and the Medical Defence Union should be 
called to the matter. The question referred to has arisen 
out of the Order of the Local Government Board as to the 
notification and nursing of cases of measles, and out of the 
scheme prepared in this connexion by the Central Council 
for District Nursing in London. This scheme proposes that 
it should be made possible for cases of measles and whooping- 
cough to be attended by nurses without the direct supervision 
of a medical practitioner. It is suggested that the nurses 
should be directed to advise the calling in of medical assist¬ 
ance if serious symptoms should be observed by them. This 
would leave the nurses to detect dangerous symptoms, and 
assign to medical men the responsibility of attending serious 
cases only, while denying to them the experience to be gained 
by treating measles and whooping-cough in their simpler 
forms, as well as the emoluments to be earned by so doing. 
The report of the subcommittee referred to pointed out that 
no provision is proposed for the payment of the medical men 
called in to attend the more serious cases except that the 
local authorities should make arrangements with medical 
practitioners or should employ an assistant to the medical 
officer of health. 

Panel Practitioners' Accounts for 1914 • 

The London Panel Committee recently passed a resolution 
with a view to bringing about, if possible, a final settlement 
of the accounts of the practitioners upon the London panel 
for the year 1914. When it is considered that the resolution 
referred to was carried on March 21st, 1916, its terms do not 
appear to be unduly forcible. It was agreed 4 k that the 
Panel Committee do strongly represent to the Commissioners 
the growing indignation of the practitioners on the panel 
at the delay which has occurred in effecting the final 
settlement of the practitioners’ accounts for the medical 
year 1914." And the resolution concluded by stating that 
the delay in the payment of the moneys so long overdue is 
“ most regrettable, and that the Insurance Commissioners 
and the Insurance Committee be so informed." The 
Panel Committee, however, had to occupy itself also 
with the even more remote prospect of payment for the year 
1915, with regard to which it decided to take into considera¬ 
tion the period of time which must elapse before the 
calculation of the amount of accounts would be possible, and 
it accordingly passed a resolution 44 that the practitioners on 
the panel be invited to communicate to the committee their 
views as to the desirability of pressing for emergency settle¬ 
ment of their accounts for the medical year 1915." 

Morning Consultation Hmrr for National Health Insurance 
Doctors in Dundee. 

At a meeting of the Dundee Insurance Committee held on 
April 19th the vexed question of the morning consultation 
hour was again under discussion. Carrying out the finding 
which was come to at a meeting of the Dundee National 
Insurance Committee held on Jan. 19th, where by 13 votes to 
10 it was decided that doctors on the panel should be asked 
to give one hour in the morning for consultation, the doctors 
were asked at what hour in the morning they were willing 
to be in attendance for consultation, or what alternate 
proposal they had to make, so that insured persons 
might have opportunities for consultation in addition 
to the evening hours already fixed. The Medical 
Benefit Committee reported that in view of the nature of 
the replies, they regretted to say that they had been unable 
to give effect to the desire of the Insurance Committee. Of 
the doctors who had replied, one undertook to see patients 
at his surgery between 9 and 10 a.m. ; four (two of whom 
were in Broughty Ferry and one in Monifieth) stated that 


they had already day consulting hours; four Btated that if 
they were at home at any hour at which insured persons 
called they attended to them ; and nine declined to give 
further facilities for consultation. The question was put as 
to whether it was possible to bring pressure on the doctors to 
carry out the wish of the Insurance Committee. The chair¬ 
man replied that they had entered into contracts with the 
doctors for the current year on the basis formerly arranged, 
and they had no power to break their contracts. The 
Committee in arranging new contracts could deal with the 
matter. 


THE THIRD REPORT OF THE YELLOW 
FEVER COMMISSION. 


In The Lancet of Jan. 23rd, 1915, p. 196, we commented 
upon the First and Second Reports of the Yellow Fever Com¬ 
mission, which brought the account of the incidence of the 
disease in our West African colonies up to the end of May, 
1914. Since then cases of yellow fever have been reported 
in Nigeria as well as on the Gold Coast and in the Northern 
Territories, making, up to September, 1915, a total of 82 
attacks, of which 45 occurred in Europeans (including 4 
Syrians) and 37 in natives ; 25 of the Europeans died, but 
only 4 natives. The outbreak of war interfered with the 
carrying out of the investigations, as a number of the 
members of the West African Medical Staff who were 
engaged in this work had to be recalled. Since the publica¬ 
tion of the last report Dr. Andrew Balfour, C.M.G., has been 
appointed by the Secretary of State for the Colonies to be a 
member of the Commission. Already two supplementary 
volumes containing reports by the investigators under the 
Commission, and others, have been issued, and these were 
noticed in The Lancet of Feb. 5th. A third volume is in 
preparation. 

The Nature of the Seidelin Bodies and their Relation to 
Yellow Fever. 

In accordance with the intention expressed in their second 
report, the Commission now proceed to deal with the question 
of the occurrence and significance of the protozoon-like 
bodies, discovered in 1909 by Dr. Harald Seidelin, in the blood 
and tissues of patients suffering from yellow fever, to which he 
gave the name of Parapleusma Jlavigenum , claiming that this 
was the specific parasite of yellow fever. The Commission 
now give a critical review of the evidence for and against 
Dr. Seidelin’s claim. The investigations undertaken by the 
Commission’s experts as well as the researches carried out by 
other authorities have thrown fresh light upon the question 
at issue and appear to justify the conclusions now arrived at 
by the Commissioners and appended to their third report. 
Great care, it may be added, has been taken to state Dr. 
Seidelin’s case as far as possible in his own words so as to 
avoid controversy arising later, if points had been imperfectly 
stated or omitted, upon which he placed special importance. 

Among the chief opponents of Dr. Seidelin’s claims are 
mentioned Dr. Schilling-Toigau, of Hamburg, and Dr. 
Agramonte. of Havana, both of whom maintained that 
similar bodies had been found in the blood of persons in 
other conditions than yellow fever. It became clear to the 
Commission that if it could be definitely shown that similar 
bodies are of frequent occurrence in the blood or tissues of 
man and animals apart from any suspicion of yellow fever, 
obviously the whole contention must fall to the ground, and 
there could be no necessity for any further discussion as to 
their specific nature. The work is quoted of Dr. David 
Thomson, who examined in London the blood of 25 normal 
guinea-pigs for the presence of Seidelin’s bodies, and 
who found in all of the animals bodies resembling them. 
In Dr. Thomson’s opinion the majority of these bodies were 
artefacts and could not be considered as protozoal in 
nature. Lieutenant-Colonel David Harvey, R.A.M.C., at 
the request of the Commission, undertook the examina¬ 
tion of normal and inoculated guinea-pigs, and found in 
practically every slide one or two bodies which simulated 
the “ paraplasmata.’’ Further, Dr. C M. Wenyon and Dr. 
G. C. Low, of the London School of Tropical Medicine, 
published in the Journal of Tropical Medicine for December, 
1914, a paper, quoted by the Commission, showing the 
occurrence of Seidelin’s bodies in normal guinea-pigs born 
and bred in England, and these bodies it was almost 
impossible to separate from pure artefacts. 
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Conclusions. 

The evidence submitted to them has led the Commissioners 
to the following conclusions :— 

1. No proof has been given that the bodies named Para- 
plasma Jlavigenum are of protozoal origin. 2. Under that 
name a number of microscopic objects are included. 

3. Excluding artefacts, the origin of most of these objects 
is at present uncertain, and so far none has been proved to 
possess any definite physiological or pathological significance. 

4. There is, so far, no reason to regard any of these objects 
as the cause of yellow fever. 5. The nature of the virus of 
yellow fever still remains undetermined. 

The report is signed by all the Commissioners—namely, 
Sir James Kingston Fowler, Professor W. J. Simpson, Sir 
Ronald Ross, Sir William Leishman, and Dr. Andrew 
Balfour, in whose unanimous and definite decision the 
medical profession can place the most implicit confidence. 
Their final opinion on Dr. Seidelin’s claim will nevertheless 
be a disappointment to those who had hoped that the specific 
parasite of yellow fever had been discovered, and that the 
finding of the Paraplasma Jlavigenum in the blood of a 
patient would settle a disputed diagnosis of yellow fever. 


THE SERVICES. 


Royal Navy Medical Service. 

H. W. L. Molesworth to be temporary Surgeon. 

Army Medical Service. 

Colonel J. M. Irwin to be temporary Surge on-General 
whilst a Director of Medical Services. 

Royal Army Medical Corps. 

Temporary Honorary Lieutenant-Colonel Sir David 
Hardie, having ceased to be employed with the Australian 
Voluntary 7 Hospital, relinquishes his' commission. 

The undermentioned Lieutenant-Colonels to be temporary 
Colonels whilst Assistant Directors of Medical Services:— 
J. D. Alexander and A. W. Hooper, C.M.G., D.S.O. 

Major P. S. Lelean to be temporary Lieutenant-Colonel 
whilst Assistant Director of Medical Services. 

Captain A. D. Fraser to be temporary Major while com¬ 
manding a Field Ambulance. 

Temporary Captains J. P. Campbell and F. Charlesworth 
to be temporary Majors. 

The undermentioned temporary Lieutenants to be tem¬ 
porary CaptainsA. H. Corley, I. M. Grant, G. B. 
Nicholson, A. R. Rendle, G. D. Fairley, T. B. Carlyon, 
W. H. Sheffield, D. Wood, J. Keag, K. H. A. Kellie, W. 
Gilbertson, E. C. Bourdas, E. P. Satchell, H. W. Barnes, 
J. H. J. Davys, K. F. Sonntag, H. A. C. Swertz, J. B. 
Walker, H. J. de Brent, A. D. Howard, P. Kitchin, P. H. 
Hadfleld, J. C. Glen, D. Gillies, A. Emery, J. B. Alexander, 
C. A. Robinson, J. P. Howe, H. H. Folker, L. H. Walsh, F. 
Bryan, C. C. de B. Daly, B. H. Leigh, S. C. Dyke, W. N. 
Parker, T. W. Kelly, W. B. Heywood, R. A. Flynn, W. Beck, 
E. F. Greene, 8. H.'Hall, F. G. Bullmore, H. R. 8edgwick, 
E. Allan, J. D. Gunn,D. C. Graham, R. L. Ritchie, E. M. J. 
O’Farrell, W. C. W. Glenny, J. A. Gentle, J. C. Rix, W. 
Hutchison, J. Wylie, B. H. S. Aylward. E. A. Aylward, A. G. H. 
Smart, R. McC. Paterson, W. Ha ward, B. S. Browne, C. Butler, 
R. Denman, J. D. Gimlette, E. R. Stone, W. D. Wilkins, 
W. Harvey, H. B. Taylor, H. B. Shepherd, J. Craig, P. A. 
McCarthy, W. A. Slater, H. Grey, B. M. Carruthers, C. H. 
Armitage, F. J. Fahy, E. W. S. Martin, W. J. F. Symons, 
R. A. Banbury, T. Johnston, A. G. Southcombe, W. V. 
Robinson, B. W. Cohen, N. C. Talbot, F. H. Moran, C. F. 
Strange, E. E. Isaac, C. J. Nicholson, F. T. D. Clindening, 
N. Mcl. Falkiner, J. W. Bennett, R. L. Williams, T. D. Jago, 
C. H. Hopwood, A. J. H. Boy ton, C. B. Dobell, H. Crichton, 
T. Fearnhead, C. L. Chalk, F. L. Underwood, E. M. le P. 
Power, G. B. Brown, L. Rose, W. Kirk, T. P. Gray, J. R. H. 
Ross, J. M. Twentyman, M. Hall, A. E. Carsberg, G. H. S. 
Letchworth, C. E. W. Wilmot, H. A. Upward, E. V. Hunter, 
J. B. Mason, H. H. K. Sparrow, W. Leggett, J. T. Hurst, 
B. B. Ferrar, R. Buchanan, W. W. Banham, R. S. Dewar, 

G. M. Elliott, A. C. Profeit, I. A. Davidson, N. G. W. David¬ 
son, W. Macdonald, A. H. D. Smith, W. E. Cooke, W. H. 
Hooten, F. S. Campbell, A. A. Rutherford, D. McK. Reid, 

H. H. Robinson, H. T. Prince, A. W. Tabuteau, C. W. Jenner, 
J. H. Mason, W. W. Dickson, and A. L. E. F. Coleman. 

Temporary Lieutenants Tom Bates and T* H. Lunney 
relinquish their commissions. 

The undermentioned to be temporary Lieutenants: B. R. 
Roberts, A. B. Tucker, G. C. W. Williams, S. Littlewood, 
J. G. Ross, F. W. Davidson, C. Stanley-Clarke, W. B. 
Anderson, A. E. Harrisson, D. Robs, S. Robson, W. M. 
Thomas, R. T. Taylor, A. E. Pinniger, H. L. Morrow, J. 
Harvey, W. Ward-Smith, J. R. Hall, J. P. Low son, P. J. 
Murray, J. MacF. Donnan, D. J. Drake, P. Milnes, R. A. 
Leembruggen, J. F. C. O’Meara, C. G. Skinner, A. M. Bayne, 


W. Anderson, R. Butterworth, A. F. Wright, J. C. Houston, 
W. F. Dunlop, and C. W. Aikman. 

The undermentioned temporary Honorary Lieutenants to 
be temporary Lieutenants : J. E. C. Maguire, J. G. Ackland, 
and W. R. White-Cooper. 

F. C. Wilkinson to be temporary Honorary Lieutenant 
while employed at No. 6 British Red Cross Liverpool 
Merchants’ Mobile Hospital. 

Canadian Army Medical Corps: Captain F. A. Brocken- 
shire (Canadian Militia) and E. M. Campbell to be temporary 
Captains. 

Special Reserve of Officers. 

Captain R. G. J. McEntire resigns his commission on 
account of ill-health. 

Territorial Force. 

Army Medical Services. 

Lieutenant-Colonel E. V. Goatling, from East Anglian 
Field Ambulance, to be A.D.M.S., East Anglian Division, 
with the temporary rank of Colonel. 

Lieutenant-Colonel T. F. Dewar, from D.A.D.M.S., to be 
A.D.M.S., Central Force, with the temporary rank of Colonel. 

Royal Army Medical Corps. 

North Midland • Mounted Brigade Field Ambulance: 
Captain L. A. Dingley to be temporary Major whilst in 
command of a Field Ambulance. 

South Midland Mounted Brigade Field Ambulance: Lieu¬ 
tenant A. C. O. Brown to be Captain. 

West Lancashire Field Ambulance: Lieutenant J. St. G. 
Wilson to be Captain. 

South Midland Casualty Clearing Station: Lieutenant 

C. W. T. Baldwin to be Captain. 

Highland Field Ambulance: R. Grey to be Lieutenant. 

North Midland Field Ambulance: Lieutenant J. B. 
McLean to be Captain. 

Welsh Field Ambulance: R. Griffith (late Major, Royal 
Welsh Fusiliers) to be Major; Captain E. L. Anderson, 
from Attached to Units other than Medical Units, to be 
Captain ; and K. F. R. Davison to be Lieutenant. 

Southern General Hospital: Captain W. J. Foster, from 
Territorial Force Reserves, to be Captain, and is seconded 
for duty at Reading War Hospital; and Lieutenant R. 
Ditchings to be Captain. 

East Anglian Field Ambulance: Captain W. J. Dearden 
relinquishes his commission on account of ill-health. 

London Field Ambulance: Lieutenant (temporary Captain) 

D. J. Scott to be Captain. 

London General Hospital: Lieut. L.N. Reece to be Captain. 

Attached to Units other than Medical Units .—Captain (tem¬ 
porary Major) M. B. Ray to be Major. Surgeon Captain J. 
Owen, from Lancs (Fortress) Engineers, to be Captain. 
Lieutenants S. O. Bingham and- G. Johnston to be Captains. 
Lieutenant A. C. O. Brown, from South Midland Mounted 
Brigade Field Ambulance, to be Lieutenant. 

Deaths in the Services. 

Lieutenant-Colonel W. Woodforde-Finden, I.M.S. (retired), 
on April 27th. He entered the service in 1866 and sub¬ 
sequently did duty with the 94th Foot, the 11th Bengal 
Cavalry, the 2nd Gurkhas, the 13th Bengal Infantry, and tne 
7th Bengal Cavalry. He was on Lord Lytton’s staff at Simla 
in 1876 and on Sir Donald Stewart’s staff in Afghanistan, 
1878 to 1880. He took part in the march with Lord Roberts 
for the relief of Kandahar (mentioned in despatches, medal 
with clasp, and the bronze star). He served m Burma, 1887 
to 1888, and on the North-West Frontier of India in the 
second Miranzai Expedition, 1891 (medal with clasps). He 
retired in 1891. 


VITAL STATISTICS. 


HEALTH OF ENGLISH TOWNS. 

In the 96 English and Welsh towns with populations 
exceeding 50,000 persons at the last Census 7225 births 
and 5435 deaths were registered during the week ended 
Saturday, April 22nd. Tne annual rate of mortality in 
these towns, which had been 17-7,17*7, and 17-4 per 1000 in 
the three preceding weeks, fell in the week under notice to 
16*4 per 1(XX) of their aggregate civil population estimated at 
17,312,295 persons in 1915. Among the several towns the 
death-rate ranged from 5*3 in Oxford, 7*4 in Wimbledon, 
8*3 in Stockport, 8*8 in Leyton, and 9*2 in Wallasey, to 23*0 in 
Bath, 23*8 in West Hartlepool, 24*0 in Swansea, 25*3 in 
Sunderland, and 26*9 in Tynemouth. 

The 5435 deaths from all causes were 331 fewer than the 
number in the previous week, and included 416 which were 
referred to the principal epidemic diseases, against 381 and 
452 in the two preceding weeks. Of these 416 deaths, 146 
resulted from whooping-cough, 121 from measles, 66 
from infantile diarrhoea! diseases, 57 from diphtheria, 22 
from scarlet fever, and 4 from enterio fever, but not one 
from small-pox. The annual death-rate from these diseases 
was equal to 1*3, or 0*1 per 1000 below that recorded in the 
previous week. The deaths attributed to whooping-cough, 
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which had been 134, 141, and 182 in the three preceding 
weeks, fell to 146, and included 35 in London, 20 in Bir¬ 
mingham, 14 in Manchester, 12 in West Ham, and 5 in 
Croydon. The deaths referred to measles, which had 
been 122,121, and 120 in the three preceding weeks, numbered 
121, and caused the highest annual death-rates of 2*1 in 
8toke-on-Trent, 3*1 in Dudley, 3*3 in Swansea, 3*5 in 
Rochdale, and 3'6 in Stockton-on-Tees. The deaths of infants 
(under 2 years) from diarrhoea and enteritis, which bad 
been 66, 50, and 57 in the three preceding weeks, rose 
to 66, of which 12 were registered in London, 6 in Stoke- 
on-Trent, 5 in Manchester, and 4 each in Birmingham, 
Liverpool, and Salford. The deaths attributed to diph¬ 
theria, which had been 71, 45, and 65 in the three preceding 
weeks, fell to 57, and included 16 in London, 6 in Bir¬ 
mingham, 5 in Liverpool, and 3 each in West Ham, St. 
Helens, and Bradford. The deaths referred to scarlet fever, 
which had been 20, 15, and 16 in the three preceding 
weeks, rose to 22, of which 8 occurred in London, 3 in Man¬ 
chester, and 2 in Bolton. The fatal cases of enteric fever, 
which had been 7, 8, and 12 in the three preceding weeks, 
declined to 4, which were recorded in Exeter, Salford, Leeds, 
and West Hartlepool respectively. 

The number of scarlet fever patients under treatment in 
the Metropolitan Asylums Hospitals and the London Fever 
Hospital, which had been 1768,1778, and 1717 at the end of 
the three preceding weeks, fell to 1679 on April 22nd ; 
191 new cases were admitted during the week, against 214, 
252, and 163 in the three preceding weeks. These hospitals 
also contained on the aforementioned date 1355 cases of 
diphtheria, 232 of whooping-cough, 161 of measles, and 39 of 
enteric fever, but not one of small-pox. The 1323 deaths 
from all causes in London were* 109 fewer than in 
the previous week, and corresponded to an annual death- 
rate of 16-0 per 1000. The deaths referred to diseases of 
the respiratory system, which had declined from 405 to 323 
in the five preceding weeks, further fell to 314 in the week 
under notice. 

Of the 5435 deaths from all causes in the 96 townB, 174 
resulted from violence, 388 were the subject of coroners’ 
inquests, and 1522 occurred in public institutions. The 
oauses of 47, or 0*9 per cent., of the total deaths were 
not certified either by a registered medical practitioner or 
by a coroner after inquest. All the causes of death were 
duly certified in Sheffield, Leeds, Bristol, Bradford, Notting¬ 
ham, and in 66 other smaller towns. Of the 47 uncertified 
causes, 9 were registered in Birmingham, 4 in Gateshead, 
and 3 each in Southend-on-Sea, Liverpool, Sunderland, and 
South Shields. _ 


HEALTH OF SCOTCH TOWNS. 

In the 16 largest Scotch towns with an aggregate popula¬ 
tion estimated at 2,372,000 persons at the middle of this year, 
1113 births and 791 deaths were registered during the week 
ended Saturday, April 22nd. The annual rate of mortality 
in these towns, which had been 19*6, 20*5, and 17*6 
per 1000 in the three preceding weeks, fell to 17*4 per 
1000 in the week under notice. Among the several towns 
the death-rate ranged from 11*2 in Kilmarnock, 11*5 in 
Kirkcaldy, and 12*6 in Clydebank, to 20*1 in Paisley, 26*3 in 
Coatbridge, and 28*9 in Greenock. 

The 791 deaths from all causes were 10 below the number 
in the previous week, and included 67 whioh were re¬ 
ferred to the principal epidemic diseases, against 77 
and 75 in the two preceding weeks. Of these 67 
deaths, 31 resulted from measles, 14 from whooping- 
cough, 9 from infantile diarrhoBal diseases, 6 from diph¬ 
theria, 5 from scarlet fever, and 2 from enteric fever, 
but not one from small-pox. The annual death-rate from 
these diseases was equal to 1*5, against 1*3 per 1000 in the 
large English towns. The deaths attributed to measles, 
which had been 52, 36, and 42 in the three preceding weeks, 
fell to 31, and included 14 in Glasgow, 6 in Greenock, 
3 in Paisley, and 2 each in Edinburgh and Aberdeen. 
The deaths referred to whooping-oough, which had been 
8, 10, and 4 in the three preceding weeks, rose to 14, 
of which 7 occurred in Glasgow and 3 in Coatbridge. 
The fatal cases of diarrhoea and enteritis (among 
infants under 2 years), which had been 18, 8, and 
13 in the three preceding weeks, fell to 9, and 
included 3 in Dundee and 2 each in Glasgow and 
Aberdeen. The 6 deaths attributed to diphtheria were 
2 below the average in the three preceding weeks, and 
included 2 each in Glasgow and Edinburgh. The deaths 
referred to scarlet fever, which had been 7,14, and 8 in the 
three preceding weeks, further declined to 5, and comprised 
2 each in Glasgow and Edinburgh and 1 in Paisley. The 
fatal cases of enteric fever were recorded in Glasgow and 
Hamilton. 

The deaths referred to diseases of the respiratory system, 
which had been 189, 193, and 167 in the three preceding 
weeks, numbered 168 in the week under notice, and exceeded 
by 23 the number registered in the corresponding week of 
last year. The deaths from violence numbered 24, against 
39 ana 23 in the two preceding weeks. 


Camspanbme. 


“Audi alteram partem." 

THE STUDY OF APPLIED PSYCHOLOGY. 

To the Editor of The Lanobt. 

Sib, —I have been particularly interested in Mr. J. H. 
Parsons's letter in your issue of April 22nd, not only because 
I and several others associated with me hold precisely 
similar views, but also because we have already formed a 
society on the lines which Mr. Parsons specifies. 

The Society for the Study of Orthopsychics, of which I 
happen unworthily to be the first President, was inaugurated 
on July 15th, 1915, despite the opinion of many that “the 
present time is little suited for embarking on a project of 
this nature,” its avowed objects being (1) the study of human 
character, social and individual, and of the conditions of its 
proper development and control; (2) the training of students 
in applied psychology ; (3) the promotion of general interest 
in this study by lectures, discussions and other means. 

At a quarterly meeting of this society at the University of 
London Club on April 12th there was a symposium on its 
prospective work by Mr. Cyril Burt, Mr. Cecil Chapman, J.P., 
Professor Hobhouse. Professor Carveth Read and myself, 
and if we had had the pleasure of Mr. Parsons's presence 
at the meeting he would have agreed that the speakers 
accurately voiced his views. Moreover, the oligarchical 
constitution of our society is just that which Mr. Parsons 
has outlined, and for the same reasons. The govern¬ 
ment is in the hands of the “ Members of Council” 
who are a limited number of psychologists and others 
directly interested in some branch of applied psychology. 
“ Members,” in whom some knowledge of psychology 
is presupposed, are elected by the council. There are 
also Associates “interested in the aims of the society” 
and students. This society, which originated in the 
psychological laboratory of the Medico-Psychological Clinic 
at 30, Brunswick-square, where it has its offices, is in touch 
with certain committees of war research, some of its students 
are already prepared to undertake research in applied 
psychology, and the financial position is sound. 

The present members of council are Dr. F. Aveling, Mr. 
C. Burt, Mr. Cecil Chapman, Mr. J. C. Flugel, Mr. J. St. G. 
Heath, Professor J. T. Hobhouse, Miss M. R. N. Holmer, 
Sir Lawrence Jones, Dr. LI. Wynn Jones. Mr. Homer Lane, 
Mr. George Montagu, Miss J. M. Murray, Professor T. Percy 
Nunn, Professor Carveth Read, Miss J. Turner, and myself. 
Further particulars can be obtained from the secretary, Dr. 
Wynn Jones, at 30, Brunswick-square, W.C. 

Mr. Parsons's letter has induced me to notify our existence 
in order, if possible, to avoid the multiplication of societies 
having the same objects. 

I am. Sir, yours faithfully, 

Cavendish-square, W., May 1st, 1916. W. H. B. S TODD ART. 


THE TREATMENT OF COLITIS AND 
PROCTITIS AND OF ULCERATION 
OF THE RECTUM AND COLON. 

To the Editor of The Lanobt. 

Sir,—T here has been a good deal written during the 
past year in various medical journals on the above subjects 
but I have not seen any mention of a valuable method of 
treatment in these conditions—viz., ionisation with zinc 
sulphate 1 or 2 per cent, solutions. The method is simple 
and painless and easy to apply if a few simple instructions 
are followed. 

The bowel should be as free as possible from gas, faecal 
material, blood, and mucus, and, if necessary, should be 
washed out with warm water previously. A large pad, about 
10 by 8 inches, of about 12 thicknesses of lint, damped with 
warm saline solution and attached to the negative pole of a 
battery, is bandaged on the upper part of the abdomen, or 
the lower part if the rectum only is to be treated. A rectal 
electrode is lubricated and then inserted into the bowel to 
just beyond the sphincters. A good pattern is made by 
Messrs. Down Bros. ; it consists of a rubber tube 15 inches 
long and half an inch in diameter. One end is closed 
and it has a lateral opening near that end. The other 
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end is closed by a vulcanite tap. Attached to the tap 
is a binding screw which is connected with a zinc spiral 
inside the tube and which extends nearly to the hole in the 
other end. A rubber tube attached to an ordinary irrigator 
is slipped on to the free end of the tap. The irrigator is 
charged with warm zinc sulphate solution. Enough solution 
is allowed to slowly run into the bowel, till it is estimated 
that the whole of the diseased part is full of the solution. 
The positive wire from the battery is fixed to the binding 
screw previously. The current is now turned slowly on to 
about 20 or 40 milliamp&res, according to the patient’s 
sensations, and allowed to act for about 5, 10, or 15 minutes, 
according to the patient’s tolerance. If the bowel is 
irritable it is advisable to insert a suppository containing 
2 grains of phosphate of codeia, or something of that kind, 
an hour before the operation. A bed-pan should also be 
placed under the patient in case there is an urgent call to 
empty the bowel. At the end of the time the current must 
be turned off again very slowly. At the next application the 
negative pad should be placed on the back, then on one 
side, and then on the other, so that the bowel is effectively 
treated all round. If not too high up the sigmoidoscope 
will show on which side ulceration, if present, is most 
marked ; the negative pole should then be applied mostly 
to that side. In addition to curing ulceration and 
inflammation, Dr. C. Russ has shown that the positive 
pole attracts bacteria to itself and kills them. 1 It 
would be very interesting to investigate if this is the case 
with the many strange organisms found in the bowels of our 
soldiers returning from the East. If the rectum only is 
affected it is best to treat the patient in the sitting position, 
as then less solution is required in the bowel, the solution 
remaining in the rectum by gravity and not running up into 
the colon, and so has a better chance of being retained the 
requisite time. If the solution is only retained a few minutes 
at first this should not cause discouragement, as it will soon 
be retained longer. At first with an irritable bowel the 
weaker solution should be used ; the strength can be increased 
as the bowel becomes more tolerant. As recovery takes place 
the suppository may not be necessary. 

The above treatment can be carried out daily, its duration 
and the strength of current being estimated by the patients’ 
comfort and ability to retain the solution. After the treat¬ 
ment is finished and the rectal electrode has been removed 
the zinc solution is evacuated by the patient in the ordinary 
way. I am, Sir, yours faithfully, 

Aslett Baldwin, F.R.C.S. Eng., 

Senior Surgeon, West London Hospital; Surgeon to 
St. Mark’s Hospital for Diseases of the Rectum, Ac. 

Manchester-square, W„ May 1st, 1916. 


THE TRANSLATION OF JUNG’S 
ANALYTICAL PSYCHOLOGY. 

To the Editor of Thb Lancet. 

Sir,—I am obliged to Dr. M. D. Eder for pointing out the 
error in a publisher’s list, which I have since ascertained to 
be that of Messrs. H. K. Lewis and Co. My share in the 
book is merely that of editor, only one paper, and that from 
the French, being translated by me. Five different persons 
have contributed translations from the German, but, as your 
correspondent says, he and his wife have done the lion’s 
share. I am. Sir, yours faithfully, 

Harley-placc, W., May 2nd, 1916. CONSTANCE E. LONG. 


MEDICAL MEDALS. 

To the Editor of The Lancet. 

Sir,—T he Army Medical Museum at Washington, D.C., 
possesses a valuable collection of medals relating to 
medicine, which was started and fostered by the late Dr. 
John 8. Billings, and it is highly desirable that this collec¬ 
tion should be added to and completed as far as possible. 
To this end the assistance and advice of physicians who are 
collectors of medical medals is respectfully solicited. The 
museum appropriations will avail to purchase individual 
medals which are not in our collections, the purchase of 
private collections, or of individual items in them, will be 
carefully considered, private donations of separate medals 
or groups of medals will be most welcpme and will be 
duly credited to the donors, and the transmission of 

1 Thb Laxcxt, Feb. 14th, 1914, p. 447. 


catalogues of medals for sale is requested. If physician- 
collectors will bring this notice to the attention of anti¬ 
quarian establishments having medals for sale, the favour 
will be most highly appreciated. 

I am, Sir, yours faithfully, 

C. C. McCulloch, 

Lieutenant-Colonel, Medical Corps, U.S. Army ; 

Librarian, Surgeon-General’s Office. 

War Department, Office of the Surgeon-General, Army Medical 
Museum and Library, Washington, D.O., April 14th, 1916. 


FUNCTIONAL NERVOUS DISEASE. 

To the Editor of The Lancet. 

Sir,—I have re-read Dr. C. A. Mercier’s letter in reference 
to which I accused him of attacking “the whole theory of 
the rational treatment of incipient mental disturbance ” and 
am bound to admit that there is no justification for so 
sweeping a statement. But I did not claim any novelty for 
the idea that it is desirable to diagnose the cause of a 
disease or to obtain the confidence of the patient. “ Obtain¬ 
ing the confidence of the patient ” may be achieved in many 
ways, of which the tracing of the causes of the mental 
trouble and enabling the sufferer to appreciate their nature 
is unfortunately not a common one. “ Every physician worth 
his salt may have been practising it since the time of 
yKsculapius,” but obtaining the confidence of the patient 
is one thing and understanding the etiology of his trouble 
is another. If the physician’s chief aim is to do the former 
without the latter, it cannot too emphatically be insisted 
that his achievement does not rank much higher than that 
of every practitioner of the confidence trick worth his salt. 
Moreover, is it not true of those suffering from many forms 
of incipient mental disease that confidence in their physician 
is not at all one of their obvious attributes ? 

The greater part of Dr. Mercier’s letter in The Lancet 
of April 29th deals with the psycho-analysts and does not 
concern me. I am, Sir, yours faithfully, 

G. Elliot Smith. 

The University of Manchester, May 1st, 1916. 


THE ANNUAL GENERAL MEETING OF 
THE BRITISH DENTAL ASSOCIATION. 

To the Editor of The Lancet. 

Sir, —The papers and discussions at the annual general 
meeting of the British Dental Association, to be held at the 
house of the Royal Society of Medicine on June 15th, 16th, 
and 17th, will be entirely devoted to the important subject 
of war injuries and gunshot fractures of the jaws and the 
best methods of treatment. There will also be an exhibition 
of appliances and splints as improved and adapted for the 
mpst efficient use under the new war conditions. May I, by 
your courtesy, appeal to those of your readers who have 
been treating cases of jaw injuries to contribute models, 
appliances, splints, skiagrams, &c., to the exhibition ? It is 
particularly requested that in sending exhibits the following 
points should be observed: 1. The case containing the 
exhibit should include a note of the exhibitor’s name and 
address and a list of all the exhibits contained in the case. 
2. That each part of the exhibit should have the exhibitor’s 
initials attached to it by means of a small piece of gummed 
paper. 3. That all exhibits should reach the house of the 
Royal Society of Medicine, 1, Wimpole-street, W., not later 
than Friday, June 9th. 

I am, Sir, yours faithfully, 

F. N. Doubleday, 

Honorary Secretary, Museum Committee. 

19, Hmnover-square, W., May 2nd, 1916. 


West London Medico-Chiburgical Society.— 

A reception by the President and Council will be held at the 
West London Hospital on May 10th, at 8.30 p.m. Mr. James 
Cantlie will give an address on the work of the British Red 
Cross Society. There will be exhibits of Red Cross methods 
and appliances, and skiagrams and scientific instruments. 
Members are asked to bring guests, and ladies are particu¬ 
larly invited. Tickets, 5#. each person, and the whole of the 
proceeds, after paying expenses, will be given to the Officers* 
Families Fund, to be especially devoted to the families of 
officers of the Royal Army Medical Corps. Application for 
tickets, accompanied by a remittance, should be addressed 
to the Senior Secretary, Dr. Reginald Morton, 66, Harley- 
street, London, W. 
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The Casualty List. 

The following names of medical officers appear among the 

casualties announced since our last issue :— 

Accidentally Killed. 

Captain R. K. MacGregor, R.A.M.C., received his medical 
education at St. Bartholomew’s Hospital, qualifying in 
1911, and was in practice in Clerkenwell, London, before 
joining the R.A.M.O. in August, 1915. 

Died. 

Captain R. R. J. Holmes, R.A.M.C. 

Captain E. W. Dean, Australian A.M.C. 

Lieutenant G. V. Fletcher, R.A.M.C., qualified in 1899, and 
was in practice at Birkenhead before joining the 
R.A.M.C. in May, 1915. 

Captain E. B. Hartnell, R.A.M.C., was a student at Guy’s 
Hospital, London, qualifying in 1892, and was in prac¬ 
tice at Bridgwater, Somerset, previous to joining the 
R.A.M.C. in April, 1915. 

Died of Wounds. 

Fleet-Surgeon W. R. Center, R.N., was educated at 
Edinburgh, University College, London, and Berlin, 
and qualified with honours at Edinburgh in 1893, joining 
the Royal Navy in 1896. 

Surgeon P. D. Pickles, R.N.V.R., was educated at Leeds 
Grammar School and Leeds University, qualifying in 
1908, and joined the Royal Naval Volunteer Reserve in 
1914 just before the outbreak of war, prior to which he 
was in practice at Earby, Colne. 

Wounded. 

Lieutenant T. D. Miller, R.A.M.C. 

Lieutenant A. Massey, R.A.M.C., attached to the Royal 
Irish Rifles. 

Captain J. C. Sale, R.A.M.O., attached to the Essex 
Regiment. 

Captain N. 0. Kapur, I.M.S. 

Missing. 

Captain J. H. Beilby, R.A.M.C., attached to a yeomanry 
regiment. _ 


The Dublin Revolt. 

The following casualties amongst medical officers are 
reported:- Wounded. 

Major C. A. J. A. Balck, R.A.M.C. 

Captain W. McK. H. McCullagh, R.A.M.C. 


Deaths among the Sons of Medical Men. 

The following sons of medical men must be added to our 
lists of those who have fallen during the war:— 

Lieutenant A. L. Johnston, Shropshire Light Infantry, son 
of Dr. G. F. Johnston, of Seyinour-street, London, W. 
Second Lieutenant G. T. Webb, Royal Fusiliers, youngest 
son of the late Dr. W. H. Webb, of Kingsbridge, Devon. 
Acting Lieutenant T. E. L. Marsh, Royal Marines, second 
son of Fleet-Surgeon Marsh, of Lies, Hants. 

Surgeon P. D. Pickles, R.N.V.R., eldest son of Mr. J. J. 

Pickles, M.R.O.S., L.R.C.P., of Camp-road, Leeds. 
Fleet-Surgeon W. R. Center, R.N., son of the late Surgeon- 
Colonel W. Center, I.M.S. 


The Honours List. 

The following promotions and appointments of medical 
officers for distinguished service in the field, all dated 
Jan. 1st, are announced :— 


To be C.B. —Temp. Col. W. Hunter, A.M.S.; Temp. Cc 
C. A. Ballance, M.V.O., A.M.S.; Temp. Col. A. W. I 
Robson, C.V.O., A.M.S.; Temp. Col. V. W. Low, A.M.S 
Temp. Col. J. P. Stewart, A.M.S.; Temp. Col. C. J. Symond 
A.M.S.; Temp. Col. W. Thorburn, A.M.S.; Temp. Col. C. 
Ryan, A.M.S.; Temp. Col. F. D. Bird, A.M.S.; Temp. Cc 
Sir V. A. H. Horsley, F.R.S., A.M.S. 

To be K.C.M.G. —&urg.-Gen. W. Babtie, V.C., C.B., C.M.< 
To be C.M.G.—Te mp. Col. A. H. Tubby, A.M.S.; Tern 
Col. A. E. Garrod, F.R.S., A.M.S.; Temp. Col. F. I 
Sandwitk, A.M.S.; Temp. Col. W. H. Willcox, A.M.S 


Maj. (temp. Lt.-Col.) C. H. Lindsay, R.A.M.C. (T.FJ; Lt.-Col. 
F. Etherington, Canadian A.M.C.; Lt.-Col. 8. H. McKee, 
Canadian A.M.C.; Maj. E. G. Davis, Canadian A.M.C. 

Distinguished Service Order. —Lt.-Col. E. V. Goatling, 
R.A.M.6. (T.F.); Maj. J. G. Bell, R.A.M.C. 

Military Cross.— Temp. Capt. W. N. Rishworth, R.A.M.C. 


The Supply of Medical Officers for the Navy 
and Army. 

The Central Medical War Committee has the authority of 
the Director-Geueral, Army Medical Service, for stating 
that a considerable number of medical men is required at 
once for service in the Royal Army Medical Corps. The 
development of military operations has caused a large pro¬ 
portion of the medical officers who have hitherto been 
serving in this country to be detailed for service abroad, 
and it is essential that there should be others ready to meet 
future demands. This request for officers has come before 
the enrolment scheme of the Central Medical War Com¬ 
mittee has been completed. The Committee is therefore 
compelled to ask for volunteers from among both the 
enrolled and the unenrolled. Those willing to join within 
a month should send their names at once to the Central 
Medical War Committee, 429, Strand, W.C., or make direct 
application to the War Office. 

The following letter, addressed to The Lancet by Sir 
Clifford Allbutt and Sir William Osier, describes the existing 
situation in clear terms :— 

During the next few weeks the course of events 
seems certain to lead to renewed fighting, to very many 
casualties, and to a call for more ana more doctors to tend 
the sick and wounded. The supply could be met—as, if other 
methods fail, doubtless it would be met—by conscripting 
medical men, but some time ago the War Office recognised 
that a certain scheme of voluntary enrolment could be made 
to give them what they wanted and in a better way. The 
working of the scheme, as is now well known, was entrusted 
in England and Wales to the Central Medical War Com¬ 
mittee, a committee representing the profession at large and 
the several medical corporations and schools, and in close 
touch with the Insurance Commission and the great Govern¬ 
ment departments which employ medical men. 

This scheme of voluntary enrolment, as contrasted with 
conscription, appears to present certain very great advan¬ 
tages, m which both the community at large and the 
individual practitioner w T ill have their share. In any 
circumstances some doctors must go, and some be kept 
at home, but whereas with conscription the task of selection 
might fall into the hands of local lay tribunals, the voluntary 
scheme provides that in each district it falls to a local 
committee of medical men, whose professional knowledge 
and knowledge of local conditions enables them to form a 
better judgment both of the needs of the civil community 
and the difficulties of the individual practitioner; while 
in any case from their decision an appeal lies to the Central 
Committee. 

This scheme of voluntary enrolment has been framed 
to secure also a due rotation of work and sacrifice, so that 
when the volunteer has completed the year of service for 
which he signs on he is free to return home, his place with 
the army being taken by another, an arrangement fairer to 
himself and better for his civil patients than indiscriminate 
compulsion. 

Now the success of the scheme obviously depends on the 
number of enrolments. If the response is meagre the Army 
Medical Department will be starved or rather conscription 
must come. Moreover, the correlative provision for the 
civil population and the fair distribution of sacrifice will be 
imperilled. It is true that the response so far has been fair, 
but with the spring campaign upon us the need for more 
men, and yet more, is so pressing that there is con¬ 
siderable anxiety even in respect of the immediate future. 
The scheme canonly work well if all, or practically all, our 
brethren of suitable age enrol themselves. However, we find 
that, not unnaturally, some are hesitating to enrol lest a lack 
of enrolments should expose them unfairly to be summoned. 
This cannot, in any case, happen, since the Committee has 
decided that no calls shall be made until 75 per cent, are 
enrolled. We are all proud of the record of our profession in 
the past, and of its splendid service in this war; we shall be 
still more proud if it rises to meet the crisis and will deal 
with it by voluntary effort. If by age and office we are 
sheltered from the claims of service, we know none the 
less clearly how hard is the call upon many of our 
younger brethren, with many of whom we have been in corre¬ 
spondence. Domestic duties or pecuniary claims may seem 
imperative ; surely, however, when in the day of victory the 
old relations are restored, the public will know how to 
reward those of us who, setting all else aside, obeyed the call 
of King and Country. 
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Let ns conclude, as we began, by saying that the need is now 
so urgent that the time for consideration cannot be pro¬ 
longed. By the enrolment of all who are of military age the 
burden of each will be lightened. 

The Central Medical War Committee, while continuing its 
work with unabated vigour, is considering the position in 
which its activities are placed by the new Bill for general 
compulsion under which medical men below the age of 41 
become liable for military service. The Bill introduces a 
factor which may complicate voluntary enrolment and 
prejudice the position of the civil population in respect 
of medical service. 


Exchange of Prisoners in Kut.— It is 

officially announced that a letter has been received from the 
Turkish Commander-in-Chief in which he agrees to exchange 
General Townshend’s sick and wounded for an equivalent 
number of Mahommedan Turkish prisoners. Hospital and 
other ships have been sent up to begin the evacuation. 

The Wounded Allies Relief Committee.— 

This committee is sending out almost at once further medical 
aid to the sick and wounded Serbian soldiers in Corfu. The 
first unit despatched, consisting of a medical man and three 
nurses, under an administrator, arrived in Corfu some weeks 
ago, and this unit is now, owing to the urgent need of the 
Serbians, about to be strengthened by the addition of one 
more doctor and seven more nurses, who will take with them 
large consignments of hospital stores, clothes, and food. 

Original bath caravans for Belgium .—The Wounded Allies 
Relief Committee is shortly sending to Belgium, for the 
benefit of soldiers at the front, two novel bath caravans 
that have been specially arranged to provide the greatest 
number of baths possible in the shortest time. The designer 
of the caravans is Mr. J. R. Anderson. A.M.I.C.E., M.I.M.E., 
who has done the work voluntarily. Since the caravans will 
be drawn by horses from place to place where water can be 
obtained from rivers or streams, dimensions of breadth 
and length have been the controlling factors in the case, and 
as the weight of the caravans must be within the power of 
two horses to draw, careful consideration has been necessary 
to details of construction in order to reduce weight to a 
minimum. Before arriving at a definite conclusion upon 
the question of fuel for heating water, consideration had to 
be given to the possible sources of supply in that part of 
Belgium where the troops are. At first it was thought that 
wood fuel would be best, but this idea was finally abandoned 
for petroleum, for reasons of easier transport and greater 
heating power. After considering the merits of petroleum 
fuel boilers in general, the boiler most suitable for the type 
of hot-water apparatus designed for the caravans was con¬ 
sidered to be the one manufactured by Messrs. Clarkson, of 
Chelmsford, which is used for motive power on the National 
Company’8 steam buses and carts. For the purpose of these 
cars, &c., steam is generated by the boiler, but for the 
“ bath caravans ” the heat evolved by the boiler will pass 
through an ingenious arrangement of tubes within a storage 
tank, to be quickly absorbed by the water contained in it 
for almost immediate use. Above the # storage tank is 
placed a secondary tank into which water will be pumped by 
manual labour through a pump attached to the caravan for 
feeding the storage tank under pressure, in order to keep 
up a continuous supply for filling baths by means of lengths 
of flexible hose. Before entering the supply tank the water 
will be screened and strained. While allowing some 10 to 12 
gallons of water per bath at about 120° F. and to be cooled 
down as necessary by the addition of cold water, and allow¬ 
ing 10 minutes per bath, it is estimated that 60 or more 
baths an hour will be possible. It is assumed that baths 
will be given continuously for perhaps 14 hours without 
cessation, in which case some 800 men should be dealt with 
in this time. For the moment, it is intended to construct 
two such caravans, which should afford accommodation for 
some 1600 men in 14 hours. Twelve enamelled light steel 
baths of commodious size, some 5 feet 3 inches long 
by about 2 feet 2 inches inside, will be carried on 
a caravan in specially arranged lockers with hinged 
flap doors opening outwards and downwards, and the 
baths will be “nested” one inside the other for easy trans¬ 
port. Along the roof of the caravan on either side will be 
fixed roller-controlled waterproof sheeting, to be pulled out¬ 
wards for securing it to light standard poles to form a 
weather-proof awning, while at the ends and sides easily 


attached sheetings will be provided to form a complete 
enclosure as found necessary. Within the enclosures thus 
formed the baths will be placed in rows, and grips will be 
cut in the ground, or loose wooden troughs laid down, for 
carrying off waste water to a suitable outlet. The hot-water 
apparatus with its tanks is placed in the rear of the caravan, 
and is conveniently arranged for outside management and 
control. It is also housed in a steel-plate compartment 
insulated from the caravan proper by a double-plate bulk¬ 
head partition filled in with non-conducting material for 
protection against fire. On either side of the boiler is 
a hot or drying closet, complete with rods and hanging 
hooks and slatted shelves for clothes and towels, and on 
either side of the caravan also is provided a Thresh’s 
emergency type of disinfector, enclosed within a steel-plate 
compartment, opening outwards, for dealing with clothes 
and garments requiring treatment, but as space is limited 
these disinfectors can only be on the small scale. None the 
less, they are sufficient in action and should be found very 
useful. Good sleeping accommodation for two men is pro¬ 
vided above the bath lockers, and in the centre of the 
caravan, approached from a door behind the driver’s seat, is 
a ventilated and lighted passage-way with a store cupboard 
of good size at the end, with a useful arrangement of deep 
shelves over it of the full width of the caravan. In addition, 
brackets and hooks and other fixings for carrying pump- 
gear, hoses for baths, Sc c.. are provided, and perhaps a 
portable cooking-stove will be carried. Under the driver’s 
seat is fitted and enclosed a sealed tank for the supply of 
liquid fuel sufficient for one day’s use, which will be 
recharged from barrels or kegs brought up from the supply 
base. 

War Fair at the Caledonian Market .—A War Fair is to be 
held under the auspices of the committee at the Caledonian 
Market, Caledonian-road, London, N., on June 6th and 7th. 
All large goods intended for the sale should be addressed 
to Mr. J. R. Hayhurst, the superintendent of the Cale¬ 
donian Market, who has arranged for warehouse accom¬ 
modation. Parcels can be sent to Messrs. Selfridge and Co., 
Limited, marked “ Caledonian, W. A. R. C.,” carriage paid. 
Donors of bulky and valuable goods who cannot undertake 
transport are requested to communicate with the “ Cale¬ 
donian ” Secretary of the Wounded Allies Relief Committee, 
at Sardinia House, Kingsway, W.C. 


OBITUARY OF THE WAR. 


MALCOLM EDWARD BALL, M.B., B.S. Lond., M.R.C.S., 
L.R.C.P., 

LIEUTENANT, ROYAL ARMY MEDICAL CORPS. 


Lieutenant M. E. Ball, who was in his thirty-first year, 



died from wounds received in the attack on the Turkish 
positions at Sanna-i-Yat on April 9th. He was the son of 
Mr. Alderman E. Ball, J.P., of Lewisham-hill, and was 

educated at the Roan 
School, Greenwich, 
and at New College, 
Margate. He subse¬ 
quently became a 
student at Guy’s Hos¬ 
pital, London, and 
qualified M R.C.S., 
L.R.C.P. in 1908, pro¬ 
ceeding to M.B., B.S. 
Lond. in 1909. He 
held house appoint¬ 
ments at Guy’s, and 
for a time was editor 
of the hospital Gazette. 
Later on he settled in 
practice at Emsworth, 
Hants. Last year he 
offered his services to 
the Royal Army 
Medical Corps and was 
given a commission in 
September. He was 
ordered to Suvla Bay, where he contracted dysentery, and 
was invalided to Malta. On recovery he went to the Persian 
Gulf. Lieutenant Ball leaves a widow and two children. 
A medical contemporary at Guy’s Hospital, himself in the 
Royal Army Medical Corps, writes: “By the death of 
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Malcolm Ball I and many others have lost a very dear friend. 
Vigorous in mind and body, he has always represented to 
me a charming combination of all the best qualities of a 
sportsman and gentleman. To say that he will be deeply 
•missed is but a poor way of expressing the blank sense of loss 
which his death has caused to those who knew and loved 
•him.” 


ROBERTSON STEWART SMYTH, M.D., B.Ch., 
B.A.O. Dub., 

MAJOR, ROYAL ARMY MEDICAL CORPS. 

Major Robertson Stewart Smyth died in London on 
April 5th. Born at Banbridge, Co. Down, on August 18th, 
1879, the fourth son of the late Mr. William Smyth, of 
Brookfield, Banbridge, he was educated at Dungannon Royal 
School. He proceeded later to Dublin University, and in 1904 

took his medical 
degrees, and passed 
the examination for 
the Royal Army 
Medical Corps. He 
was appointed house 
surgeon to Sir Patrick 
Dun’s Hospital for 
1905, and was seconded 
to enable him to take up 
this appointment. In 
1906 he joined the Royal 
Army Medical Corps, 
and the next year went 
to serve in India. In 
September, 1914, he 
went to France and 
served continuously 
until last December, 
when he was invalided 
home. Shortly before 
this he had been 
gazetted major, and in 
•January was mentioned in dispatches by Sir John French for 
distinguished conduct. Soon afterwards he retired from the 
army owing to ill-health, and three months later he died at the 
early age of 36. A friend writes : “ His lovable disposition and 
engaging personality gained him many friends, and at Dublin 
University he soon took a leading part in undergraduate life. 
Keen on all forms of sport, he especially excelled at football, 
and gained his place in the University “ fifteen ” in his 
second year. In 1902-3 he was captain of the “ fifteen,” 
and in the latter year and in 1904 was chosen to represent 
Ireland as a forward in international matches. When he 
joined the medical school he became a member of the class 
at Sir Patrick Dun’s Hospital, where he entered into every¬ 
thing both in medical work and in games with all the 
energy displayed at the University. He was captain of the 
team which won the hospital football cup in 1902. His 
death will be deeply regretted by all who knew him, and he 
will always be held in affectionate remembrance by the 
friends he made in his all too short life.” 


JOHN WILFRED STOKES, L.R.C.P. Lond., M.R.C.S., 

LIEUTKXANT-COLONKL, ROYAL ARMY MEDICAL CORPS (T.F.). 

The death of Lieut.-Colonel John Wilfred Stokes, at the age 
of 43, which took place as the result of shell shock in France, 
is a real loss to Sheffield. While engaged in the arduous duties 
of a general practitioner in a highly populous district he also 
acted as demonstrator of anatomy for many years in the 
University of Sheffield. His services in this direction were 
entirely voluntary, and were much appreciated owing to the 
regularity, punctuality, and zeal with which he discharged 
his duties in the anatomical department. In addition to 
being a stimulating teacher, he helped materially to equip 
the department with mounted specimens which were specially 
acceptable at a time when funds for departmental grants 
were very small. In his busy life lie managed to find time 
to publish papers on anatomical subjects in addition to 
dealing with medicine and surgery. His geniality and quiet 
humour, coupled with a frank, straightforward disposition, 
won for him great popularity with his colleagues and students 
alike, and his death is universally regretted. 


The Tragedy of the Wittenberg Camp. 

Lady Parker of Waddington writes from Aldworth, 
Haslemere, Surrey, in the following moving terms concerning 
the doctors who perished at Wittenberg when trying to save 
from typhus fever the piisoners of war who had been 
deserted by the German doctors: “Many of us feel 
deeply that some memorial should be put up to the 
memory of the three brave doctors who died at 
Wittenberg Camp of typhus while doing their utmost to 
alleviate the terrible sufferings and misery of the prisoners. 
The King has met all our wishes by the honours he has 
graciously bestowed on the gallant doctors who mercifully 
survived—Major H. E. Priestley, Captain A. C. Vidal, and 
Captain J. La F. Lauder ; and we now feel that the names 
of those who died should be remembered in the years to 
come. All will agree that if possible the memorial should 
take the form of helping to alleviate suffering and do some 
permanent good, but that must necessarily depend on the 
amount received. I will gladly receive and acknowledge the 
smallest sums. I do not ask for large contributions, which 
are wanted for countless other things, but I feel all women 
will wish to join in honouring the memory of such men.” 


Utebitd ftefos. 


Royal College of Surgeons of England.—A t 
the First Professional Examination for the Licence in Dental 
Surgery held on April 27th and 28th, the following candidates 
were approved in the subjects indicated :— 

Mechanical Dentistry and Dental Metallurgy.— Malcolm Beverley 
Burton, Guy’s Hospital; Gilbert LeedhanTClements, Birmingham 
University; Wallace Duncan Hatton, and Amin Maher, Guy’s 
Hospital; Harold George Skitt, Manchester University; and 
Stanley Carlyle Turner, Guy’s Hospital. 

Dental Metallurgy.— Alexander Benjamin Aldred, Guy’s Hospital; 
Clifford Baker, Birmingham University; Arthur Frederick Bartle, 
Myer Ginsberg, and Alwyn Norman Goudge, Guy’s Hospital; 
Frank Dawson Gratrix, Manchester University ; Herbert William 
Hill. Royal Dental Hospital; John James, Guy's Hospital ; Frank 
Lockwood, Liverpool University; Herbert Myers Marshall, Guy’s 
Hospital; Reginald William May. Royal Dental Hospital ; Alan 
Lethaby Morgan, Bristol University; Ernest Albert Nunn, and 
Cornells Hermanns Olivier. Royal Dental Hospital; Hubert John 
Sanders, Bristol University ; Stanley Kthelbert Tweney, Guy's 
Hospital; Joseph Frederick Weakley, National Dental Hospital; 
and Stanley Vernon White, Guy’s Hospital. 

Mechanical Dentistry.— Theodore Bogues Barton, Guy’s Hospital; 
Hubert Brookman, Royal Dental Hospital; Pieter Jacob Steph&nus 
deWet. Guy’s Hospital; Alan Evelyn, Bristol University; Myer 
Garfmkel. National Dental Hospital ; Charles Luke Highton, 
Liverpool University; Francis Joslin Jauch, Royal Dental 
Hospital; Dorothy Mary Smith, National Dental Hospital ; 
Sidney Stamp, Royal Dental Hospital ; and Ina Valentine 
Vincent, National Dental Hospital. 

Royal College of Physicians of Edinburgh, 
Royal College of Surgeons of Edinburgh, and Royal 
Faculty of Physicians and Surgeons of Glasgow.— 
The examinations of the above Board were concluded at 
Glasgow on April 21st, with the following results :— 

First Examination. 

Joseph Campbell, James Innes Coventry. Agnes Macilwraith Hill, 
Evan Robert Lloyd, James Charles Meek, William Mulrhead Reid. 
Frederick James Stevenson, and Marguerite Martha Ieobel Swanson. 

Second Examination. 

Richard Gordon Bell. Sidney Hill Waddy, and Maurice Julius 
Woodberg. 

Third Examination. 

Robert Austin, Alexander Balfour Black, Donald M’Kenzie Black, 
James Calder, Jean M’Murray Crawford, Robert Phillips Crawford. 
John Thomas I)ier, George Alexander Grandsoult, Reginald 
Douglas Howat, Lloyd William Hughes (with distinction), Edward 
Glyn Jones, and Joseph Michaelson. 

Final Examination. 

The following candidates, having passed the Final Examina¬ 
tion, were admitted L.R.C.P. E., L.R.C.S. E., L.R.F.P. 
and S. G. 

William Paterson Hay Lightbody, Glasgow; John Park Mathie, 
Bilston, Staffs. ; John Robert Beith Robb, Glasgow; Alexander 
Morrison, Glasgow; Thomas Jackson, Wishaw; Andrew Smith, 
jun., Wickham, co. Durham ; John M’Cartney. Girvan ; Ronald 
Harley Rattray, Melbourne; and Thomas Marshull Metcalfe, 
Glasgow. 

The Mental After-Care Association.—T he 
annual report of the council for the year 1915 show's that, in 
spite of the war, the w r ork has progressed ; but continued 
support is earnestly requested, ana it is suggested that each 
subscriber might endeavour to secure one new subscriber of, 
at least, 5s. per annum. Mr. Thornhill Roxby has resigned, 
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on account of ill-health, the secretaryship, which he has 
held for 28 years. The council expressed their apprecia¬ 
tion of his services, and hoped that he might yet continue 
to take part in a work to the success of which he 
has largely contributed. The council appointed to the 
secretaryship Miss E. D. Vickers, who has a long 
familiarity with the work. During 1915 subscriptions and 
donations together with dividends on £6200 investments 
and donations from special funds, amounted to £1549. 
During the year applications on behalf of 379 persons were 
received (270 women and 109 men). In addition a large 
number of old patients wrote to or called at the office. The 
expenses on behalf of or in relation to the cases were £979. 
The general expenses were £172. The excess of income over 
expenditure was thus £198, which has been added to the 
capital funds. An increased scope of work may result 
from a proposed scheme of cooperation with the trustees of 
the Queen Adelaide Fund in respect of cases discharged from 
the London County Council asylums. The offices are at 
Church House, Dean’s-yard, Westminster, 8.W. The Earl 
of Meath, K.P., is the President, Dr. Henry Rayner the 
chairman, and Sir George Savage the honorary treasurer. 

The Committee on Neglect op Science.—A 
meeting was held at the invitation of this committee, of 
which Sir Ray Lankester, E.C.B., F.R.S. is chairman, on 
May 3rd, in the rooms of the Linnean Society, Burlington 
House, Piccadilly. Lord Rayleigh, O.M., Past President of 
the Royal Society and Chancellor of the University of Cam¬ 
bridge, took the chair, and among those present were Dr. 
R. W. Macan, Master of University College, Oxford, Sir 
Edward Schafer, Lord Montagu of Beaulieu, Mr. H. G. Wells, 
Dr. Robert Bridges, the Poet Laureate, Professor Poulton, 
Professor Shipley, Mr. Huth Jackson, and Sir Ray Lankester. 
8ir Ray Lankester having briefly explained that the 
meeting was called to express the sense of many people 
that mistakes which had occurred in administrative depart^ 
ments during the conduct of the war had their origin in 
ignorance of science, the following resolutions were sub¬ 
mitted :— 

1. That in the opinion of this meeting It is a matter of urgency, in 
order to promote national efficiency in the near future, that the natural 
sciences should be made an Integral part of the educational course in 
all the great schools of this country, and should form part of the 
entrance examination of the Universities of Oxford and Cambridge, as 
veil as of the newer universities. 

2. That it Is in the highest degree desirable that the Government 
should exercise the large power which it possesses of encouraging the 
study of the natural sciences and thereby increasing the effidency of 
our public servants (1) by assigning capital Importance to the natural 
sciences in the competitive examinations for the Home and Indian 
Civil Service ; (2) by requiring some knowledge of the natural sciences 
from all candidates for admission to Sandhurst. 

3. That this meeting is of the opinion that the method indicated in 
Resolution 2 Is the only one bj* which it is practicable to bring about 
the desired change In the attitude of the schools and colleges 
throughout the country towards the natural sciences and to make 
some knowledge and understanding of those sciences general. As the 
results of such changes will only develop in the course of years, it is 
urgent that the matter should be at once taken in hand by His Majesty’s 
Government. 

The resolutions having been adopted, the committee can 

f iroceed to take snch steps as they may consider appropriate 
n order to bring the views expressed in them to tne notice 
of the Government. 

Medico-Psychological Association op Great 
Britain and Ireland.— The next quarterly or general 
meeting of this association will take place, on Tuesday, 
May 16th, at 11, Chandos street, Cavendish-square, London, 
W., under the Presidency of Lientenant-Colonel David G. 
Thomson, at 2.45 p.m. A paper will be read by Dr. D. Orr 
and Major R. G. Rows, R.A.M.C., on Experimental Toxic 
Lesions in the Rabbit’s Brain: and their Bearing on the 
Genesis of Acquired Idiocy and Imbecility in Man. 

New Medical and Swimming Baths at Tor¬ 
quay. —The new medical and swimming baths at Beacon 
Hill, Torquay, provided at a cost of £15,000, were opened 
by the mayor (Councillor C. T. Towell, J.P.) on May 1st. 
The outbreak of war greatly increased the difficulty of 
carry ing out the construction of the baths and delayed the 
opening. The medical baths are arranged in suites for men 
and women. The suite for women contains seven treatment 
rooms with 15 dressing-rooms attached, together with the 
necessary heated cupboards, attendance-rooms, and offices. 
The men’s suite consists of six treatment rooms with 13 
dressing-rooms and heated cupboards, lavatories, and attend¬ 
ance-rooms. The treatment given includes Aix douche 
(single or double) and Scotch doncbe, these three treat¬ 
ments being arranged in one room of very ample propor¬ 
tions. Another room is allotted to seaweed baths. Other 
rooms provide for shallow and deep baths, a reclining and 
local vapour bath on a new and improved system. Dowsing 
electric bath, and reclining bath for natural sea-water or for 
medicated water baths, such as Nauheim, pine, and sulphur. 
The electric and vapour baths are so planned in relation to 
adjoining rooms that either immersion or double treatment 


can follow. The whole of the bath-rooms are lighted by 
external windows and have additional ventilation provided 
by inlet tubes and exhaust ventilators. All the dressing- 
rooms are top lighted and ventilated, and the visitor to the 
baths will be at once struck by the bright and cheerful 
appearance of the whole of the apartments. The walls and 
floors of all treatment rooms are covered with mosaic tiling. 
The dressing-rooms have wooden floors and the walls 
have dados of tiling, whilst the floors of corridors and 
offices are laid with terrazzo. By means of the apparatus 
any treatment can be given with any water or any admix¬ 
ture of waters at whatever temperature medical men may 
prescribe, and at a considerable ranee of pressures. 
There is an excellent outdoor promenade which can be 
reached from the cooling-room and will no doubt prove an 
attractive feature in summer time. The swimming-bath is 
constructed at the east end of the large assembly hall, and 
has been built with its roof on a level with the way to 
the medical baths. The swimming-pond is 100 ft. long 
x 30 ft. wide, and the walls are lined with glazed bricks, 
whilst the floor is graduated from 3 ft. 6 in. in depth to 7 ft. 
at the diving-stage end. Arranged round the pond are 47 
comfortable dressing-boxes, with two cold-water showers and 
the necessary offices. A gallery is also provided. The 
architect was Mr. Alfred J. Taylor, M.S.A., of Bath, and the 
construction of the baths was entrusted to Messrs. E. P. Bovey 
and Son, of Torquay. 


Ijarlianwntarg Intelligence. 


NOTES ON CURRENT TOPICS. 

Parliament and Compulsory Military Service. 

The attention of Parliament is exclusively given at the 
►resent time to the question of compulsory military service. 
Fhe Government proposals, which were brought forward 
after two secret sessions, include provisions for extending 
the service of time-expired men, the incorporation in 
the army of youths as they attain the age of 18, 
and the extension of compulsion to married unattested 
men. The first two proposals were embodied in a 
Bill which was discussed on April 27tb, but it was 
not actually introduced in consequence of the criticism 
of the House on the advisability of dealing with the recruit¬ 
ing problem in a piecemeal fashion. On Tuesday the Prime 
Minister announced that the Government haa decided to 
introduce on the following day a Bill covering the whole of 
their proposals and embodying “ immediate and general 
compulsion.” By this means it was desired to secure 200,000 
unattested married men. The provision of these men in the 
latter part of the year was, he said, of vital importance for 
the maintenance in due strength of the army in the field in 
view of the contingencies of the summer and autumn 
campaigns. 

The Bill containing the proposals of the Government on 
compulsory military service was introduce^ on Wednesday, 
May 3rd. 

Transfer of Invalid Prisoners of War. 

A series of questions bearing on the transfer of wounded 
and invalid prisoners of war from Britain and Germany to 
Switzerland has been asked in Parliament daring the past 
week. No definite answer could be given as to the possible 
scope of such an arrangement in the absence of intimation 
of Germany’s assent to the scheme. On Wednesday, 
however, it was officially announced that the German 
Government had accepted the proposal of the British 
Government for the transfer to Switzerland of British and 
German wounded and invalid prisoners of war. The pre¬ 
cedent formed by the arrangement between France and 
Germany will be followed as closely as possible. Swiss 
medical men are to be associated with the selection for the 
transfer of prisoners of war. 

HOUSE OF LORDS. 

Wednesday, April 26th. 

Repatriation of Invalid Prisoners. 

Lord Beresford asked the Government for information 
regarding the steps which were being taken for the 
reciprocal repatriation of invalid prisoners of war. 

Lord Newton (representing the Foreign Office) said that 
on March 25th the British Government had made a proposal 
to the German Government through the United States 
Embassy to the effect that a reciprocal arrangement 
should be entered into for the reciprocal repatriation of 
invalid prisoners. No reply had yet been received from 
the German Government, although several reminders 
had been sent. There was every reason to believe that the 
answer from Germany when it arrived would be favourable, 
and on the assumption that it would be favourable certain 
preparations were being made. The French Government 
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had signified its consent to allowing the German prisoners 
to pass through France, and the British Government had 
requested the Swiss Government to make arrangements for 
the reception of British prisoners when they arrived. 
He deplored the delay in bringing the negotiations to a 
conclusion. _ 


HOUSE OF COMMONS. 

Wednesday, April 26th. 

Travelling Medical Boards. 

Mr. Prothero asked the Under Secretary for War whether 
a medical travelling board, consisting of one surgeon-general, 
three majors, and one lieutenant, attended at centres in the 
Eastern Command to examine soldiers and place them in 
certain medical categories for service and discharge; whether 
one of the majors was specially selected for his experience of 
conditions at the front; whether their recommendations had 
been cancelled by a standing medical board consisting of a 
retired lieutenant-colonel and one subaltern summoned by the 
A.D.M.S. of the district, and whether it was in the interests 
of the service that recommendations made by the travelling 
medical board should be thus nullified by the action of 
officers junior to themselves.—Mr. Tennant wrote in reply: 
The functions of a travelling medical board are different 
from those of a standing medical board. The travelling 
medical board places the men in the prescribed categories, 
and the standing board determines questions of invaliding. 
I am informed that no travelling medical board constituted 
as described has sat anywhere in the Eastern Command, and 
that no case has been brought to notice in which the recom¬ 
mendations of a travelling medical board had been cancelled 
by a standing medical board. 

Steel Helmets for the Troops. 

Sir H. Dalziel asked the Under Secretary for War 
whether he still adhered to his statement that every man 
in the trenches now had a steel helmet.—Mr. Tennant 
replied: When I spoke recently on this subject I had intended 
to say every man at the front, and I think that I said that. 
If I did not say so I intended to say so, and I apologise for 
not doing so. I need not assure honourable Members that 
when I made that statement I believed it to be true. In this 
belief I had the number of helmets in mind that I knew to 
have been sent across. As to their distribution, I am com¬ 
municating with the general officer commanding in chief, 
and I shall let my right honourable friend know on the 
subject. 

Colonel Archer-Shee : Is the right honourable gentleman 
aware that certain battalions at the front, one of which is 
mine, holding a front line of trench, have only half the 
number of the men equipped with helmets—that is to say, 
500 out of the battalion?—Mr. Tennant: I could not be 
expected to know that individual case. My information was 
that there was a sufficient number of helmets abroad for 
every soldier to be provided. 

Colonel McCalmont: When the right honourable gentle¬ 
man speaks of troops in the front trenches does he include 
artillery? Is he aware that in some batteries one helmet 
has to be handed round from officer to officer as they go out 
and in. 

Sir H. Dalziel : And this after two years. 

Mr. Tennant: I am asking about the distribution and 
therefore I am not able to answer that question now. 

Thursday, April 27th. 

Repatriation of Invalid Prisoners. 

Mr. Malcolm asked the Under Secretary for Foreign 
Affairs whether he was aware that, since the beginning of 
this year, a number of British prisoners of war had been 
informed by German authorities that they would shortly be 
released and sent to Switzerland; and whether a similar 
selection was being made from among German prisoners 
interned in England in anticipation of the visits of Swiss 
doctors.—Lord Robert Cecil answered: I have heard that 
statements to the effect mentioned have been made to British 
prisoners, whether in good faith or not, is not known. The 
military authorities will, I hope, take all proper steps in the 
direction indicated in the second part of the question. 

Sir J. D. Rees : Is it contemplated that Swiss medical 
men should chose the prisoners, and, if so, what supervision 
will there be ?—Lord Robert Cecil : I do not know whether 
it is contemplated that Swiss medical men should be the 
medical men in question. Sneaking from my recollection of 
these matters, I understood that the prisoners would be 
selected by neutral medical men on both sides. That is the 
system, I believe, which prevails in Germany. 

Mr. John Redmond : Has the selection of these prisoners 
actually been commenced ?—Lord Robert Cecil : No; I am 
very sorry to say that it has not, because of the difficulty we 
have experienced in getting any reply from the German 
Government. We hope that the reply is going to be favour¬ 
able, but in spite of repeated applications we have not been 
able to secure any reply up to the present. 


Colonel Burn: Will the noble lord use every endeavour to 
expedite matters, because I hear on very reliable authority 
that there are many officers who are suffering really 
seriously and may go off their heads if something is not 
done soon ?—Lord Robert Cecil : Every effort I can make 
will be made to expedite the matter. I have already done 
all I can to expedite this matter for many months past. 

Medical Examination of Recruits. 

Mr. Long (President of the Local Government Board), in 
the course of his speech on the motion for the introduction 
of a new Military Service Bill, said that one of the clauses 
dealt with the very vexed and difficult question of the 
medical examination of recruits. He proceeded: The 
House will remember that when we were discussing the 
Military Service Bill in Committee a proposal was made in 
regard to those men who had been medically rejected under 
the Derby scheme. I myself felt some difficulty as to the 
course which we ought to take. It was certainly desirable 
that where medical examinations had not been satisfactory 
there should be an opportunity for reconsideration. There 
was some evidence that there had been hasty examinations 
and, indeed, some fraudulent proceedings. On the other 
hand, bearing in mind as we had to do, that that Bill was 
really for a fixed and military purpose, it did not seem fair, 
as the case then stood, to bring in at once all the men who 
had offered themselves and been rejected on medical 
grounds. We therefore exempted those who had been 
medically rejected. This has produced a state of hopeless 
confusion. There is no other word for it. The War Office 
has found that it is really practically impossible to get on 
with the system in its present form. There is no doubt that 
at the beginning of the Derby Scheme there was a great 
rush. In some cases hundreds of men were passed through 
what is called a medical examination in less time than 
it would be possible to examine at the outside one-tenth of 
the number. In some cases certificates were never signed, 
and thev bore on them no indication of the person to whom 
they referred. The War Office finds that there is only one 
course that can be adopted if we are to get the men who are 
fit to serve, but whose rejection was the result of hasty exa¬ 
mination. Therefore what the Army Council now takes 

power to do is not to re-examine every person who has been 
medically rejected, but to take power to have a re¬ 
examination in cases if it is thought necessary. The 
clause applies only to men who offered themselves for 
enlistment. Therefore the objection which was raised 
in the course of our earlier debates, that any re¬ 
opening of the question of the medically rejected people 
would mean that all the unfortunate persons who are 
paralysed or bed-ridden or in any other way totally unable 
to serve would be subjected again to examination into their 
cases does not at all arise. This only applies to people who 
offered themselves for enlistment and had been rejected on 
medical grounds since August 14th, 1915. Each of those 
cases can now, if necessary, be reconsidered, but of course I 
need hardlv say that the last thing the Army Council is 
likely to ao is to deal with this pell-mell. All that 
the Army Council want to do is, where tnere is good evidence 
that there are cases of men—in some cases there are large 
numbers of them—who are fit for service, and who passed 
the medical examination, not to allow them to be exempt 
from service because they claim to have a certificate, 
which I am told in a great many instances cannot be 
shown to be a certificate properly granted to them after 
proper medical examination. In some cases they cannot 
even show that the certificate was granted to them at all. It 
was granted to someone else and passed on to them. The 
right honourable gentleman proceeded to deal with other 
topics. 

After considerable criticisms of the proposals put forward 
by Mr. Long, the motion was withdrawn and the Bill was not 
introduced. 

Tuesday, May 2nd. 

Typhus in German Prisoner Camps. 

Mr. Malcolm asked the Secretary for Foreign Affairs 
whether he was aware that several prisoner camps in 
Germany, other than Wittenberg, had been ravaged by typhus 
epidemics and were abandoned by German doctors and 
orderlies; and whether reports to that effect had reached His 
Majesty’s Government. —Sir E. Grey answered: It appears 
from notes received from the United States Ambassador in 
Berlin in April and May, 1915, that typhus was present at 
Zossen, Altdamm, Schneidemuhl, Gardelegen, Wittenberg, 
Zerbst, Sagan, Cassel, Erfurt, Langensalza, Ohrdruf, 
Chemnitz, Altengrahow, and Salzwedel. Unofficial reports 
have reached His Majesty’s Government that in addition 
to Wittenberg, Altengrahow and Schneidemuhl were 
abandoned by the Germans. As regards Gardelegen, it 
appears that except for one German doctor who died at 
his post, and another who acted in a most praiseworthy 
manner, the camp was deserted by the Germans. The 
fact that typhus was present at a camp prevented officials 
of the United States Embassy at Berlin from furnishing 
official reports based on personal inspection. 
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Internment of Invalid Prisoners in Switzerland. 

Mr. Malcolm &Bked the Under Secretary for War whether 
he could now cause a selection to be made from among 
German prisoners in Great Britain who, in the event of an 
agreement being reached with Germany, would be qualified 
to be interned in sanatoria in Switzerland, seeing similar selec¬ 
tions were said to be in progress in Germany.—Mr. Tennant 
replied : The proposals put forward to Germany, which are 
based on the arrangements in force between that country 
and France, contemplate that any combatant prisoner of 
war may present himself for examination by a committee of 
three medical men, of whom two shall be Swiss and the 
third of the nationality which holds the prisoner. Those 
cases selected as suitable by this committee will be sub¬ 
jected to a final examination by a Commission, of which 
two-thirds will be Swiss. The essence of the whole scheme 
is that neutral judgment should have the decision, and any 
preliminary action with the object of forcing the pace taken 
by us would be liable to misconstruction and might be not 
unreasonably resented. So far as is known, no steps have 
been taken by the German authorities to make a selection 
among British prisoners of war. 1 

Mr. Malcolm asked whether the categories of diseases for 
which internment in Switzerland was permissible as between 
German and English prisoners of war were identical with 
those agreed upon between France and Germany.—Mr. 
Tennant said in reply : The category of diseases which has 
been proposed to the German Government as rendering an 
invalid suitable for internment in Switzerland is identical 
with that which is now in force between France and 
Germany. 

Certifying Surgeons. 

Mr. Newdegate asked the Home Secretary whether it 
was the intention of the Government to act on paragraph 27 
of the Report of the Committee of Retrenchment recom¬ 
mending the doing away with the reports of certifying 
doctors as regards accidents in factories and by this means 
saving £12,500 per annum; whether he was aware that opinions 
were strongly held in many quarters that it would be against 
the interests of the community to discontinue such reports; 
and whether this economy, ifpursued, would have the effect of 
altering the policy of the Factory Acts which have been in 
force since 1844.—Mr. Herbert Samuel answered : I propose 
shortly to introduce a Bill dealing with certain of the recom¬ 
mendations of the Retrenchment Committee that relate to 
the Home Office. I do not wish to anticipate the statement 
which I will then make on this subject. 

Wednesday, May 3rd. 

Diagnosis and Treatment o f Venereal Diseases. 

Replying to Mr. King, Mr. Asquith (the Prime Minister) 
said: The Government have decided to adopt the recom¬ 
mendations of the Royal Commission as to the diagnosis 
and treatment of venereal diseases, and arrangements are 
being made accordingly. It has been decided that 75 per 
cent, of the cost of these arrangements, which it is hoped 
may be undertaken with the cooperation of the local 
authorities, shall be defrayed by means of a grant from the 
Exchequer. I cannot at the moment promise legislation on 
the other recommendations of the Commissioners, some of 
which raise very controversial questions, but the whole 
matter is receiving the earnest attention of the President of 
the Local Government Board. 


#ataiKies. 


For further information regarding each vacancy reference should be 
made to the advertisement (see Index). 

When the application of a Belgian medical man would be considered 
the advertisers are requested to communicate with the Editor. 

Bolton Infirmary and Dispensary.— Female Second House Surgeon. 

Salary £200 per annum, with apartments, board, and attendance. 
Bootle Borough Hospital. —Junior House Surgeon. Salary £170 
per annum, with board, lodging, and laundry. 

Bristol Royal Infirmary. —House Physicians and House Surgeons. 
Salary at rate of £120 per annum, with board, apartments, and 
laundry. 

Burnley, Victoria Hospital.— Female House Surgeon. Salary £160 
per annum, with residence, board, and washing. 

Bury Infirmary.— Female 8enlor House Surgeon and Female Junior 
House Surgeon. Salary £250 and £150 per annum respectively, 
with board, residence, and washing. 

Buxton, Derbyshire, Devonshire Hospital.— Assistant House Phy¬ 
sician. Apartments, board, laundry, and salary as arranged. 
Camberwell Infirmary and Children’s Homes.— Assistant Medical 
Officer. Salary £220 per annum, with apartments, board, and 
washing. 

1 The Foreign Office has since announced that the German Govern¬ 
ment has accepted the proposal of the British Government for the 
transfer to Switzerland of British and German wounded and invalid 
prisoners of war. The Swiss Government has been asked to send 
doctors to examine the German prisoners here, and Swiss doctors who 
are now in Germany to examine French prisoners will be asked also to 
examine the British prisoners. 


Derby, Derbyshire Royal Infirmary.— House Physician and 
Casualty Officer. Salary £200 per annum, with board, residence, Ac. 

Dewsbury County Borough.— Female Medical Practitioner. Salary 
£300 per annum, and out-of-pocket expenses. 

Federated Malay States Government, Central Lunatic 
Asylum.— Assistant Superintendent. Salary £400 per annum, with 
free quarters. 

Folkestone, Royal Victoria Hospital.— Resident Medical Officer. 
Salary £200 per annum, with board and laundry. 

Gravesend Hospital.— Female House Surgeon. Salary at rate of £200 
per annum, with board and residence. 

Hastings, East Sussex Hospital.— House Surgeon. Salaiy £100 per 
annum, with residence, board, and washing. 

Kent Education Committee.— School Medical Inspector and Medical 
Officer of School Clinic. Salary at rate of £350 per annum, with 
travelling and sustenance allowances. 

Leeds Public Dispensary.— Two Resident Medical Offloers. Salary 
£200 per annum, with board, residence, and laundry. 

Lewisham, Borough of.— Tuberculosis Dispensary Medical Officer. 
Salary at rate of £250 per annum. 

Liverpool Hospital for Cancer and Skin Diseases, Myrtle-street. 
—Honorary Assistant Surgeon. 

London Temperance Hospital, Hampetead-road, N.W.—Assistant 
House Surgeon for six months. Salary at rate of 120 guineas per 
annum. 

Manchester Children's Hospital, Pendiebury. — Two Female 
Resident Medical Officers, unmarried, for six months. Salary 
at rate of £100 per annum. 

Manchester Northern Hospital for Women and Children, Park- 
place, Cheetham Hill-road.—Female House Surgeon. Salary £120 
per annum, with apartments and board. 

New Hospital for Women, Euston-road, N.W.—Female Senior Clinical 
Assistant to Out-patients. Also Two House Surgeons, House 
Physician, and Obstetric Assistant (all females), for six months, 
with board, residence, and laundry. 

Salisbury General Infirmary.— House 8urgeon and Assistant House 
Surgeon, unmarried. Salary £150 and £100 Der annum respec¬ 
tively, with apartments, board, lodging, and washing. 

Sheffield, Jessop Hospital for Women.— Female Junior House 
Surgeon, unmarried. Salary £80 per annum, with board, 
residence, and laundry. 

Sheffield Royal Infirmary.— House Physician. Salary £120 per 
annum, with board and residence. 

Ventnor, Isle of Wight, Royal National Hospital for Con¬ 
sumption and Diseases of the Chest.— Assistant Resident 
Medical Officer. 

Victoria Hospital for Children, Tlte-street. Chelsea, S.W.—House 
Physician. Salary £200 per annum, with board, lodging, and 
washing. 

West End Hospital for Diseases of the Nervous System, 
73, Welbeck-street, W.—Clinical Assistants to Out-patients. 

Wolverhampton and Staffordshire General Hospital. — 
Senior Student as Assistant to House Surgeons. Board, rooms, 
and laundry, and salary. - 

The Chief Inspector of Factories, Home Office, London, S.W., gives 
notice of vacancies for Certifying Surgeons nnder the Factory 
and Workshop Acts at Honiton. In the county of Devon; and at 
Turton, in the county of Lancaster. 


girffts, gt arrives, anfr geatys. 

BIRTHS. 

Handley-Read.— On April 21st, at Brunswick-place, Hove, to Quarter¬ 
master-Sergeant Instructor (M.G.C.) B. H. Handley-Read, R.B.A., 
and Eva M. Handley-Read, L.D.S., L.R.C.P. A S.Edin., of Harley- 
place, W., a son. 

Hedley.— On May 2nd, at Pont-street, the wife of E. W. Hedley, M.D. 
Camb., Captain, R.A.M.C. <T.}, of a daughter. 

Hewlett.— On April 29th, to Professor and Mrs. R. Tanner Hewlett, of 
12, Collnette-road, Putney, a son. 

MAURI AGES. 

Batchelor—Kkmpthorne.— On April 26th, at Wyck Rislngton, Henry 
Washington Batchelor, Captain. R.A.M.C., to Kathleen Mary, 
younger daughter of the Rev. P. H. and Mrs. Kempthorne. 

Beatty—Handford.— On April 27th, at the Parish Church, Hampstead, 
John Colley Pounden Beatty, Lieutenant, R.A.M.C., to Isabella 
Emily Claudia, younger daughter of the late Rev. J. W. Handford 
and of Mrs. Handford, of Ellerdale-road, Hampstead. 

Beykn—Breakky.— On April 26th. at St. Giles's. Reading, John 
Osmonde Seven, M.A., M.K.C.S., Ac., to Iris Marie Carew, elder 
daughter of Major A. J. Breakey, R.G.A., and Mrs. Breakey. 

Gemmkll—Kkllett.— On April 26th, at St. Mary’s Church, Dalton-in- 
Fumess, Lancashire, Captain Reginald W. Gemmell, R.A M.C., to 
Norah Winifred, younger daughter of the late William Kellett, J.P., 
of Portland Bank, Southport, and Dowdales, Dalton-ln-Fumess. 

Greaves—TE ifH ant.— On April 26th, at St. Luke’s, Torquay, Edward 
Harrison Greaves, M.R.C.S., L.R.C.P. Lond., to Emma Hope 
Tennant, of Green Bank, Hawdon, Yorks. 

DEATHS. 

Center.—O n April 28th, at Naval Hospital, Malta, Fleet-Surgeon 
William Rudolf Center, of H.M.S. Russell, aged 45 years. 

Grellkt.— On April 26th, at Orford Lodge, Hitchln, Charles John 
Grellet, M.R.C.S.. L.S.A., aged 73 years. 

Hood. On April 27th, after a short illness, Wharton Peter Hood, 
M.D. St. And. in his 82nd year. 

Howes.— On April 25th, at Lincoln, Frank Charles Pluraptre Howes, 
M.D. Edin., M.R.C.S., rector of Belton, Suffolk. 

Woodfokde-Finpen.— On April 27tli, at a nursing home, after a long 
illness, Lieutenant-Colonel Woodforde Woodforde-FInden, Brigade- 
Surgeon, I.M.S., aged 71 years. 

N.B.—A fee of 5s. is charged for the Insertion of Notices of Births, 
Marriages, and Deaths. 






978 The Lancet,] NOTES, SHORT 00MHENT8, AND ANSWERS TO CORRESPONDENTS. 


[Hat 6,1916 


Itfltes, j&jwrt Comments, aitb Jnskrs 
to Correspondents. 

BLANE AND HIS COMPEERS. 

To the Editor of The Lancet. 

Sip, —As in the here now current number of The Lancet 
(March 11th) you have a note on Sir Gilbert Blane, you will 
perhaps admit a few remarks on old medical officers from an 
Edinburgh student. In the eighteenth century the Edinburgh 
school did great work for the army and navy. First there 
was the father of military medicine, Sir John Pringle, 
himself created a baronet in 1766, who was a younger son 
of Sir John Pringle, second baronet, of Stitchell, in Roxburgh¬ 
shire. Intended to be a merchant, he was studying at 
Amsterdam when a lecture by Boerhaave changed his career, 
led him to study medicine, and he graduated at Leyden in 
1730. He was licensed to practise in 1734, and in the same 
year became professor of moral philosophy in Edinburgh, 
which chair he held till 1745, though for much of that time 
he was at the wars, in 1735 he was admitted Fellow of the 
College of Physicians. In 1742 Lord Stair made him his 
physician and appointed him physician to the British 
military hospital in Flanders. Two' years later he became 
Physician-General to the Forces and accompanied the Duke 
of Cumberland to Culloden in 1745 (aged 38). He in this year 
resigned his professorship. In 1748. returning from* the 


In 1748, returning from the 


wars, he settled into practice in London, and was in 1772 
President of the Royal Society, dying in 1782 without issue. 
He was the first to prevent dysentery and hospital fever, and 
is always recognised as the founder of modern military 
medicine. Few physicians, said Dr. J. F. Payne in the 
Dictionary of National Biography, have rendered more 
definite and brilliant service to science and humanity. His 
book on “ Diseases of the Army,” 1752, was reprinted again 
and again for 60 years. He has a paper in the Philosophical 
Transactions of 1750 on Septic and Antiseptic Substances. 

Nine years after him was born in Scotland, in 1716, James 
Lind, who graduated in Edinburgh in 1748, but had been at 
sea in the navy during the preceding nine years. He became 
a Fellow of the College of Physicians in* 1750, and in 1754 
published his most important work, a treatise on scurvy, 
dedicated to Lord Anson, whose loss of 75 per cent, of his 
crew in the Centurion on his voyage round the world 
had stimulated Lind to detail his experiences of the pre¬ 
vention of scurvy to a society of naval surgeons. Lind 
showed that scurvy could be prevented by lime juice, and 
something was done to secure prevention by this means, but 
it was Blane who, 40 years later, in the year following Lind’s 
death, got the Admiralty order issued making the preven¬ 
tion of scurvy by lime juice an official duty. Lind was 
treasurer of the College of Physicians in Edinburgh until 
1758, when he was appointed physician to the Naval Hos¬ 
pital at Haslar, an appointment he held till his death in 
1794. He wrote many Dooks and papers on prevention of 
disease in the navy and in hot climates, and in 1761 dis¬ 
covered that the steam of sea-water was fresh, and that 
fresh water could thus be made at sea, as he demonstrated 
to the Portsmouth Academy in 1761 and to the Royal Society 
in 1762, an immense benefit to naval hygiene, however 
slowly adopted. 

Francis Home, born in Scotland in 1719, was licensed in 
1751, but had been for at least nine years before serving in 
Flanders as medical officer of Gardner’s Regiment of 
Dragoons. As he did not return with them to Scotland he 
escaped the disgrace of Prestonpans. In 1750 he graduated 
M.D. of Edinburgh, and became Fellow of the College of 
Physicians, of which he was President in 1775. He was 
professor of materia medica in the University from 1768 
to 1798. He wrote on intermittent fever and other diseases of 
soldiers; his books on bleaching and on principles of agri¬ 
culture were much read and were translated into noth French 
and German. He is chiefly remembered now as the first 
physician to give a clinical description of diphtheria in his 
pamphlet on croup (1765). 

Sir Gilbert Blane (1749-1834) studied in Edinburgh, but 
graduated in Glasgow, 1778. He was a member of the Royal 
Medical Society and his dissertation was recently reprinted 
by the society with others by notable men. As you have 
recently sketched his career one need not detail that here, 
but one may be permitted a few remarks on the lesson of his 
life, mentioning first that the present holder of his baronetcy 
is now Bervmg m the fleet. 

One gets little information about the personalities of these 
old officers, but Lind and Blane are people of great interest 
to anyone serving in the Naval Medical Department. Lind 
was obviously a great investigator, who has to his credit 
(1) distilled water, (2) lime juice proved the cure for scurvy, 
and (3) 41 smoak ” (which drives away mosquitoes) as a pre¬ 
ventive of malaria. There iB, on the other hand, no 


evidence that he got on the soft side of the Admiralty 
and secured for the sailors the benefits his scientific method 
had shown to be attainable for them. That credit was left 
for Blane, who to an equally good education and a turn of 
mind probably as scientific ana an industry as great added 
the charm which makes people friendly, makes them eager 
to help you, and to achieve results. It will be noted tnat 
Pringle and Blane both entered their services under the 
aegis of powerful patrons, Pringle with Lord Stair, Blane 
with Sir George Rodney. Each became by-and-by physician 
to the reigning monarch. Each got much done. Blane went 
to the West Indies in 1779; in 1781 returning he recommended 
issues of wine and fresh fruit to diminish scurvy, and better 
discipline in sanitary matters, for 1 man in 7 died yearly. 
Next year he notes that now only 1 man dies in 20, and 
Rodney allows it was owing to Blane’s -knowledge and 
attention that the English fleet was in a condition always 
to attack and defeat the enemy, and the officers of that fleet 
recommended him to the Admiralty for a special recompense 
in 1783 (one wonders how they did that) and he got a 
special pension. In 1793 he recommended lime juice to 
Sir Alan Gardner, and in 1795 it was made a service issue. 
He was now the great authority on hygiene; the army of 
Egypt was brought home under his regulations to avoid 
plague; the Home Office consulted him about jail and convict 
ship fever; the army sent him out to Walcheren in 1810 
with others to examine and report and bring the sick and 
wounded home; it was for this service, well done, that he 
got his baronetcy. One has always understood that while 
the officers of the navy owed their uniform to the King’s 
appreciation of the Duchess of Bedford’s riding habit, it was 
Blane’s advice that got a uniform established for the men. 
“ It would certainly be for the benefit of the service that 
an uniform should be established for the common men as 
well as for the officers. This would oblige them at all times 

to have in their possession a quantity of decent apparel . 

desertion would also be rendered more difficult.” So he says 
in the book where Lind is described as “ the best author 
in sea diseases ” and Captain Cook is noted as having made 
many improvements in the hygienic management of ships. 
In 1821 the medical officers of the navy presented to him 
a piece of plate, and in 1829 he founded the Blane medal given 
to the medical officer who sends the best journal of his 
practice. Lind was the patient, rather humble investigator 
who laid the foundation on which Blane built up a glorious 
edifice. Blane’s lesson to us is that if we can’t achieve the 
results we desire we have to blame ourselves. His charm 
or tact broke down all the barriers, and the high priest of 
hygiene was courted. It is for us to see that the reforms we 
feel necessary are not side tracked. 

• I am, Sir, yours faithfully, 

W. E. Home, 

Victoria, B.C., March 30th, 1916. Fleet Surgeon. 

THE CULTURE OF MEDICINAL HERBS. 

IN The Lancet of April 8th attention was drawn to the 
probable revival in this country of herb-growing as a 
popular industry, and in this connexion the revised edition 
of a leaflet on “ The Cultivation and Collection of Medicinal 
Plants in England,” just issued by the Board of Agriculture 
and Fisheries, is worthy of note. In this interesting 
paper it is pointed out that medicinal herbs have 
been cultivated in this country for centuries, and in 
the Middle Ages were grown in kitchen gardens attached 
to monastic establishments and great country houses. 
At the present day materia medica (or drug) farms exist at 
Mitcham, Carshalton, Hitchin, Long Melford, Market 
Deeping, and Wisbech, but for many years the main 
source of British drugs has been mid-Europe, particularly 
Germany and Austria-Hungary. During recent years the 
acreage devoted to drug cultivation in Britain has been 
more and more restricted by competition with foreign 
products, and the result has been a slow but sure ousting 
of British-grown drugs from the market. The outbreak of 
the European war, however, has completely changed the 
situation, and an effort on the part of growers and 
drug merchants may largely secure for this country in 
future years the collection and cultivation of medicinal 
plants which cannot for the present be imported from 
Central Europe. Supplies of arugs are much in demand, 
the shortage Deing serious, and the prices of the most 
crude drugs that were formerly imported from what is 
now enemy territory have risen very considerably—in the 
case of belladonna,'for instance, by about 600 per cent.; 
the prices of other medicinal herbs (colchicum, digitalis, 
henbane, stramonium, valerian, dill, dandelion, &c.) have 
risen in proportion to the importance and scarcity 
of the products. The present time, therefore, in the 
view of the Board of Agriculture, is particularly 
favourable for the establishment of a home industry 
in the cultivation of medicinal plants not only for 
home use but possibly for export, for it is not antici¬ 
pated that prices will revert to their old level until 
long after tne war is over. Prices are now sufficiently 
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good to meet with ease the present high cost of labour, and 
it is felt that judicious cultivation of drug plants should 
result in quite adequate profits. In connexion with labour, 
it is possible that disabled sailors and soldiers could do a 
great deal of the work required. The leaflet gives useful 
nints as to methods of cultivation, choice of crops, and 
the marketing of the same, and suggests that the plants 
which are likely to be most in demand and to be easily 
saleable during the coming season are belladonna, henbane, 
foxglove, thorn-apple, valerian, poppy, aconite, blessed 
thistle, dandelion, and chamomile. 

A REQUEST FOR INFORMATION. 

To the Editor of The Lancet. 

Sir,—C ould any of your readers possibly give me some 
information relative to the following? 

1. I find under an entry in an old Medical Directory: 
44 Mem. New Syd. 8oc.” Please tell me for what this is an 
abbreviation, is such a society still in existence, and whether 
it is or was a medical society. 

2. Can you tell me from any old Medical Directory or 
Register that you have the Christian name or names and 
degree or diploma of Dr. Sanders (or Saunders)—I have 
been given to understand that the tormer was the correct 
spelling—who from about 1817-1823 was a medical practitioner 
in York and Lord Mayor of that city ? 

3. From similar or other sources can you give me any 
details regarding one Dr. Pope, who I am told was a 
favourite Court physician of Princess Amelia, daughter of 
George III. ? 

The information that I desire is for literary purposes, and 
perhaps you may be good enough to suggest to whom I 
should apply, or any likely books that might contain the 
details, at either the Advocate’s or University Libraries 
here. I am, Sir, yours faithfully, 

Edinburgh, April 27th, 1916. Family Histories. 

In regard to the first question, our correspondent will 
find in The Lancet of July 29th, 1911, p. 302, a review of a 
book containing a short account of the New Sydenham 
Society.— Ed. L. 


MAGIC AND SNAILS. 

F. W. writes: A letter has appeared in several newspapers 
recently containing some interesting details of the lne of a 
British officer at an out-of-the-way and unnamed spot, and 
introducing the amusing tale of a hospital signboard. The 
letters of the signboard were constructed of snail shells, 
believed to be empty, but an hour or two later the English 
inscription had assumed a Greek or cuneiform character, 
for the component parts of the letters had migrated as the 
snails awoke from their torpidity. Not long ago the action 
of the snails might have been attributed by the mystical- 
minded to “animal magnetism”; the snails would have 
been credited with purposeful action. A story which had 
a great fascination at the time for the students of 44 animal 
magnetism" is related in his book on the subject by Dr. 
William Gregory, F.R.S.E., in the following words :— 

4 ‘ It has lately been stated by M. Allix, on the authority 
of M. Benoit in Paris, and of another discoverer (also, I 
believe, a Frenchman, who is now in America), both of 
whom, during the last ten years, have been employed in 
working out the discovery, which they had severally and 
independently made, although they are now associated to 
work it out, that this magnetic sympathy is remark¬ 
ably developed in snails; that these animals, after having 
once been in communication or in contact, continue 
ever after to sympathise, no matter at what distance they 
may be. And it has been proposed to found on this fact a 
mode of communication between the most distant places. 
Nay, M. Allix describes with care and judgment experi¬ 
ments made in his presence in which, the time having, of 
course, been fixed beforehand, words spelled in Paris by 
M. Benoit, and also by M. Allix himself, were instantly 
read in America, and as instantly replied to by words 

spelled there, and real in Paris.It would appear that 

every letter has a snail belonging to it in Paris, while in 
America each letter has also a snail, sympathetic with 
that of the same letter in Paris, the two snails of 
each letter having been at some period, and by some 
process, brought into full sympathy, and then separated 
and marked. There is, of course, a stock of spare 
snails for each letter in case of accidents, but it is found 
that these animals will live for a year without food, 
should that be necessary. When a word is to be spelled 
in Paris, the snail belonging to the first letter is brought 
by some galvanic apparatus, not yet fully described, into 
a state of disturbance, with which his fellow in America 
sympathises. But this requires to be ascertained ; which 
it done by approaching, in America, to all the snails 
successively, a testing apparatus, not described, which 
however includes a snail. On the approach of this, the 
snail whose fellow in Paris has been acted on, exhibits 


some symptom, which is not exhibited by any other, and 
the corresponding letter is noted down. ThiB is done with 
each letter, and thus the word is finally’spelled.” 

W. E, C. Hanbury. —(1) 44 A Text-book of Practical Thera- 

g eutics.” By Hobart Amory Hare, M.D. Henry 

dmpton (263, High Hoi born). 1914. Pd. 995. Price 21*. 
(Reviewed in The Lancet, June 19th, 1915.) (2) 44 Diseases 
of the Skin.” By James H. Sequeira, M.D., F.R.C.P., 
F.R.C.S. With 48 plates in colour and 238 figures in the 
text. London: J. and A. Churchill (7, Great Marlborough- 
street). 1915. Pp. 650. Price 25s, net. (Reviewed in 
The Lancet, Sept. 18th, 1915.) (3) A 44 General Catalogue 
of Medical Books” is published by P. Blakiston’s Son and 
Co., 1012, Walnut-street, Philadelphia. This contains 
English and American books, and a few translated foreign 
ones. There is also 44 The Guide to Current Medical 
Literature ” (described as 44 An Index Medicus of the 
World’s Literature”), published by the American Medical 
Association, 535, Dearborn-avenue, Chicago, in January 
and July, for 50 cents a copy, or 75 cents for the year. 
Useful catalogues are published by Messrs. Butterworth 
and Co., 4, Bell-yard, Temple Bar, London, W.C., and by 
H. K. Lewis, 136, Gower-street, London, W.C. Application 
might also be made to Messrs. W. B. Saunders Company, 
9, Henrietta-street, Strand, London, W.C. 

M.R.C.S ., L.5.^4.—There is, we believe, no apparatus that is 
generally useful, every case having to be met with a special 
contrivance. We will obtain further information. 

Communications not noticed in our present issue will 
receive attention in our next. 


The following magazines, Journals, 6c., have been received:— 

The Shield. Dominion Medical Monthly, Canadian Practitioner, 
American Journal of Obstetrics, Man, British Journal of Dental 
Science, American Medicine, Archives of Internal Medicine, 
Pediatrics. Proceedings of the Royal Society of Medicine, Interstate 
Medical Journal, American Journal of Roentgenology, Revue 
d’Hygidne, Medical Journal of South Africa, New Zealand Medical 
Journal, India-Rubber Journal. 


gjtal Jiarg far t|e ensuing Meek 

SOOIBTIBP. 

ROYAL SOCIETY, Burlington House, London, W. 

Thursday. —PapersMajor P. A. MacMahon : Seventh Memoir on 
the Partition of Numbers. A Detailed Study of the Enumeration 
of the Partitions of Multipartite Numbers.-Prof. A. Dendy: 
On the Occurrence of Gelatinous Spicules and their Mode of 
Origin in a New Genus of Siliceous Sponges.—Mr. B. S. Good¬ 
rich : On the Classification of the Reptilia —Dr. R. McCarrlson s 
On the Experimental Production of Congenital Goitre (com¬ 
municated by Sir Victor Hors’ey). 4 p.m., Election of Fellows. 


IOYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 

MEETINGS OF SECTIONS. 

Wednesday, May 10th. 

URGERY: SUBSECTION OF PROCTOLOGY (Hon. Secretaries— 
P. Lockhart Mummery, W. Samp-on Handley): at 5.30 p.m. 

Annual General Meeting.—Election of Officers and Council hr 


lieutenant Colonel Cuthbert Wallace: Rectal Wounds In the 

Mr. P p?*Ix>ckhart Mummery: Injuries of the Rectum resulting 
from the War. 

C M?!*p. Lockhart Mummery» Shell Wound of Rectum. 

Mr. Aslett Baldwin (communicated by): Gumma of Rectum mis¬ 
taken for Malignant Disease. 

Lieutenant Colonel Gordon Watson: Three Cases of Injury to the 
Rectum from Bullet Wounds. 


LECTURES, ADDRESSES, DEMONSTRATIONS, Ac. 

POST GRADUATE COLLEGE, West London Hospital, Hammersmith- 

r °M 0 WDAY.—2 P.M., Medical and Surgical Clinics. X Rays. Mr. Gray: 
Operations. Mr. B. Harman: Diseases of the Bye. 

Tubsdat.— 2 p.m., Medical and Surgical Clinics. X Bays. Mr. 
Addison : Operations. Dr. Banks Davis: Diseases of the Throat, 
Nose, and Bar. Dr. Pemet: Diseases of the Skin. 
Wkdribday.— 10 a.m., Dr. Saunders: Diseases of Children. Dr. Banks 
Davis: Operations of the Throat, Nose, and Bar. 2 p.m.. Medical 
and Surgical Clinics. X Rays. Mr. Pardoe: Operatic ns. Dr. 
Simson: Diseases of Women. „ _ 

Thursday.—2 p.m., Medical and Surgical Clinics. XRaya. Mr. Gray: 

Operations. Mr. B. Harman: Diseases of the Bye 
Friday.—10 a.m., Dr. Simson: Gynecological Operations. 2p.m., 
Medical and Surgical Olinloa. X Raya. Mr. Addison: Opera- 
tlons. Dr. Banks Davis: Diseases of the Throat, Nose, and Bar. 
Dr. Pemet: Diseases of the Skin. _ _ . 

Saturday.—10 a.m., Dr. Saunders: Diseases of Children. Dr. Banks 
Davis: Operations of the Throat, Nose, and Bar. Mr. B. Harman: 

S ?e Operations. 2 p.m., Medical and Surgical Clinics. X Rays, 
r. Pardoe i Operations. 
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NORTH EAST LONDON POST GRADUATE COLLEGE, Print* of 
Wales’s General Hospital, Tottenham, N. 

Moxday.— Clinics10.30 a.m., 8urglcal Out-patients (Mr. B. 
Gillespie). 2.30 p.m., Medical Out-patients (Dr.T. S. Whlpham) i 
Gynaecologies; Out-patients (Dr. Banister). 3 p.m m Medical 
In-patients (Or. R. M. Leslie). 

Tuesday.— 2.30 p.m., Surgical Operations (Mr. Carson). Clinicss— 
Medical Outpatients (Dr. A. G. Auld); Surgical Out-patients 
(Mr. Howell Evans); Nose, Throat, and Bar Out-patients (Mr. 
C. H. Hayton). Radiography (Dr. Metcalfe). 3.30 p.m., Medical 
In-patients (Dr. A. J. Whiting). 

Wxdhmuay.— -Clinics: —2.30 p.m., Throat Operations (Mr. C. H. 
Hayton). Children Out-patients (Dr. T. R. Whlpham); Bye Out¬ 
patients (Mr. B. P. Brooks); Skin Out-patients (Dr. H. W. 
Barber). 5.30 p.m., Bye Operations (Mr. R. P. Brooks). 
Thursday.— 2.30 p.m.. Gynaecological Operations (Dr. A. B. Giles). 
CUniosMedical Out-patients (Dr. A. J. Whiting); Surgical 
Out-patients (Mr. Carson); Radiography (Dr. Metealfe). 3 p.m.. 
Medical In-patients (Dr. R. M. Leslie). 

PninAT.—2.30 p.m.. Surgical Operations (Mr. Howell Bvans). 
Clinics:—Medical Out-patients (Dr. A. G. Auld); Surgical Out¬ 
patients (Mr. B. Gillespie); Bye Out-patients (Mr. R. P. Brooks). 

THE THROAT HOSPITAL, Golden-square, W. 

Moxday.— 5.15 p.m., Special Demonstration of Selected Oases. 
Thursday.— 5.15 p.m., Cllnioal Lecture. 


ROYAL INSTITUTION OP GREAT BRITAIN. Albemartoetra*. 
Plocadllly, W. 

Moxday.—5 p.m., General Meeting. 

Thursday.—3 p.m., Sir Ray I/mkester, K.C.B.: Flint and Flint 
Implements. (Lecture I (.) 

Saturday.-3 p.m.. Prof. W. H. Bragg: X Raya and Crystals - 
First Results and their Applications. (Lecture IL) 

For further particular* of the above Ledurct, AdMrtUetneniPayea. 


METEOROLOGICAL READINGS. 


(Taken daily at 8JO a.m. by Steward’s IntUntmenU.) 

Ths Laxoxt OSos, May 3rd, 1916. 
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Oammunications, Letters, Ac., have been 
received from— 


A. — Ardath Tobacco Co., Lond.; 
Messrs. Arnold and Sons, Lond.; 
Messrs. Allen and Hanburys, 
Lond.; Mr. Allanack, Southport; 
Ahmedabad Medical Society, 
Hon. Secretary of; After-Care 
Association. Lond., Secretary of ; 
Sir Clifford Allbutt, Cambridge; 
Dr. H. G. Adamson, Lond.; 
Mr. B. Arnold, Lond. 

B. —Brazil Press Association, Lond.; 
Messrs. Butter worth and - Co., 
Lond.; Bombay Medical Union, 
Hon. Secretary of; Messrs. 
W. H. Bailey and 8on, Lond.; 
Surgeon-General G. Bainbrldge, 

I.M.S.; Mr. E. Ball, Lond.; 
Mr. B. Bysack. Khetri; Mr. 

A. A. Bradburne, Southport; 
Birminaham Dai'y Pott ; Dr. 
S. K. Basa, Sutrapur; Mr. C. 
Brownfield, Lond.; Lady Beatty, 
Lond.; Mr. James Berry, Lond.; 
Bolton Infirmary and Dispensary, 
Secretary of; Captain St. J. D. 
Buxton, R.A.M.C.; Bootle 
Borough Hospital, Secretary of. 

O. —Dr. S. D. Clippinadale, Lond.; 
Messrs. Cassell ana Co., Lond.; 
Messrs. J. and A. Churchill, 
Lond.; Dr. A. Caddy, Calcutta; 
Mrs. M. Cornwall, Bridge of 
Allan ; Mr. V. B. Clark, Slough ; 
Dr. H. B. Oarlill. Lond. 

D.—Messrs. Down BroB., Calcutta; 
Messrs. W. Dawson and Sons, 
Lond.; Captain R. Dudsfield, 
R A M C.; Dewsbu»y Corporation, 
Town Clerk of; Dorset County 
Council, Dorchester, Clerk to; 
Mr. P. M. Doubleday, Lond. 

B.—Mr. E. L. M. Emtage, Lond.; 
Dr. P. W. Edridge-Green, Lond.; 
Mr. Lcoline Edwards, Lond.; 
East Sussex Hospital, Hastings, 
Secretary of. 

P. —Mr. L. Fenner, Eastbourne ; 
Dr. R. Forteacue Fox, Lond.; 
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Mb. President and Gentlemen,—B efore dealing with 
the main theme of these lectures, it would be as well to 
glance over the advances made in the knowledge of syphilis 
since the eighteenth century, as by so doing it will be easy 
to show how we have arrived; at our present state of 
knowledge. 

History (1786-1916). 

I propose to take as my first milestone the work done by 
John Hunter in the latter part of the eighteenth century. It 
will be remembered that about that time the burning 
question of the day was whether gonorrhoea and syphilis 
were forms or stages of one and the same disease, or whether 
they were two different diseases. To settle the question, 
Hunter inoculated himself with the discharge from a case 
of gonorrhoea and developed both gonorrhoea and syphilis, 
with the result that the unicity of the two diseases appeared 
to be established. Although many observers were still 
sceptical and really believed in the duality of the disease, 
it was not until about half a century later that Ricord 
finally proved to the world that the dualists were correct. 
Ricord, a Frenchman, was undoubtedly the first to give us 
a clear account of the clinical features of syphilis, and 
most of his work stands as good to-day as when he wrote it. 

Our clinical knowledge of syphilis was greatly added to 
after Ricord’s time by another Frenchman, Fournier, and by 
an Englishman, Jonathan Hutchinson. Both these men held 
the palm for increasing our knowledge of syphilis until it 
left us for Germany in the year 1905. From 1905 onwards, 
up to the present time, we have been served up with 
so-called epoch-making discoveries. In 1905 Schaudinn and 
Hoffmann discovered the spirochaeta pallida, which is, even 
up to the present time, generally regarded as the cause of 
syphilis. In 1907 the Wassermann reaction saw daylight, 
and in 1909 we had Ehrlich’s discovery of salvarsan. 

Let us return to the year 1905, and let us see how the 
discovery of the spirochaeta pallida was made. The opinion 
was held that the probable cause of syphilis was a protozoon; 
hence it was suggested to Schaudinn, who was one of the 
leading protozoologists of the day, that he should examine 
some syphilitic material for protozoa. Schaudinn, as he 
lived in Bonn, obtained his material from Hoffmann, who 
had charge of the Venereal Department of the University at 
that time. I think I am right in saying that the spirochaeta 
pallida was found in the first material examined, and the 
discovery was confirmed by the subsequent examinations. 
The world was then told that the cause of syphilis had been 
discovered. Everyone hastened to repeat the work, and in a 
very short time the spirochaeta pallida had been found in 
almost every known syphilitic lesion. Although one or two 
observers tried to ascertain what kind of an organism the 
spirochaeta pallida was, most were perfectly content to 
regard it as an organism which had no other phase, in spite 
of the fact that no one had succeeded in actually witnessing 
division—surely a peculiar occurrence, considering that no 
more perfect methods of demonstrating an organism existed, 
and that no organism was more frequently searched for and 
studied. 

I shall leave the spirocbseta pallida for a moment, and turn 
to- the Wassermann reaction. Pathologists, in the years 
just prior to 1907, had been paying considerable attention to 
the problems of immunity, with the result that various methods 
had been discovered for the detection of specific bacterial 
infections. One of the mast important of these was Bordet 
and Gengou’s complement-fixation test, by means of which 
No. 4837. 



an infection could be diagnosed by finding its antibody in 
the serum. In order to carry out the complement-fixation 
test it was necessary to have an extract of the bacteria, the 
antibody of which was to be sought. As the spirochaeta 
pallida had, up to this time, resisted all attempts to be 
cultured, Wassermann made an extract of syphilitic foetal 
liver, an organ which had been proved to be especially rich 
in specific spirochaetae, and he used this in place of an 
extract of the cultured organism. 

The modified complement-fixation test was stated to be 
specific. Like the discovery of the spirochaeta pallida, the 
Wassermann reaction very soon became general, and we all 
rushed to the conclusion that a positive reaction always 
meant that a patient had active syphilis, and therefore 
required treatment, and that a negative reaction often meant 
that the patient was cured, in spite of two glaring facts : 
(1) that an extract of non-spirochaetal tissue would serve 
equally well as the antigen ; and (2) that the rationale of the 
reaction was a complete enigma. 

Two years later—i.e., in 1909—Ehrlich discovered 
salvarsan. 

Outline of Inception and Results of Research. 

As the rationale of chemotherapy is to form the main 
theme of my lectures, I will not, for the moment, go more 
closely into Ehrlich’s discovery, exoept to mention one point, 
upon which hangs what I must deal with first. It was a 
recognised fact that, 24 hours after the first injection of 
salvarsan, no spirochaetae pallidas could be found in the 
syphilitic lesions, yet it was necessary to repeat the injec¬ 
tions of salvarsan several times, and to prescribe mercury 
afterwards. Thi9 paradox led me to doubt whether the 
statements made about the German discoveries were correct, 
and, looking at the whole subject, as I did then, with a very 
open mind, three pertinent questions confronted me, a 
solution to which I could not find with the knowledge as it 
then existed. The three questions were the following: 
1. If the spirochaeta pallida is the cause of syphilis, why 
do we never see it divide? 2. If all the spirochaetae are 
killed within 24 hours after the first injection of “606.” 
why is it neoessary to continue treatment ? 3. If the spiro¬ 
chaeta pallida cannot pass through the placenta, how can an 
apparently healthy woman bear an actively syphilitic child, 
since it is impossible to imagine that an organism as long 
as a spirochaeta pallida should enter the ovum- with a 
spermatozoon ? 

It then occurred to me that the spirochaeta pallida was 
not the absolute cause of syphilis, but possibly only a phase 
in the life-history of a protozoon. Owing to the fact that 
the spirochaeta pallida did not appear to multiply by division 
or to alter in any way at all, and owing to its close 
resemblance to male gametes of other protozoa, and even to 
the spermatozoon itself, it struck me that the organism 
might perhaps be the adult male, or, at any rate, an end- 
phase of a complicated protozoal life-history. 

In 1911 I began to examine lymphatic glands from the 
region draining the site of the initial lesion, and I soon 
found some bodies which I thought might be parasitic in 
nature, as they had special staining properties, and could 
not be demonstrated in the control material. As a result of 
further investigation, with both live and fixed tissue, I was 
able to work out the life-cycle of what was evidently a 
coccidial protozoon. As a result of some chemical investi¬ 
gations, I found that the phases of the protozoon consisted 
of a protein, which had special properties. This, then, gave 
me a clue which resulted in my being able to explain the 
rationale or modus operandi of the Wassermann reaction. 
The Wassermann reaction turned out to be a physical 
reaction dependent upon certain properties which the 
protein particles of syphilitic sera naturally possessed. 

Having found out what these properties were, it became 
clear how salvarsan worked. Further investigation into this 
subject soon unravelled the rationale of chemotherapy and 
opened the way along which future research might be 
expected to be most productive. One of the first drugs 1 
prepared turned out to be better in many respects than 
any anti-syphilitic remedy which had previously been dis¬ 
covered, showing that each piece of work dovetailed into 
the other, the best proof of their correctness. I will attempt 
to traverse the ground again, and to show how each step 
follows on the other; therefore I will begin by mentioning 
a few words about the life-cycle of the organism of syphilis, 
u 
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The Life-Cycle of the Organism of Syphilis 
(Leucocytozoon Syphilidis). 

The life-cycle commences with a spore or, as it is 
generally called, a sporozoite. The sporozoite then becomes 
intracellular. It chooses a connective-tissue cell or an 
endothelial cell as its host, and f when inside, it undergoes 
important changes, which can best be described under two 
headings. 

1. The sporozoite steadily increases in size, and by a 
process of budding, gives rise to several bodies which later 
become differentiated into male and female elements (mero- 
zoites). When the merozoites are ripe, they escape from 
the cell, and are then called male and female gametocytes. 

2. The sporozoite increases in size, but not to the 
dimensions met with in the previous case. Having reached 
a certain size, it divides into two, and again into four. These 
four masses, by a process of further subdivision, develop into 
a spore-cyst, and this spore-cyst gives rise to spores. This 
is doubtless the true asexual stage, and the two stages just 
described represent the schizogony. 

Both the male and female gametocytes are motile, but not 
flagellated. The male consists of three nuclear bodies, while 
the female contains a nucleus at her upper end and one or 
two very actively motile blepharoplasts at her lower end. 
When the female has reached the size of a red blood 
corpuscle she loses her blepharoplasts and becomes 
stationary. Before fertilisation the nucleus of the female 
gamete moves from the upper pole, takes a central position, 
and fills up practically the whole cell. 

The male gametocyte may develop intracellularly or extra- 
cellularly. If the former it enters a large mononuclear 
leucocyte, wherein the three nuclear bodies increase in size, 
develop into a coil, and from each nuclear body a number of 
spirochsetse arise, like the spokes of a wheel from its axle. 
The spirochaetje break loose, and each can then be recognised 
as a true spirochaeta pallida. In the extracellular develop¬ 
ment each nuclear body divides and subdivides, so that a 
rosette-like appearance is formed. Several bodies may break 
away en masse, in the shape of a chain, which ultimately 
breaks up into distinct coccus-like forms, or discrete coccus¬ 
like forms may at first break away. Each coccus-like body 
contains two rods, which give it the appearance of a diplo- 
coccus, and these rods develop into thick and unevenly coiled 
spirochastee which eventually become typical spirochsetae 
pallidas. The immature spirochasta, which is first formed in 
this extracellular route, resembles the refringens type; there¬ 
fore it is very probable that a spirochasta in two stages of 
its development is indistinguishable from the spirochasta 
refringens and the spirochasta pallida. 

In fertilisation the spirochseta appears to enter the female 
nucleus, wherein it becomes lost; but in some cases it 
seems to become connected with the female nucleus by a 
skein. In both cases the nucleus, which contains both male 
and female elements, migrates again to the upper pole; 
such a cell is a zygote. In the nine instances in which I 
have witnessed fertilisation, only one spirochaeta has been 
observed to enter the female, and it takes about an hour to 
become entirely lost to view. While entering the whole cell 
is in active motion, but once the spirochasta has entered the 
cell comes to a sudden standstill, and appears to become 
covered with a mantle. A few minutes after impregnation a 
polar body is expelled with considerable force from the cell, 
and again another after an interval of a minute or two. 
During the extrusion of the polar bodies the cell is very 
actively motile, but it becomes stationary immediately after 
the second has been ejected. The nucleus of the zygote 
divides and subdivides into sporoblasts ; the sporoblasts may 
further divide and subdivide in situ to form sporozoites; or, 
a sporoblast may escape and form sporozoites immediately. 

From the above description of the life-history of the 
organism of syphilis I think I am justified in assigning it to 
the order Sporozoa, and to the sub-class Telosporidia, since 
the spores are formed at the end of a cycle. The order is 
doubtless the Coccidiidea, and the species which most befits 
it is the leucocytozoon ; hence a good name for the syphilitic 
parasite would be Lenvooytozoon syphilidis. I cannot deal 
with all the theoretical arguments which have been brought 
forward against my discovery of the leucocytozoon syphilidis, 
as it is not in the scope of these lectures, and they have been 
fully dealt with in my book, “ The Biology and Treatment 
of Venereal Diseases/’ Suffice it to say here that I have 


proved these contra-arguments to be false, by a study of the 
ohemistry of the protozoon. 

As this chemical study opened new paths of research to 
me, some of which seemed to lead towards the explanation 
of the rationale of the Wassermann reaction, I will here 
indicate what they are. I found that the phases of the 
leucocytozoon syphilidis consisted mainly of a lipoid- 
globulin, which proved itself to be more resistant to reagents 
than the lipoid-globulin of the host’s cells—viz., the proto¬ 
plasm of the plasma cells and of the nucleoli. Further, 
that its reducing action was also greater, especially in the 
case of the spirochetal phase, owing to its containing in 
its molecule a fatty acid not completely saturated. As a 
result, it was a simple matter to devise several differentiating 
methods of staining the organism. 

Staining. 

I must mention now a few points on the staining properties 
of the leucocytozoon syphilidis. 

The syphilitic organism will stain in vivo with borax 
methylene-blue, some phases with its methylene-violet, and 
other phases with its methylene-red moiety. Methylene- 
violet is positively charged, and it is a reduction-sensitive 
stain, while methylene-red is negatively charged, and it is 
not reduction-sensitive. Most living cells have a negative 
charge, for the reaction of the tissues always tends towards 
the alkaline side of neutrality, for the reason that there are 
always more hydroxyl (OH') than hydrogen (H-) ions. 
Therefore, most living cells stain better with basic than 
with acid dyes. The spirochasta pallida, and the female 
gamete after fertilisation—i.e., the zygote—take the 
methylene-red stain, while the other phases take the 
methylene-violet, except the phases between the zygote and 
the spore, which stain metachromatically—that is, with both 
methylene-violet and methylene-red. When staining fixed 
tissue with pyronin and methyl-green, all the phases stain 
with pyronin and none with methyl-green. At first sight 
it might be thought that the syphilitic phases had no nuclei, 
but such is not the case, since the simple manoeuvre of using 
acetic acid before staining enables the nuclei to stain 
deeply with methyl-green. Methyl-green is a reduction- 
sensitive stain, indeed, far more so than methylene-violet. 
Therefore, from what has already been said, it is clear that 
the phases of the leucocytozoon syphilidis have strong 
reducing properties which prevent them under ordinary 
circumstances from staining with methyl-green. 

Turning attention to the plasma cells for a moment, in 
vivo they show practically no affinity for methylene-red ; 
when fixed, the protoplasm and the nucleolus stain with 
pyronin, while the nucleus stains with methyl-green. Under 
ordinary circumstances pyronin will not stain nuclei, 
because it is an oxidation-sensitive dye. Therefore, staining 
is largely influenced by oxidation and reduction. Methyl- 
green is avid for active oxygen, and therefore will become 
adsorbed by any protein or lipoid-protein which contains it. 

Since nuclei stain so well with methyl-green it is in the 
nuclei that active oxygen is to be found. Active oxygen 
converts pyronin into its carbinol or colourless base, hence 
pyronin cannot stain nuclei. 

Reduction is dependent upon active hydrogen, and since 
active hydrogen converts methyl-green and methylene-violet 
into their leuco-bases it is at once explained, not only why 
the syphilitic phases do not stain with methyl-green, but it 
also shows that the lipoid-globulin of those phases is rich in 
active hydrogen. 

Active hydrogen is electro-positive, and so is pyronin; 
therefore it is not owing to the presence of active hydrogen 
that the syphilitic lipoid-globulin is so markedly pyronino- 
phile. The pyroninophile properties are probably due to the 
free hydroxyl groups in the form of peroxides, which are 
formed by the reducase system. 

The evidence so far obtained is that the syphilitic 
organism consists of a remarkable lipoid-protein which is 
rich in active hydrogen, and that it also consists of nucleo- 
protein, which is rich in active oxygen. 

Oxidase-Reduca8b System. 

It is now necessary to inquire more fully into this 
oxidation-reduction process; in other words, we want to 
know how active oxygen and active hydrogen are formed. 

The oxidation process, or better to call it “ the oxidase 
system,” has been well worked out by Bach and Chodat, 
who found that active oxygen was produced by the action of 
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a ferment, which they called a peroxidase, npon a peroxide. 
These two authors found, furthermore, that the peroxidase 
was a metal in the form of an hydroxide. The peroxide is 
simply another name for hydrogen peroxide. So far as 
active hydrogen was concerned, all we knew was that an 
extract of liver, which went by the name of Schardinger's 
enzyme, would, in the presence of an aldehyde, form active 
hydrogen; and although Heffter made the suggestion that 
Schardinger's enzyme was a sulphydryl group, neither he nor 
anyone else has shown how this sulphydryl group works or 
what takes the place of the aldehyde in the body. Owing 
to the invention of the word peroxidase Schardinger’s enzyme 
came to be called perhydridase, and by further analogy 
this perhydridase is stated to form active hydrogen by its 
action upon a perbydride. 

From my own investigations I am of the opinion that 
active oxygen is normally formed in the body by the action 
of ferric hydroxide protein upon five atoms of hydrogen and 
two peroxide groups, as in this equation :— 

R.Fe(OH) a + 5H + 2H a 0 2 = R.Fe + 6H a O + O". 

The peroxide atoms in the above equation are, in my 
opinion, formed along with active hydrogen by the action of 
di-sulphide protein upon two atoms of hydrogen and four 
hydroxyl groups, as in this equation : 

R.S.S.R. -f 2H -f 40H = R.S + R-SH -4* 2H a O a -j- H* 

The parasitic lipoid-protein, as well as the lipoid-protein 
particles in the serum of the ho3t, since the host's resisting 
substance is always as nearly as possible physico-chemically 
the same as that of the parasite, are now seen to possess a 
perfect oxidase-reducase system owing to absorbed ferric 
hydroxide and di-sulphide ions, which on the one hand form 
active oxygen (0”)and on the other active hydrogen (H*). 
The great difference between the parasitic lipoid-protein and 
that of the host consists in the greater reducing action of the 
former, the significance of which will be seen later. 

Thb Significance of the Hydrogen and Hydroxyl Ions. 

The oxidase-reducase system, as has been seen from the 
equations just given, is dependent upon hydrogen and 
hydroxyl ions. Therefore it will be necessary now to say a 
few words upon the two most important catalysts known. 

Serum, as is well known, is on the alkaline side of 
neutrality; hence it will always contain an excess of 
hydroxyl ions (OH'). Serum is peculiar, in that an 
equilibrium between the hydrogen and hydroxyl ions is 
maintained in it, an equilibrium which is usually known as 
the normal hydrogen-ion concentration. The hydrogen-ion 
concentration in serum is 04 x 10~ 7 and the corresponding 
hydroxyl-ion concentration is 7’2 x 10~ 7 . Two questions 
now arise: 1. What is the purpose of this normal hydrogen- 
ion concentration? 2. How is this normal hydrogen-ion 
concentration maintained? 

One of the most important roles played by the hydrogen- 
ion concentration is the influence it exerts upon the solubility 
of insoluble electrolytes. As is well known, free acids are 
more insoluble than their alkaline salts and free bases are 
more insoluble than their chlorhydrates. Take, for instance, 
the base of salvarsan — namely, di-para-amino-arseno- 
benzene—or the base of intramine—namely, di-ortho-amino- 
thio-benzene; both are insoluble, or, in other words, cannot 
undergo electrolytic dissociation, yet when injected electro¬ 
lytic dissociation must occur, as otherwise they would exert 
no therapeutic action. In the case of the di-para-amino- 
arseno-benzene, by inserting into its molecule two hydroxyl 
groups, electrical dissociation will occur in water, where there 
are free hydrogen and hydroxyl ion9, and the dissociation will 
be greater if a salt of the base is used. Hence the reason for 
the insertion of the hydroxyl groups in salvarsan and the 
formation of the hydrochloride, two steps which really are 
not necessary, so far as the therapeutic action of the drug is 
concerned. Before an explanation as to how electrical 
dissociation of an insoluble body like intramine occurs 
is oorpore , it will be as well to show how electrical dis¬ 
sociation of a simpler body occurs. 

The solubility of benzoic acid in water, for instance, can 
be followed by the following equations taken from an article 
by Michaelis in the * ‘ Handbuch der Biochemie ” 

[Acid anions] x [H ] _ — 

[JNon-dissociated acid] ~~ 

In the above, K is the dissociation constant of the acid. 
Toe concentration of the d on-dissociated acid is equal to the 


“ partial solubility ” of the acid, which can be designated 
as X, and transformed into the following equation :— 


K X 

[Acid anions] = r -^—. 

L * 1 J 

The “total solubility” of the acid can be given the capital 
letter A, and the equation will now run 


A = X + 


K.X 

[H'J 


[H-] + K 
[H-] 


The “total solubility” A is therefore dependent upon 
the hydrogen-ion [H ] of the solution, while the “partial 
solubility,” X, is constant. 

Applying this to the solubility of an amphoteric electro¬ 
lyte, it will be seen that the “ total solubility ” equals the 
“partial solubility ” plus the concentration of the anions on 
the one hand and the kations on the other, in a saturated 
solution of the ampholyte; — the equation being as follows:— 


A = X + [A*] + [A'] 

X is always constant, therefore, when A is a minimum, 
[A-] -f [A'] is a minimum, and this is the iso-electric point. 
Therefore, an amphoteric electrolyte has its minimum solu¬ 
bility at that hydrogen-ion concentration which corresponds 
to its iso-electric point. Every amphoteric electrolyte has 
two dissociation constants, an acid (Ka) and a base (Kb) 
which regulate the solubility. 

From this it is clear that the lipoid-globulin particles in 
serum are kept in solution by the ions attached to them. 
It is also clear that the hydrogen-ion concentration must be 
constant, otherwise the lipoid-protein would begin to become 
precipitated, therefore, however big or however ionic the 
lipoid-protein molecules became, the acidic and the basic 
ions would always be so arranged that the hydrogen-ion con¬ 
centration’s optimum would be maintained. This is the 
reason why the hydrogen-ion concentration of a syphilitic 
serum is the same as that of a normal serum, although in the 
two cases the molecules themselves are so different. 

From the above it will be seen how intramine gets into 
solution in oorpore. In virtue of its amino groups it becomes 
adsorbed to the lipoid-globulin molecules, and since these 
molecules must maintain the hydrogen-ion concentration’s 
optimum, various electrolytes will be discharged, a pre¬ 
ponderance of acidic over basic or vice versa, according to 
the charge of the prevailing electrolyte in intramine. In 
the maintenance of this normal hydrogen-ion concentration 
intramine gets into “ solution.” 

The greatest influence, then, of the hydrogen-ion concen¬ 
tration will be that which it exerts upon the precipitation of 
colloidal solutions—an influence which will be frequently 
shown and alluded to as we proceed. 


Suspensoids and Emuhoiis. 

The one great distinction which all observers draw 
between a colloidal “solution” and a true solution, is the 
difficulty with which the former and the ease with which the 
latter dialyses. Another, and perhaps greater, distinction 
is, that a colloidal “solution” is really a suspension. A 
suspension is a microheterogeneous system—that is to say, a 
finely divided phase—the solubility of which in water is nil , 
but which is suspended in an aqueous phase. Colloids which 
fulfil the above definition are known as suspension colloids, 
or suspensoids, while proteins, which are in part soluble in 
water, are known as emulsion colloids, or emulsoids. 
Emulsoids come midway between suspensoids and crystal¬ 
loids. There is no hard-and-fast line between these three 
physical states, since emulsoids may, in some cases, be solu¬ 
tions of substances of high molar weight. 

There are three great differences between emulsoids and 
suspensoids, differences of density, viscosity, and surface 
tension. Surface tension is the important one from our 
point of view. Speaking generally, the surface tension of 
suspensoids is the same as that of water, while the surface 
tension of emulsoids is usually much smaller than that of 
water. It is owing to this difference that suspensoids are 
not so readily adsorbed as emulsoids. The smaller the 
surface tension of a saturated solution, the more this solu¬ 
tion approaches a colloidal “solution.” This property which, 
so to speak, stamps a colloidal “ solution,” consists in the 
greater tendency the solid phase has, first, to remain sus¬ 
pended in high dispersity in the saturated solution, and 
secondly, when it is precipitated, for the precipitate to 
be amorphous. Hence the explanation for the peculiar 
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properties witnessed in proteins. In the case of protein 
“solutions,” which have a small surface tension, the ions 
attached to the solid particles play a very important r61e. 
As the solid particles are fully electrically charged, a fact 
which keeps them in suspension in corpora, the surfaoe 
tension vanishes, and the particles remain still more firmly 
in suspension. If the particles become in any way de-ionised, 
the surface tension increases, and the small particles 
increase in size, with resulting agglutination and amorphous 
precipitation. 

From these few remarks concerning surfaoe tension it 
will be readily seen why agglutination, complement-fixa* 
tion, and precipitation should be the pictures given by the 
immunity reactions in vitro. It will also be seen that all 
three are different phenomena of the same physical action 
and that, unless instantaneous death occurs, as is seen, for 
instance, in anaphylactic shock, none of these phenomena 
occurs in vivo. 

The maintenance of this surfaoe tension is dependent upon 
a certain hydrogen-ion concentration. Therefore the normal 
hydrogen-ion concentration serves the purpose of keeping 
the lipoid-globulin colloidal particles in “ solution” in the 
serum. Now, as to how this normal hydrogen-ion concentra¬ 
tion is maintained. 

Maintenance of Normal Hydrogen-ion Concentration. 

The lipoid-globulin particles form the internal, or, as it 
is sometimes called, the disperse phase, and the serum in 
which they are, forms the external phase or the dis¬ 
persion medium, therefore the normal hydrogen ion-con¬ 
centration will be maintained on the one hand by the 
internal phase and on the other by the external phase. 
Although the action of each will be discussed separately, 
the two actions are, of course, interdependent. 

There are what may be called two systems which main¬ 
tain the normal hydrogen-ion concentration in the external 
or continuous phase: (1) the phosphate system, (2) the 
bicarbonate system. The phosphate system is made up of 
an acid and a basic sodium phosphate, the former being the 
mono-sodium phosphate (NaH 3 P0 4 ) and the latter the 
di-sodium phosphate (Na 3 HP0 4 ). Like water, these two 
salts are continually undergoing electrolytic dissociation, as 
in the following equations :— 

NaHaPO* = Na* + H* + HP0 4 " 

N*iHP0 4 = Na- + Na- + HPO/' 

H a O + OH' 

HaO + HP0 4 " = HaPO* 4- OH. 

The bicarbonate system is very similar, as the following 
equations show :— 

NaHCOn = Na- + HCOa' 

HaCOa = H* + HCOa' 

‘ HaO H* + OH' 

HaO + HCOa = H a C0 8 + OH' 

In this way a balance is maintained between the hydrogen- 
and hydroxyl-ion concentration of the disperse medium. 
From the equations just given the number of hydrogen 
ions formed is the same as the number of hydroxyl ions, but 
as I have already said, there are more hydroxyl than 
hydrogen ions in the serum. How, then, is this excess 
formed ! Cells have functions to perform, for the perform¬ 
ance of which they must have active oxygen. After the 
oxygen has been used up it is discharged as carbon di-oxide. 
The presence of carbon di oxide in the serum would increase 
the concentration of hydrogen bicarbonate (HC0 3 '). This 
hydrogen bicarbonate would undergo electrical dissociation 
with water into hydrogen carbonate (H } C0 3 ) and hydroxyl-ion 
(OIP), thus giving rise to an excess of hydroxyl ions in the 
serum. 

The normal hydrogen-ion concentration of the internal 
phase is maintained by the oxidase-reducase system, which I 
have already described. As the ferric hydroxide protein and 
the di-sulphide protein form active oxygen on the one nand 
and active hydrogen on the other hand, with the free 
hydroxyl and hydrogen ions formed by the electrical dis¬ 
sociation of the phosphate and bicarbonate systems with 
water, it will be seen that the maintenance of the hydrogen- 
ion concentration of the external phase and that of the 
internal phase are interdependent. 

From here I must now turn to the Wassermann and other 
immunity reactions. 


Immunity Reactions “ in v!tbo ”: Complement-Fixation 
Test, Wassermann Reaction. 

No object is served by my going into the various-theories 
of immunity, as even Ehrlich’s side-chain theory, a theory 
evolved on the work done mainly by Bordet, a Frenchman, 
recent as it is, is no longer tenable. Suffice it to say hero 
that resistance depends upon protective substances which 
circulate in the serum. These protective substanoes are 
lipoid-globulin particles which emanate mainly from lympho¬ 
cytes, and which exist in the serum as emulsoid particles. 

These emulsoid particles form what is usually called the 
antibody. The term antigen is given to the foreign body 
(bacterium, red blood corpuscle, &c.) which stimulates the 
formation of the antibody. The union between the antibody 
and the antigen depends upon a third substance, which goes 
by the name of complement. Antigen consists of lipoid- 
globulin particles, and the antibody so constitutes itself 
that it possesses a stereo-chemical molecular configuration 
homologous to that of the antigen. Herein lies the explana¬ 
tion of speoificity. Now specificity, contrary to general 
belief, is practically never absolute. For instance, the 
Wassermann reaction may be positive in all protozoal 
diseases; further, salvarsan produces changes in the plasma 
cells, as I have described, in syphilis, in other protozoal 
diseases, and sometimes in cases of tuberculosis, although 
to a much less degree. An emulsion of the spores from a 
culture of sporotrichum beurmanni can be agglutinated, not 
only by the serum from a case of sporotriohosis but also by 
the serum from other diseases caused by fungi—for instance, 
actinomycosis. 

At first sight, Abderhalden’s test for pregnancy appears 
to be specific, but syphilitic sera will give positive ninhydrin 
reaotions with placental extract. It is interesting to note in 
this connexion, clinically, not only is the coarse of syphilis 
considerably modified in a woman who is pregnant, bat 
women in general, at any rate, up to the time of the n»eno-< 
pause, are not so severely affected by syphilis as men are. 

The most rational explanation of these phenomena, to my 
mind, will be found in likening the arrangement of the 
amino groups in the lipoid-globulin molecule to the bricks in 
a house. The house, at first sight, is always the same, bat 
the arrangement of the bricks with which it is built varies, 
making each house look slightly different when thoroughly 
examined. Specificity *is caused ^by the variation in the 
arrangement of the bricks, which are the amino groups in 
the lipoid-globulin molecule. The range of speoificity is 
unlimited, therefore the variation in the bricks is not so 
much the alteration of one brick as a change in the 
combination of several. 

This being the case, it is possible for different infections 
to produce partly similar combinations of the groups which 
go to make up the lipoid-globulin molecules. The combina¬ 
tion may be the same up to a point, and then the last few 
bricks may make all the difference. From this it may be 
inferred that some of the groups which go to make the 
syphilitic lipoid-globulin are also the same as some of those 
which go to make up the lipoid-globulin of the sera of 
women. In other words, there is a common combination of 
the groups somewhere in the molecules which constitute the 
lipoid-globulin of syphilitic sera on the one hand and the 
sera of women up to the menopause on the other hand, and 
that the combination becomes the closer in women who are 
pregnant. 

Complement. 

Having briefly referred to the nature of antigen and anti¬ 
body, it now remains to discuss the nature of complement. 
The first to throw any real light upon the nature of com* 
plement was Ferrata, who succeeded by dialysis in dividing 
complement into two parts. Sachs and Altmann succeeded 1 
in separating these two parts, by first acidifying with weak 
hydrochloric acid and then neutralising the same. Liefmaim 
and Cohn gained the same object by precipitation with 
carbon dioxide. These two parts received the names of 
middle piece and end piece, and were so christened by 
Brand. Brand found that the middle piece was attached 1o 
the globulin fraction of the serum, and that it was- the 
middle piece which was fixed by the amboceptor and by the 
red blood corpuscles in the haemolytic experiments. The end 
piece remained free until the middle piece was firmly fixed, 
and not till then did it become bound itself.. 
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Michaelis and Skwirsky found that red blood corpuscles 
which had adsorbed amboceptor, and had been treated with 
mono- and di-sodium-phosphate instead of with complement, 
only fixed the middle piece of complement when it was 
added, leaving the end piece free to be collected if required. 

Discussion then arose as to the nature of these two pieces. 
Sachs and Bolkowska pointed out that both pieces were 
thermolabile. Then Sachs and Teruuchi showed that, if 
guinea-pig’s serum was inactivated by distilled water, farther 
addition of sodium chloride failed to restore its action. 
Adding to such an inactivated serum some end piece often 
had the effect of restoring the complement action, adding 
some middle piece seldom did, while adding both always 
did. Liefmann and Cohn, as a result of several experiments, 
found that the quantity of middle piece fixed was infini¬ 
tesimal, an observation which led them to suggest that 
complement was a ferment. Friinkel, using carbon dioxide 
to separate the middle and end pieces of complement, found 
that the end piece, or, as he called it, the albumin portion, 
increased the action of both split and intact complement. 
The middle piece, or, as the same observer called it, the 
globulin portion, prevented the action of both split and 
intact complement. 

From thd work of the observers mentioiied, and of others 
who have confirmed them, it may be noted that the action of 
complement is that of a ferment, and that complement can 
be divided into two parts, both of which when added will 
always restore the action. 

My own investigations into the nature of complement led 
me to believe that it was part and parcel of the antibody, 
that it was a ferment or catalyst, since its action depended 
upon concentration and not upon the absolute quantity used, 
and that it was probably linked on to the lipoid-globulin 
molecules by means of the ions. Further investigations 
showed me, not only that complement was an expression of 
the oxidase system, as I had previously thought, but of the 
reducase system also. In other words, I found that comple¬ 
ment represented the balance between the hydroxyl and 
hydrogen-ion concentration of both the internal and the 
external phases. 

Light is now thrown on the so called middle and end 
piece of complement. The middle piece is the oxidase- 
reducase system of the internal phase, while the end piece 
represents the hydrogen and hydroxyl ions of the external 
medium. If complement is divided into its two pieces the 
end piece alone may act feebly as complement, while the 
middle piece may act in the opposite direction, but when 
both pieces are mixed full complement action is again 
restored, a fact which clearly proves the statement I made 
earlier—namely, that the normal hydrogen-ion concentration 
of both the internal phase and of the external phase were 
in ter depended t. 

From the remarks I have already made concerning the 
chemico-physical properties of emulsoids, added to which is 
the knowledge gained as to the nature of antibody, antigen, 
and complement, it will be clear as to what happens when 
these three substances meet, but the phenomena witnessed 
in vitro will not be analogous to those which occur in vivo , as 
it is only in vitro that one of them—namely, complement—is 
completely destroyed (excepting in the condition known as 
anaphylactic shock). 

Experiments with Hcemolytio System. 

Before discussing the phenomenon of adsorption in a case 
in which the antibody is specific, I will relate a few experi¬ 
ments I have made with the hemolytic system. It was 
generally thought that for haemolysis to occur in the presence 
of complement and of an antibody the antibody must 
be specific. Such is not the case, because haemolysis 
will occur if colloidal aluminium hydroxide takes the place 
of the antibody. Colloidal aluminium hydroxide becomes 
adsorbed by the red blood corpuscles, but no change in 
surface-tension occurs, and therefore no luemolysis, until 
complement is added. When this physical change takes 
place complement is destroyed. If a little glycine, albumin, 
gelatin, or agar is added to the aluminium hydroxide 
beforehand, even in the presence of complement, no haemo¬ 
lysis occurs. 

Aluminium hydroxide is a suspensoid, and therefore is 
very sensitive to electrolytes. In the presence of complement 
it will very quickly upset the normal hydrogen-ion concen¬ 
tration, with the result that the lipoid-protein particles will 


tend to reach their iso-electric point and will tend to become 
more suspensoid, phenomena which cause an alteration of 
surface-tension—hence haemolysis. 

Aluminium hydroxide glycine is an emulsoid, and 
therefore is not sensitive to electrolytes. Although 
aluminium hydroxide glycine is adsorbed by the red blood 
corpuscles, both being perfect emulsoid colloids, they are 
kept in “ solution ” by the normal hydrogen-ion concentra¬ 
tion (complement), with the result that there is no change 
in surface-tension ; hence haemolysis does not occur. 

In the case of a specific antibody, haemolysis will occnr in 
spite of the fact that the specific antibody is an emulsoid. 
If the antibody is very fresh and active, haemolysis, may 
not result; this is also often the case in other immunity 
reactions. Fresh specific serum may fail to give the 
agglutination and precipitation tests, and an active 
syphilitic serum may give a negative Wassermann reaction, 
showing clearly not only that immunity reactions in vitro 
are not analogous to what occurs in rivo, but also that death 
of the organism may take place without there being any 
apparent microscopic change in its form. How, then, does a 
specific antibody differ from aluminium hydroxide glycine ? 
Specificity lies in the amino groups of the lipoid-globulin 
molecules, not in the amino groups as such, but only so far 
as they are combined with the carboxyl groups to constitute 
the lipoid-globulin molecule. Permeability is regulated by 
the carboxyl groups, but again only in virtue of their com¬ 
bination with the amino groups. 

The phenomenon of adsorption is especially marked with 
emulsoid colloids, in view of the amino groups. Hence, 
when a specific antibody meets its specific antigen in vitro , 
adsorption takes place, and the adsorbed lipoid-globulin 
molecules, owing to a certain de-ionisation which occurs as 
the result of the adsorption, destroy the complement and 
become precipitated, or, strictly speaking, they become 
more suspensoid, since they are brought nearer to their 
iso-electric point, with the result that a change is brought 
about in the surface tension. Any interference with the 
amino groups at once destroys the specificity. 

Wassermann Reaction. 

So far as the rationale of the Wassermann reaction is con¬ 
cerned, the only data required are : (1) the active principle 
of the antigen ; (2) why syphilitic sera should, in preference 
to other sera, adsorb the antigen. Various investigations 
showed that the active principle in the antigen was nitrogen, 
in the form of an amino-acid, but that another factor played 
a r6le, since the conversion of the amino groups into 
methylene imino groups, which may be done by formalin, 
as shown in this equation— 

H.COH + R.Nfla = R.N.CH* + H a O, 
increased its antigenic properties. 

The methylene imino groups are larger than the amino 
groups and are more suspensoid in character ; therefore the 
addition of formalin increases the size of the colloidal 
particle. Adding cholesterol to the antigen increases its 
adsorptive capacity. The syphilitic antibody (lipoid-globulin 
particles) in the Wassermann reaction, since it is a non¬ 
specific reaction, is best designated as the reacting sub¬ 
stance, or “reagin” for short. Syphilitic lipoid-globulin 
is peculiar, in that its particles are larger than those from 
most other diseases; indeed, protozoal diseases can be 
roughly separated from bacterial diseases by the difference 
in the size of the lipoid-globulin particles, and the increased 
adsorptive power of the molecules of the former over those 
of the latter. These two observations are doubtless the most 
important in the whole of my research work, and they are 
two which can be easily proved. Ultramicroscopic examina¬ 
tion proves them both at once, but the most conclusive 
proofs are, that a syphilitic serum contains more protein 
nitrogen, more adsorbed amino nitrogen, and more adsorbed 
ions than normal serum. 

From what has already been stated, it become> now 
perfectly clear why complement should be destroyed when a 
big emulsoid particle like syphilitic lipoid-globulin adsorbs 
an emulsion colloid like antigen, which is more suspensoid 
than a specific antigen. As the lipoid-globulin molecule is 
bigger in late than in early cases of syphilis, it will follow 
that the Wassermann reaction will be more marked in that 
stage in which there are the fewest number of organisms. 
Since, moreover, an uncombined carboxyl group may prevent 
a syphilitic serum from giving a positive reaction, in virtue 
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of the effect it has upon surface tension, and owing to the 
fact that once the lymphocytes have had to form such 
lipoid-globulin particles they may go on doing so although 
there may be no more organisms to kill, it necessarily 
follows that a negative Wassermann reaction is always 
valueless, and that a positive Wassermann reaction does not 
invariably indicate that the patient has active syphilis, or 
that he requires further treatment. 

Normal sera will always give a positive Wassermann 
reaction if the size of the lipoid-globulin molecule is made 
sufficiently big - or, better to say, rendered less emulsoid— 
than it is under normal circumstances. Heat will do it; so 
will'alternate freezing and thawing ; so will a plus or minus 
change in the atmospheric pressure ; and so will the addition 
of a non-colloidal body like barium sulphate. 

Nature of Immunity Reactions. 

Therefore, the Wassermann reaction is a purely physical 
reaction, while the specific complement-fixation test is a 
chemico-physical reaction, as it depends upon an homology 
which exists between the amino groups of the antigen and 
the antibody. Neither the specific nor the non-specific 
complement-fixation test shows exactly how an organism is 
attacked by the resisting substance in the body. The 
agglutination test throws no further light on this point, nor 
does the precipitation test, so let me close this part of the 
subject with the remarks, before discussing the main point 
in question, that an alexin, an opsonin, a bacterio-tropin, 
an amboceptor, an agglutinin, a precipitin are all the same 
substance, and the part exhibited by each is only an 
exhibition of different physico-chemical phenomena possessed 
by that one substance, which is a lipoid-globulin, and is best 
called the resisting substance. 

Finally, no proteolytic ferment comes into any of the 
reactions, and Abderhalden’s test—which, by the way, is not 
specific, since a syphilitic serum will give a positive reaction 
with any organic extract, for the same reason as it adsorbs 
the antigen in the Wassermann reaction—is merely a 
chemico-physical reaction, which is carried a step further 
than the other immunity reactions. In vivo no immediate 
change results from the adsorption of antigen and antibody. 
In vitro one change is agglutination, a further change is pre¬ 
cipitation, a further change still is hydrolysis. If a dialyser 
be used the precipitated lipoid-globulin which has resulted 
from the adsorption with its antigen, owing to its becoming 
more crystalloid, will allow some of the amino groups to pass 
through the fish bladder and give the ninhydrin reaction. 

An outstanding feature in my work on the chemico-physics 
of immunity is that, in chronic infections, the changes pro¬ 
duced in the lipoid-globulin particles are often in an 
increasing ratio, in a ratio which is independent of the 
number of organisms to be killed. In other words, I have 
found that if the stimulation of the lymphocytes—and, for 
that matter, of other cells in their own case—to form pro¬ 
tective substances is sufficiently prolonged the molecules of 
the cells themselves will increase in size and become more 
like suspensoids, in which condition they will act as foreign 
bodies. I have gone fully into this subject in Part II. of my 
book, “The Biology and Treatment of Venereal Diseases,” 
as I feel sure it is research on these lines which will unravel 
the mysteries of malignant disease. 

The Mode op Action op the Resisting Substance 
“in Corpore.” 

A discussion on this subject at once introduces the 
problems of natural and artificial immunity, about which a 
few words must be said. There are many examples of 
natural immunity : for instance, cold-blooded animals are 
immune to infection by organisms which produce diseases 
in warm-blooded animals, and vice versa. In any case, 
bacterial infections are more common in warm-blooded than 
in cold-blooded animals. 

Diseases of birds, such as psittacosis, &c., cannot be 
conveyed to mammals. Furthermore, carnivorous animals 
are more or less immune to those bacteria which cause 
diseases in herbivorous animals, or in man, who subsists on 
a mixed diet. Man appears to be absolutely immune to 
rinderpest, and all but the higher mammals to such diseases 
as scarlet fever and measles. Natural immunity, such as 
above described, is really only an apparent immunity, and 
is not analogous to the immunity produced by a bygone 
infection. 


The food on which the animal lives plays a r61e ; also its 
temperature, since, if the temperature of cold-blooded 
animals be raised, they can develop tetanus, a disease to 
which they are, under ordinary circumstances, immune. 
There is even a difference in race resistance—a difference 
which, in some cases, is probably due to the food upon which 
the animal lives. For example, Yorkshire pigs are more 
resistant than other breeds to a special form of erysipelas 
from which pigs suffer. The older races of cattle are more 
disposed to tuberculosis than the new races or species. 
Again, different breeds of mice react differently to anthrax, 
add to an infection caused by the micrococcus tetragenus. 

So far as syphilis is concerned, it is certain that all races, 
irrespective of climate and food, are equally prone to be 
infected with it. The reason why Livingstone thought that 
pure-born Africans were immune to syphilis was simply 
because the races to which he referred had never been in 
contact with white people, and therefore had never run the 
risk of catching the disease. Before the white man settled 
in Uganda syphilis was unknown there ; now it is well-nigh 
a plague amongst the natives. Monkeys can be easily 
infected with syphilis, but it is doubtful whether the lower 
mammals can. Because rabbits develop chancres and 
regional adenitis after subcutaneous injections of spiro¬ 
chetal material, and general lesions, if the spirochetal 
emulsion be injected intravenously, it does not follow that 
the rabbits have developed syphilis. 

Probably, if a sufficient quantity of rinderpest infection 
were injected into a human being, he could be made to 
develop symptoms simulating the real disease. There is no 
doubt that infections can be produced in man or in animals 
which, under prevailing conditions, have a natural immunity 
against such ; therefore natural immunity is probably due to 
certain physical conditions which naturally exist, and is not 
analogous to the ‘immunity which follows an infection, an 
immunity probably due to the artificial production in the 
serum of protein colloidal particles which possess the same 
stereo-chemical molecular configuration as the protein 
molecules of the parasites. 

Broadly speaking, if an individual has had a disease he is 
less likely to contract the same disease again. The period 
at which the first attack is cured—that is to say, whether 
soon or late after its onset—has an influence upon the degree 
of the immunity acquired. The severity of the attack also 
has an influence, and so has the position in the body where 
the organisms are first implanted. An acquired immunity is 
not absolute, since the patient can usually be infected, pro¬ 
vided a sufficient quantity of the infective material gets into 
his system. The main difference between acquired and 
natural immunity is that in the former the immunity is 
specific, and in the latter it is not. 

The points brought out from the few remarks made show 
that immunity depends upon a certain physical state of the 
host; upon the position where the organisms are implanted ; 
upon the number of organisms implanted ; and upon whether 
the molecular configuration of the lipoid-globulin particles in 
the serum of the host is homologous to that of the lipoid- 
globulin molecules of the parasite. 

Primary Struggle and Turning of the Tide. 

When a man runs the risk of becoming infected with 
syphilis there must always be, first of all, a struggle between 
the cells of that man and the spores of the leucocytozoon. 
If the former win, then, of course, there is no infection. 
Assuming that the latter win, the spores having gained a 
firm foothold, will develop at their host’s expense and 
produce a lesion, which we call a chancre. A further 
development of these spores will lead to a generalisation of 
them in the body of the host, with a result that lesions will 
occur all over the body. Instead of the development going 
further still the tide turns in favour of the host, and the 
number of the parasites gradually becomes lessened, with 
the result that the lesions disappear. The turning of the 
tide is due to the fact that the host’s lymphocytes have been 
able to manufacture lipoid-globulin particles, the molecular 
configuration of which is homologous to that of the lipoid- 
globulin molecules of the parasite. 

Two questions arise now: (1) What is the nature of the 
primary struggle . ? (2) What is the modus operandi of the 

turning of the tide ? 

In the remarks I have made already it will be remembered 
that there are only two factors which come into play in the 
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adsorption between antigen and antibody: (1) hydrogen-ion 
concentration (oxidase-reducase system); (2) specific amino 
groups. In the primary struggle the second factor cannot 
possibly play a role, since it takes some time for the amino 
groups in the lipoid-globulin molecules to be arranged in a 
specific manner. Moreover, the primary struggle is a local 
affair, a struggle between spore and cell, while the* turning 
of the tide is a general affair—a struggle between the lipoid- 
globulin particles of the serum generally, of the plasma cells 
locally, and those of the parasites. 

When a syphilitic spore enters the human body, in order 
to develop it must enter a connective-tissue cell or an endo¬ 
thelial cell. To enter a cell it must alter the surface-tension 
of that part of the cell where it is going to enter, and this 
will mean a local disturbance of the normal hydrogen-ion 
concentration. It is absolutely certain that all cells require 
and use oxygen, and probably certain that all cells (animal) 
in exchange for oxygen exhale carbon dioxide. Should a 
spore be able to take some of the oxygen required by the 
cell it hopes to enter, the normal ratio between the oxygen 
and the carbon dioxide of that cell will cease to exist, with 
the result that the normal hydrogen-ion concentration or the 
oxidase-reducase system will be locally deranged tempo¬ 
rarily, with the result that the spore wins, since the local 
surface-tension of the cell will be such that the spore is 
practically drawn into it. 

How this temporary derangement of the oxidase-reducase 
system can be directly prevented is not at present clear, but 
from analogy to experiments I have undertaken in another 
direction (anaphylaxis) the derangement can be prevented 
indirectly by increasing the stability of the permeability 
which can be done by intravenous injections of calcium 
chloride. 

The modus operandi of the turning of the tide is probably 
as follows: Both the lipoid-globulin particles of the syphilitic 
phases and of the serum have an oxidase-reducase system. 
In the case of the former, the active oxygen is used by the 
nucleus for propagation purposes. In the case of the latter, 
there being no nucleus, the active oxygen will be used for 
that purpose for which the particles exist—namely, for the 
purpose of adsorption. Since the amino groups have the same 
arrangement in the two kinds of lipoid-globulin, the necessaries 
for the physical action of adsorption will be at their best 
As the active oxygen in the host’s lipoid-globulin will only 
be required for this physical action, it will follow that the 
host’s lipoid-globulin has an advantage over that of the 
parasite, with the result that the changes which the spore, 
in the primary struggle, caused the cell it was attacking to 
undergo, will now be visited upon the parasites themselves. 

If these views are correct, we should be able to forestall 
the turning of the tide and to accelerate it by increasing the 
amount of active oxygen in the lipoid-globulin particles in 
the serum of the host. * This oan be done (1) directly, by 
the administration of strongly adsorbed metallic compounds, 
whioh act as peroxidases and produce active oxygen; 
(2) indirectly, by the administration of a strongly adsorbed 
non-metallic compound, which acts as a disulphide and 
produces peroxide and active hydrogen. 

This now brings me to discuss the rationale of chemo¬ 
therapy in syphilis. 


Doctors and Notification Fees.—A t a meeting 
of the Executive Committee of the National Medical Union, 
oeld at 346, Strand, on May 4th, the following resolution was 
P&ssed 

^bat the Executive Committee of the National Medical Union express 
in. ® tron F disapproval of the action of the Local Government Board 
«i attempting to effect any reduction in the notification fees. They 
local non-panel bodies should pass strong resolutions on 
matter and forward them direct to their local Members of Parlla- 
and that each secretary be advised to circulate a petition among 
,7® ‘® ca l profession and forward these petitions when complete to the 
fpcretary of the National Medical Union, 346. Strand. Such resolu- 
and petitions to be then referred to the Parliamentary Gom- 
°f the Union, with the object of taking such further action as 
“*y be necessary to place the matter before both Houses of Parliament 

The late Dr. George Edward Lanyon, J.P.— 
of pi or ® e Canyon, medical officer of health of the Port 
p i*A lmouth, who died suddenly at his residence in 
raimouth on April 17th, in his fiftieth year, was for 20 years 
/^partnership with Dr. W. Banks, of Falmouth. Later he 
town Bingle-handed and had an extensive 
Besides being medical officer of health for the 
trutl # Falmouth, he had recently been appointed a magis- 
a wB» town, where he was highly respected. He leaves 
w iaow and five young children. 


MALIGNANT DISEASE OF THE NOSE OR 
ACCESSORY SINUSES. 
advantages of operation through the face 

(MOURE’S OPERATION OR LATERAL RHINOTOMY) ; 
RECORD OF TWO CASES WITH NO RECURRENCE 
AFTER 5£ AND 3± YEARS. 

By Sir StCLAIR THOMSON, M.D.Lond., 
F.R.C.P. Lond., F.R.C.S. Eng., 

SURGEON FOR DISEASES OF THE NOSE AND THROAT AND PROFESSOR OF 
LARYNGOLOGY, KING'S COLLEGE HOSPITAL, LONDON. 


Introductory. 

The recent progress of rhino-laryngology has been rapid. 
The records of much of it—such as endoscopy of the air and 
food passages, the removal of foreign bodies, and the exa¬ 
mination and treatment of diseases of the oesophagus—have 
spread beyond our special journals and societies and have 
become common knowledge through the articles in the 
weekly medical press. But much of the advance of specialism 
is still unknown to the medical public, and this seems a 
pity when a good deal of it might be done by the general 
surgeon who is willing to acquire some of the technique of 
rhino-laryngology. Those who have not the taste or the 
opportunity for gaining dexterity in these modern methods 
; are doubtless glad to hear of the advances which have been 
made; for just as the general surgeon has, in certain 
directions, carried research and treatment beyond the line 
i where physicians were able to take it, so the specialist has 
been able to carry further perfection into the work of the 
general surgeon. 

Historical. 

In this article I propose to refer to some improvement in 
the surgical treatment of malignant disease of the nose and 
its accessory sinuses. Before the days of rhinology patients 
would rarely think of consulting anyone for such complaints 
as nasal obstruction, catarrh, or epistaxis. Hence the 
sufferer from cancer of the nose seldom sought advice until 
he presented himself to a general surgeon with some 
external manifestation of his dread disease. By the time 
it had reached that stage it was perforce far advanced, and 
the general surgeon had no alternative but to hazard some 
extensive and disfiguring operation from the outside of the 
face. This generally took the form of excision of the upper 
jaw, which was done for disease within the antrum itself, or 
in order to traverse that cavity so as to get at the ethmoidal 
or sphenoidal cavities. Sometimes, when the growth 
appeared to he limited to the nasal cavities, it was ap¬ 
proached either by turning the whole outer nose up on to 
the forehead, or by the operation of Ollier in which the nose 
is reflected downwards from its root. It is common know¬ 
ledge that in all these operations one certain consequence 
was marked disfigurement, and rarely were there any 
enduriDg benefits. The operation of Rouge (sublabial 
rhinotomy) was a decided step in advance. It avoids aU 
external disfigurement, gives good access to growths in the 
anterior part of the nasal chambers, and is neither difficult 
nor dangerous. 

With the birth of rhinology cases of cancer of the nose 
came under observation sooner, and some improvement 
ensued from earlier diagnosis. Operative measures carried 
on through the nostrils were certainly not mutilating, though 
it was only occasionally that they could claim lasting 
results. This is readily realised when we recollect how 
vascular are these growths, how difficult it is in the narrow, 
bony cavity of the nose to manoeuvre round them, and how 
rapidly fungation takes place in a cancerous growth when it 
is only paitly excised and is left exposed to the air. The 
route of approach via the nostril to these growths is difficult 
and oblique when they originate, as so many do, in the 
ethmoidal region and the antro-nasal wall. Now, it is 
precisely for malignant tumours originating in this region, as 
well as for those starting in the roof of the nose, in the 
antrum, or in the sphenoid, that I would particularly 
recommend the following operation. 

Lateral Rhinotomy or Moure's Operation. 

This operation was recommended as long ago as 1853 by 
Michaux, hut for my first knowledge of it I am indebted to 
Moure, of Bordeaux. 1 

1 Revue Hebd. de L&ryngol., tome xxil., 1902, Oct. 4th, p. 401. 

U 2 
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removed with bone forceps. If the growth is attacked boldly 
and cleared away quickly I have not found the haemorrhage 
alarming. It can be controlled by pressure and packing with 
2-inch ribbon gauze, moistened with adrenalin or 5-volume 
peroxide of hydrogen. Thanks to the two postnasal sponges, 
there is no trouble with blood descending into the air 
passages. 

When the operation is completed and the bleeding arrested 
the skin incisions are carefully brought together with silk¬ 
worm gut or horsehair sutures. Dressings on the face are not 
required ; the wound glazes 
over with its own serum and 
heals up by first intention like 
a shaving cut. It may be 
protected with a pad of dry 
gauze until the patient re¬ 
covers consciousness. It is 
also well to dispense with any 
dressing or plugging inside 
the nose, and to leave the 
cavity quite alone for four or 
five days. If oozing of blood 
should persist at the end of 
the operation, a piece of 2-inch 
ribbon gauze may be packed 
on to the spot and led out 
into the nostril, through which 
it is removed within 24 hours 
and not replaced. The post¬ 
nasal plugs are, of course, 
removed before the patient 
leaves the table. 

Prog re **.—The wound on 
the face heals up in a few 
days, and the patient may 
be about within a week (see 
Fig. 6). There will be some 
blood-stained discharge from 
the nostril for two or three 
weeks. The patient should 
avoid blowing the nostril 
carelessly during this time, 
so he must be instructed to 
suck the discharge backwards* 
into his throat, while he is* 
also relieved with nose lotions or sprays of some warm 
alkaline lotion (5 grains each of borax, soda, salt, and 
sugar to 4 oz. of warm water). If. when healing is completed 
at the end of from three to six weeks, there should be any 
crusting in the nose, this toilette dn nez may have to be kept 
up indefinitely, but it is very remarkable that these cases 
seldom complain of the symptoms of atrophic rhinitis, 
although most of the turbinal tissue may have been 
removed. In this respect these cases differ very markedly 
from those in which the erectile tissue of the nose 
has been destroyed by syphilis or some pyogenic process. 

Results.— Externally 
the scar within a few 
months is so slight as 
to be almost invisible. 

(Figs. 6 and 9.) In some 
of my cases it can hardly 
be discerned, even when 
carefully searched for. 

There is certainly no 
disfigurement and no 
interference with the 
muscles of the face. A 
few patients report a 
little epiphora in windy 
weather,and some of them 
draw attention to the formication or numbness of the upper 
lip and cheek on the affected side. But I have met with no 
neuralgia or similar trouble, even when the bone with the 
infra-orbital canal in it has been removed. 

Internally there is a free thoroughfare through the nasal 
chamber on the diseased side. This secretes sufficient mucus 
for lubrication, and yet there is no crusting. Loss of smell 
is never complained of if the septum has been respected. 
In successful cases the enlarged nasal cavity presents a 
perfectly healthy surface, and in all its anfractuosities it is 
now easy to keep a watchful eye for any appearances of 
recurrence. 


Complementary Operations. 

My present purpose is only to call attention to this par¬ 
ticular operation, but, of course, it can be extended to meet 
the variable conditions met with, or combined with other 
operative steps. Thus, for instance, if it is found that 
the disease has deeply invaded the orbit this cavity can be 
cleared out through the same incision, preserving the lower 
eyelid, while, if necessary, sacrificing the eye. The nasal 
septum can be removed if the growth has attacked it. The 
antrum might be further dealt with by an incision 

through the canine fossa, 
although I have always found 
that the access to the sinus 
obtained by a Moure’s opera¬ 
tion could not be improved 
upon. This may also be com¬ 
bined with what is known as 
Denker’s operation. If the 
floor of the nose is found 
to be invaded the addition 
of a Rouge's operation can 
be made. 

Ultimate Results. 

In all cases there is no 
mutilation or disfigurement. 
Patients will readily consent 
to the operation. They are 
left with an intact roof to the 
mouth and require no trouble¬ 
some obturator, as in the old 
operation of excision of the 
upper jaw. It is much 
easier after a Moure opera¬ 
tion to keep a direct look-out 
in the nose and its accessory 
cavities for any suspicion of 
recurrence. Recurrences are 
more easily dealt with, either 
through the nasal orifice 
or by repeating the lateral 
rhinotomy, and patients are 
less likely to object to this 
than to a further facial 
disfigurement. 

Comparison . 

When the upper jaw is removed for cancer of the maxillary 
sinus, the antro-nasal wall, the ethmoid, the roof of the 
nose or the sphenoidal body, it is, in the words of Macbeth, a 
* * most bloody piece of work. ” It is chiefly the front maxillary 
wall and alveolus which are then removed, and this brings 
the surgeon but little nearer the origin of the growth, for 
which he has to grope in the dark depths of a bleeding 
cavity, where hmmorrhage is controlled with difficulty. If 
he can arrive at the ethmoid region or posterior part of the 

nasal chamber, it is diffi¬ 
cult for him to do more 
than scrape away portions 
of the growth, and it is 
not therefore surprising 
that recurrence is almost 
the invariable rule. 2 
Recovery is tedious and 
distressing, and, in any 
case, the patient is dis¬ 
figured, and speech and 
deglutition are rendered 
uncomfortable. The treat¬ 
ment of any recurrence 
is almost impossible. 

In Moure’s operation hremorrhage can be well controlled, 
free access is obtained directly on to the point of origin of 
the neoplasm, and it can, in many cases, be widely removed. 
Recovery is rapid. There is no blemish, and no interference 
with speech or swallowing. Recurrences can be more easily 
observed, and their treatment is facilitated by this operation. 

I feel very confident that any surgeon who becomes acquainted 
with this operation will seldom, if ever, perform another 
excision of the upper jaw for malignant disease in this 
region. The records of the two following cases will confirm 

- C. H. Fagge in Burghard's System of Operative Surgery, vol. II., 
p. 181. London: Hodder and Stoughton. 1914. 


Fig. 4. 





Moure's oi>eration. Exposure of the nasal and maxillary 
cavities through the side of the nose. 


Fig. 5. 
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this. In the first, an endo¬ 
thelioma, there has been no 
recurrence of growth after five 
years; in the second, an epi¬ 
thelioma, the patient remains 
quite free at the end of three 
years. 

Case 1. Endothelioma of the 
ethmoid and antrum ; Moure's 
operation; no recurrence after 
5i years .— The patient, a lady 
aged 60, consulted me in 
December, 1903, for polypi in 
the right nostril. 'She re¬ 
ported that she had undergone 
numerous operations for this 
condition during the previous 
four years, by means of the 
cold wire and electric snares. 

I removed, under cocaine, what 
appeared to be simple polypi 
at three sittings in 1904. In 
May, 1905, I found that the 
right maxillary antrum was 
quite obscure to trans-illumina¬ 
tion, and advised the patient to 
let me open and inspect it under 
chloroform, as there was little 
hope of a radical cure of the 
nasal polypi if this sinus were 
diseased. This advice was de¬ 
clined. Removal of polypi, 
under cocaine, was carriedout 
three times in 1905, once in 
1906, twice in 1907, and three 
times in 1908. In August, 1909, 
the polypus looked so fieshy, 
and bled so freely on removal, 
that I had it examined 
microscopically and received 
the report that it was “an 
endothelioma, somewhat resembling the similar growth 
found in the jaws. It is not encapsuled, and therefore 
highly suggestive of having malignant character ” (T. G. 
Stevens). More extensive operation was recommended and 


younger and more disposed to t , 
have a free operation, I should « 
recommend that the interior of ,j 
the nose should be exposed in • 
the manner we discussed and j 
that an attempt should be made j 
to remove all the parts from 
which this disease is growing. ^ 
There is no likelihood that your <• 
operation will completely clear ti 
it out.” The “manner dis-* 
cussed ” included excision of the jr 
upper jaw. The operation 
had recommended was Moure's ] 
operation of lateral rhinotomy. ,• 
The patient declined the risk (; 
and mutilation involved in Sir t 
Henry Butlin’s advice, and, in >, 
spite of the opinion of my . 
senior and his 


high authority 1 
on malignant disease, I deter- 1 , 
mined to make a trial of Moure’s > 
operation. X, 

Operation. —This was carried p 
out, with the assistance of DrA 
Irwin Moore and Mr. H. L. |. 
Bates, at St. Albans, on July 4th, t 


1910^ -nearly seven years after ; 
the patient first consulted me fc 
and 10 months after the first ki 
manifestation of malignancy, li 
There was much hemorrhage,*: 
but it was under control. The i: 
right maxillary sinus was found I 
to be filled with fieshy growth, I 
which had eroded the floor 
above the alveolus in two places, 
destroyed the ethmoid, and E 
extended along the roof of the tj 
nose back to the sphenoid. < 
All was well cleared, although ,-j 
I was a little afraid that I had i \ 
been obliged to leave a suspicious point close up to the fe 
cribriform plate in the roof of the nose. 

Result .— Five and a half years have passed during which \\ 
the patient has led a full and energetic life, and she is now ^ 
hale and vigorous in spite of her 73 years. There has never £ 
been any trace of recurrence and not even a single polypus. 
The interior of the nose is moist and healthy, there is no 
scabbing, there is a clear view into the ethmoidal and 
sphenoidal cavities, and a large opening from the nose into 
the antrum. The patient has the full use of her alveolus, 
and. as she is well provided with sound teeth, she uses no 
tooth plate. 

The patient was shown before the Clinical Section of the 
Royal Society of Medicine three years ago (Feb. 14th, 1913) 
and at the Clinical Congress of American Surgeons on 
•July 29th, 1914, when it was universally agreed that it was >) 
difficult to detect any scar. Her only complaint is of slight 
numbness of the side of the face. 


Moure’s operation. Shows a patient 7 dayB after operation, 
(Mr. F. F. Burghanls rase.) 


Exploratory puncture and lavage of the maxillary ainus from the 
inferior meat up. 

declined. But in November the opinion of Mr. S. G. 
Shattock was taken as to the microscopical specimen. He 
agreed that it was a typical specimen of lymphendothelioma, 
and this was further confirmed by the late Sir Henry Butlin, 
who pointed out that on our present knowledge prognosis in 
regard to this type of growth is almost impossible, some 
cases recurring rapidly, while others give excellent results. 3 
On Nov. 10th, 1909, the patient was placed under chloroform 
and the right ethmoid well cleared. The removed growth 
again showed the microscopical characters of endothelioma. 

The ethmoid remained free and clear of disease for seven 
months, but in the summer of the following year (1910) the 
right nostril was found to be nearly blocked by a large, 
fieshy, suspicious-looking polypus. .After consultation Sir 
Henry Butlin wrote to me as follows“ If this ladv were 


Moure’s operation. Temperature chart of cerebral irritation. 

Case 2. Epithelioma of left maxillary antrum; Moure's 
operation ; no recurrence after three and a half years. —The 
patient, a lady aged 50, noticed a swelling of her left 
cheek, with grumbling pain of a toothache character, in the 
early part of August, 1912. In the country she was X rayed, 


3 Vide lecture by Henry T. Butlin, Thk Lancet, Oct. 19th, 1901, 
p. 1024. 
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roused, but then her speech 
was hesitating and indistinct. 
The temperature was 101*2° to 
103*6° F. and the pulse-rate was 
120 (see chart, Fig. 8). She 
made no complaint. There 
were no localising symptoms. 
Fearing that meningeal infec¬ 
tion had taken place through 
the sheaths of the olfactory 
nerve I asked Dr. H. Camp¬ 
bell Thomson to see the case 
and he kindly sent me the 
following report : “ She is 

undoubtedly suffering from 
cerebral irritation and I think 
a little compression, but I don’t 
think the signs at present 
warrant one making the dia- 

f nosis of septic meningitis. 

he strikes me rather as 
probably having some exuda 
tion either serous or possibly 
mixed with some blood, and 
this might have easily occurred 
as the result of the disturb¬ 
ance of the growth and mem¬ 
branes. If this is so the con¬ 
dition is more one of oedema, 
and, though very serious, is 
not such a bad look-out as 
meningitis. I should not there¬ 
fore at present regard the 
case as nopeless, though I 
am not very optimistic about 
it.” But, happily, within 24 hours there was an im¬ 
provement and the temperature was falling; at the end 
of 48 hours it had reached 100°, and the patient was brighter 
and her speech was again clear. On the third day the 
temperature was 99° and, with re awakened intelligence, she 
complained of severe headache on the left forehead. On the 
eighth day the temperature had become steadily normal and 
the patient was out of bed. Her convalescence" was uninter¬ 
rupted and she left the nursing home on the twelfth day. 

The patient was given 
10. calomel, bromide, and 

polyvalent antistrepto¬ 
coccic serum, but I 
do not claim any special 
effect from the latter. 
The microscopical re¬ 
port of the removed 
growth was as follows : 
‘‘The growth is in¬ 
filtrating the tissues 
freely and the latter are 
^ - densely crowded with 

small round cells. 
A ^- There are no cell nests, 

but the growth is un- 
BV ^ doubtedly a carcinoma 

n. of a squamous - cell 

type.” 

Wank miirrr — a ,ew 

—— months there was a 

puffiness of the lower 
1 eyelid, similar to the 

vOu condition we some- 

St )y times see in the upper 

/ i, s eyelid after an external 

a// frontal sinus opera- 

/ JvS tion. I imagine it is 

/ connected with trophic 

a changes or with the 

lymphatic circulation. 
1’his has quite dis- 
\ appeared. There has 

^ been no neuralgia, 

although I had to ex¬ 
pose and destroy the 
infra-orbital nerve on 
the face. There is a 
Pfcfri- slight amount of epi¬ 

phora on cold and 
windy days. The lac- 
rymal canal was re¬ 
cognised and left 
uninjured at the opera¬ 
tion, so I think this 
lacrymation is due 
_ to a little displace¬ 
ment of the cana- 


v « faring my absence from 
e - 1 London, the patient was seen 
i of ,n my behalf by Dr. Irwin 
ant .loore", who found a large, 

I -ense, deep-seated swelling in 
flk-he left cheek over the canine 
ossa, not attached to bone and 
">os8ibly cystic. Transillumina- 
mg ion showed the left antrum 
r. H o be absolutely opaque. There 
JnJ] -Yas some muco-pus in the left 
irs middle meatus and the middle 
ilraiinrbinal was polypoid. The 
! e eft antrum was explored with 
iguu hollow needle from the 
irriiiuferior meatus and washed 
i. jhrough ; no pus was expelled, 
i.fziut it was noted that there 
Asrjras considerable bleeding on 

withdrawing the needle. (Fig. 7.) An exploratory onera- 

f aon was carried out by Dr. Irwin Moore on Sept. 26th, 
i912. An incision was made under the left cheek over the 
■:! :anine fossa, as in the first step of a Caldwell-Luc operation, 
i vAnd the cvstic-like swelling w*as incised and curetted. A 
arge amount of semi-gelatinous material was removed and 
1 1 jihe free hasmorrhage was checked by gauze plugging. The 
to loone appeared quite healthy. A microscopical examination 
5f the growth by Dr. d’Este Emery disclosed a glandular 
epithelioma. 

s a On Oct. 15th, 1912, I jr IG 

- found the patient was 
puffy all over the left 
cheek, with loss of 
definition of the upper 
. r.jaw. The region of the 
canine fossa was soft 
i sand infiltrated. Trans¬ 
illumination showed 
complete obscurity of 
v the leftantrum. A large 
polypus was visible in 
a the left middle meatus. 

1 recommended a 
Moure’s operation, and 

this advice was con- %—► " ’ 

firmed by Mr. F. F. 

Burghard, who saw the £ * 

"patient with me. __ 

H On Oct. 23rd, with ' vffj J } 

"the help of Dr. Irwin_ f ff } 

Moore, I performed a ~ IT ff ^ f ) 

lateral rhinotomy. The \ 

left maxillary sinus was y I 

crowded with malig- 

; nant growth which W" r 

had eaten through the ¥ 

i canine fossa and the f 

naso-antral wall. It I L* 

was well cleared from i 

- the antrum and the 

ethmoid, and I have a ^ 

bottle containing some 
ounces of the removed 
- growth. The infra¬ 
orbital nerve had to be 
destroyed and the lac- 
rymal duct was exposed 


Moure’s operation. Shows the scar a few months after operation 
on the left maxillary sinus. 


but left intact. The face 
was stitched up with 
horsehair. Next day the 
patient was markedly 
and alarm i ngl y 
changed. Instead of 
being bright, vivacious, 
and chatty as usual, she 
w*as dull, inattentive, 


silent, and restless. Moure’s operation. Shows the single incision recently recommended liculus by contraction 

She could easily be in this operation. of the scar. 
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Three and a half years have passed ; the patient has 
had no trace of recurrence; the left nostril is clear and 
moist with a good view of the ethmoid, a large opening into 
the antrum, and no suppuration or scabbing in the nose. 
She enjoys good health. She, also, was shown before the 
Clinical Section of the Royal Society of Medicine on 
Feb. 14th, 1913, and at the Clinical Congress of American 
Surgeons in July, 1914. There is no disfigurement and the 
scar on the face is now hardly noticeable and is much 
less perceptible than in the accompanying photograph, 
which was taken within a few months of the operation. 
(Fig. 9.) 

Both the above cases are recorded at some length for 
the following reasons. They show that (a) both an endo¬ 
thelioma and a carcinoma in the nasal area are susceptible 
of satisfactory treatment by this method of operation; 

( b ) a history of some standing (Case 1), or exteriorisation 
of the growth (Case 2), do not necessarily invalidate the 
good results; (c) dangerous, difficult, and disfiguring 
operations which were formerly tried can be superseded by 
modern methods which in the hands of experts are easier, 
safer, cause no disfigurement, and promise a lasting cure. 
By giving a detailed description of these two cases some 
points of examination and diagnosis are suggested. An 
early diagnosis, especially in cancer of the maxillary 
antrum, is of great importance in securing a good 
result. 

Some oases I have operated on more recently suggest that 
in most instances equally good results can be obtained by a 
still more limited incision. (Fig. 10.) A single cut is made 
from near the inner canthus of the eye, down the junction of 
the side of the nose with the face, to terminate in the alar 
groove just short of the nasal orifice. This out is carried 
down to the bone, and the periosteum, with all the soft 
tissues upon it, is raised and peeled back as far as 
the line of the bridge of the nose internally, and externally 
as far as may be necessary towards the malar prominence. 
The soft tissues of the face are so lax and pliable 
that they can be raised and retracted outwards sufficiently 
to expose nearly all the area illustrated in Fig. 3. This 
single incision still further minimises the slight scar 
on the face; it does away with the puffiness of the 
lower eyelid which, otherwise, may persist for one or 
two months; there is much less tendency to epiphora; and 
it should be the only incision to begin with and also 
in any exploratory operation. The second incision, curving 
round below the eyelid (see Fig. 2), can be added if 
required. 

Professor E. J. Moure writes to me (Dec. 18th, 1915) that 
he has now abandoned the infra-orbital incision which he 
had recommended in his earlier articles. He finds that the 
single incision shown in Fig. 10 is quite sufficient to give free 
access to the ethmoid region, the nasal chambers, and the 
sphenoid. It can be extended into the vestibule if it is 
found necessary to detach and raise the lobule of the nose. 
Moure also recommends this single skin incision and this 
route through the side of the nose to gain access to naso¬ 
pharyngeal fibromata.* 

Remarks by Mr. F. F. Burghard. 

Having read over the MS. of the above artiole, I would 
like to say that I have formed a high opinion of this opera¬ 
tion. Since it was first brought to my notice some six years 
ago I have adopted it in all cases similar to those included in 
this paper. Since realising the value of Moure’s operation I 
have not performed a single complete resection of the upper 
jaw, and I am in agreement with Sir StClair Thomson in 
thinking that I shall never perform this latter operation again 
for malignant disease arising in the nose or its adjoining 
sinuses ; it appears to me to possess many serious drawbacks 
without a single advantage to counterbalance them. I would 
lay special stress upon the fact that patients who have had a 
Moure’s operation done and who are unlucky enough to get 
recurrence, not only, as Sir StClair Thomson rightly observes, 
can have this dealt with without further mutilation, but also 
they can, even if the recurrence is so bad as to be ineradi¬ 
cable, go about free from those distressing deformities and 
defects in speech and mastication that Fergusson’s operation 
entails. 


* Du verger: Th&se de Bordeaux. B. J. Moure et Georges Canuyt, 
Revue de Ghirurgie, vol. xxxiv., 1914,10 Juin, No. 6. 


ON THE REMOVAL OF FOREIGN BODIES 
FROM THE (ESOPHAGUS AND 
BRONCHI: 

WITH A DESCRIPTION OF SOME NEW INSTRUMENTS. 
By IRWIN MOORE, M.B., O.M. Edin., 

SURGEOR TO THE THROAT HOSPITAL, GOLDRK-SQUARE, LOHDOH, W. 


The direct method of examining the oesophagus and 
bronchi initiated by Killian, with the improvements by 
Brunings, Chevalier Jackson, Mosher, Guisez, Hill, and 
others, has proved the immense value of the cesophagoscope 
and bronchoscope in the surgery of foreign bodies in the 
food and air passages, so that during the past few years it 
has completely revolutionised our methods of treatment. 

Improvements in instrumentarium and technique have not 
only greatly minimised the dangers, but enormously reduced 
the death-rate, in cases treated by this method. For example, 
in the case of foreign bodies in the bronchi, and left to 
themselves, the mortality used to be 58 per cent. ; now, 
thanks to the direct method, if they are treated early, the 
death-rate is practically nil. 1 Cases, however, are still 
reported where death has occurred from the accidental 
swallowing of a tooth-plate or other foreign body, after 
ineffectual attempts at extraction through the mouth, 
followed in some instances by the external operation of 
eBsophagotomy or gastrotomy. The blind use of bougies or 
probangs has also been the cause of many fatalities. The 
operation of oesophagotomy is by no means free from danger, 
for the risk of opening the cellular planes in the neck cannot 
be ignored. Statistics show that oesophagotomy for foreign 
bodies is followed by a mortality of from 12 to 20 per cent. 
—i.e., nearly 10 times as great as that following extraction 
by oesophagoscopy. 

Killian has expressed the opinion that “ if a foreign body 
is large, has sharp edges or hooks—e.g., dental plates—all 
attempts at extraction are dangerous and may easily lead to 
fatal injuries of the gullet and adjoining parts. In such 
cases oesophagotomy is indicated if the foreign body is 
situated no deeper than 24 to 26 cm. (10 inches) from the 
upper incisors ; if deeper, gastrotomy or posterior mediastin- 
otomy is called for (von Hacker). An exception may be 
made in the case of vulcanite plates without large metallic 
parts.” On the other hand, Mosher says that opening the 
oesophagus from the side of the neck, for the removal of 
smooth foreign bodies, is now obsolete surgery. Chevalier 
Jackson holds that external surgery has no place in treat¬ 
ment, and is rarely if ever justifiable unless the foreign body 
has already escaped through the oesophageal wall. In all 
other cases, no matter how large the foreign body, if it has 
gone in by the natural passages it can be brought out by the 
same route. When swallowed it assumes the position which 
offers the least resistance, and it remains for the endoscopist 
to assist its return journey under conditions which will give 
least resistance. In this opinion I am entirely in agree¬ 
ment. Judging by recent improvements in instruments and 
technique, there appears to be no reason why any swallowed 
foreign body, which has not passed into the stomach, should 
not be retrieved per vias naturals*. We may fairly hope 
that—with suitable instruments in the hands of the skilled 
endoscopist—the operation of oesophagotomy with its risks 
will soon become obsolete in all cas& of irregular foreign 
bodies, no matter their size or shape. 

With the object of further improving the technique and so 
overcoming the many difficulties met with in the removal 
of foreign bodies I have designed the following new 
instruments. 

Non-slipping forceps for removing foreign bodies of any 
description from the oesophagus, trachea, or bronohi — e.g.. 
tooth-plates , coins, buttons, nails, pins , fish or other bones, and 
fruit stones .—These forceps (Fig. 1) were originally designed 
by me to fit the dome-shaped portion of a tooth-plate which 
had been accidentally swallowed, and had remained undis¬ 
covered and impacted in the oesophagus for two and a half 
years. The blades are shaped on the principle of a crab’s 
claw, the upper blade being curved and having at its 
extremity a triangular tooth which fits between two similar 


i StClair Thomson: Diseases of the Nose and Throat, second edition, 
London, 1S16, p. 744. 
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| 


Fig. 4. 


Fig. 5. 



Collar stud grasped by its neck. by the teeth of the forceps. 



Fig. 7. 



i 

ShowB a carpet tack grasped securely between the teeth at the extremity 
of the blades, while it is also held firmly in the groove of the blades 
by the transverse serration. (This is one of the most difficult foreign 
bodies to grasp and remove on account of its receding stem and point.) 


Fig. 9. 



The same* with upper blade outside and lower blade inside. 


Fig. 11. 



Shows closed safety-pin seized by its extremity. 


Fig. 13. 



Method of extraction of an open safety-pin seized by its point 
and drawn into the extremity of the endoscopic tube. 


Fig. 15. 



Shows Hill’s method of closing and removing an open safety-pin. 



Shows how the blades will securely grasp the slippery and polished 
circumference of a pencil cover. 

Fig. 10. 



The same, with both blades inside, acting as a wedge and controlled by 
the spring in handle of forceps. (In such a case the forceps are 
“Inserted closed.) 


Fig. 12. 



Shows open safety-pin seized by its point which lies in the groove in 
the centre of the blades, and is so protected that it cannot cause 
damage to the oesophageal wall. 


FIG. 14. 



An open safety-pin seized by its point and drawn into the endoscopic 
tube while the other limb lies outside. 


Fig. 16. 



Shows Paterson’s method 2 of removing an open safety-pin. 


* Proc. Roy. Soc. Med., vol. vi., Nov. 1st, 1912, p. 24. 
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ones in the lower blade. Both the blades are trans- Closed safety-pins present few difficulties in their 
versely serrated, giving greater security to their hold on removal, and the same may be said of open ones with 
a foreign body. They are, in addition, grooved down the point downwards, for the spring, i.e., the ring end of 
the centre, so as to prevent any lateral slipping. They the pin, may be seized with forceps, and as it is drawn up 

into the endoscopic tube the pin closes itself against the 
Fig. 17. Fig. 18. opening of the tube. (Tubes with circular or oval ex¬ 

tremities are the best under such circumstances.) (Fig. 25.) 
Open safety-pins when accidentally swallowed generally pass 
downwards hinge first with the catch and point uppermost. 
; r { They therefore present greater difficulties, and if attempts 

j t ^ ‘ ’ are made to remove them in the ordinary way the point may 

jM / / • M % : & transfix or tear into the oesophagus or bronchus, and so cause 

f* r fatal injury- If the point of the pin has already become 

c ' | fixed or buried it may be loosened and set free by grasping 

• *' the hinge portion with the forceps and pushing the pin down 

for a short distance until the point is seen to be released, 
when it may be again seized by the point with the forceps. 
While protected between the blades further manipulations 
may be carried out with less risk. (Fig. 12.) If the safety- 
pin is a small one it may be entirely drawn into or withdrawn 
through the tube by the forceps applied to the point. 
(Fig. 13.) This is, however, only possible when there is a 
certain proportion between the open pin and size of the tube 


Fig. 17. Left half of vulcanite denture. 

Fig. 18. Vulcanite denture impacted in the oesophagus. The illustration 
shows the margin of the tooth-plate, as seen by the oesophagoscope. 
The concavity of the plate allowed of bougies and endoscopic tubes 
being passed alongside it. (StClair Thomson.) 

are suited for heavier work than the forceps hitherto in 
use. Experience has shown that the latter are too delicate 
in many cases as the forcep ends are apt to break when any 
strain is put upon them ; they are also liable to slip off a 
foreign body such as a tooth-plate or carpet nail, 

not only during the process of graspiDg but also -- 

when the forceps are being withdrawn, owing to ". 

the foreign body or the forceps catching against 
the extremity of the examination tube. The ■- - 
disadvantage of having to change and adjust the 
various forcep ends, introduced by Briinings, for the 
several varieties of foreign bodies, is also done away 


Hill’s expanding u-sophagoscope. 


onowing tne snarp points ot tne tooth-plate hidden In the grooves 
protecting blades of the expanding oesophagoscope. The denture, 
forceps, and cesophagoscojw are withdrawn en masse. (William Hill.) 

used—e.g., a tube of 12 mm. diameter will admit a safety- 
pin of, say, 30 mm. length and open to the extent of 10 mm. 
It follows that larger tubes, and especially the oval ones of 
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In the case of larger safety-pins the point may be seized I Chevalier Jackson 7 expresses the opinion that there will 


by the forceps and drawn np into the tnbe; this leaves the 
other limb outside, but as the sharp portion of the catch looks 


never be a “ universal ” forceps, and that a large selection 
will always be necessary for endoscopic work. So far as 


•downwards no injury is likely to occur when withdrawn along instruments for the removal of foreign bodies are concerned, 

_i 11 a i x «•• .a \ It i. i. i i* iL.i x i____i.' —:n 


with the tube. (Fig. 14.) 

William Hill recommends his slotted oesophageal tube and 

Fig. 23. 


my forceps for removing open safety-pins. The 
point of the pin is first seized and drawn into the 
tube; then the catch end is seized, drawn through 
the slot, and safely enclosed in the opposite side 
of the tube. During these manipulations the pin 
is gradually closed and oan be withdrawn either 
through the tube or removed en masse along with 
the tube and forceps. 

D. R. Paterson has devised a very ingenious 
method of passing a small tube down the endo¬ 
scopic tube over the point of the safety-pin, 
and then catching the safety-pin by the 
other limb with forceps, and thus removing 
it safely, the little tube, forceps, pin, and 
endoscopic tube all being withdrawn together. 


To carry out any of these methods successfully there 


I venture to believe that these new non-slipping forceps will 
prove to be the much-wanted “ universal ” forceps. Messrs. 

Mayer and Meltzer, Great Portland- 
street, are the makers. 

To assist in overcoming the many diffi¬ 
culties met with in the removal of large 
foreign bodies I have had the Kahler 

N electroscope adapted to Briinings’s and 
Hill’s tubes. It is more advantageous 
than Briinings’s electroscope in exploring 
for and extracting foreign bodies, 
because it gives a wider field and per¬ 
mits the use and easier manipulation of 
larger and stronger instruments. By 
pressure on the spring c the concave 
reflector K may be turned back for the 
introduction of lengthening tubes or 
instruments, which can be performed 
under the direct control of the eye with¬ 
out the least trouble. The handle may 
be used in the straight as well as the 
angular position—a great advantage in 
The cutting forceps or shears. examining , patients both in the sitting 
and lying positions. (Fig. 22.) 
Endosoopio cutting forceps or shews .—I have also designed 
a pair of very strong shears for cutting through tooth plates, 


(Fig. 16.) 


should be no question of the forceps slipping off the point pins, or bones which have been accidentally swallowed and 
of the pin, and for this purpose my non-slipping forceps can impacted. (Fig. 23.) They combine both the grasping 
be thoroughly recommended. They have proved of great action of forceps and the cutting action of shears. For 


service in many cases during the past two or three years. 
StClair Thomson 8 successfully 

removed a tooth-plate with these Fic 

forceps, which had been impacted _ 

in the oesophagus at the level of 
the bifurcation of the trachea for 
two and a half years. (Figs. 17 
and 18.) He states that on 
-account of its size it was impos- 
sible to remove the denture through 

the tube, so that tooth-plate, tube, ~ '- 

and Briinings’s handle were all The lustration show, tb 
removed en bloc by the forceps, tooth-plate in 

which carried the entire weight. 

William Milligan 1 has reported a case in which he had 


Fig. 24. 


The illustration shows the Bhe&rs cutting through a 
tooth-plate In the oesophagus. 


cutting purposes they are unequalled by anything at present 
in use, as they will easily cut 
24. through plates of vulcanite, gold, 

aluminium, or platinum, and the 
_ ■ a j_ gold hooks attached to tooth- 

plates ; it is also possible to cut 
—--------------- through swallowed and impacted 

P* ns * aQ d 80 permit of their re- 
^|" moval in pieces. They are there- 
~~ v : ^r—~ fore a great improvement on the 
forceps which crush and break up 

.hoar, outline throngh a bn ‘<*° no ‘ oot , a tooth-plate 
he oesophagus. When a tooth-plate is swallowed 

it generally turns to the position 
or diameter which offers the least resistance to its passage, 


great difficulty in removing an impacted fish-bone deeply and if it reaches the stomach it will generally pass safely 


situated in the gullet. After many unsuccessful attempts he 
was finally enabled to extract the bone with these forceps 
after he had failed to do so with all the others. He considers 
that the forceps of Brfiniugs are really a toy when it comes 
to anything serious. 

William Hill, in December, 1913, removed a denture which 
had been impacted for eight days in the gullet of a man 
aged 30. Its upper half was in the cricoidal pharynx, while 


out of the body. But it may be turned into a broader 
diameter by the contraction of the oesophagus or meet with 
one of the narrower portions of the gullet, where it may be 
checked and become impacted—namely, the post-cricoidal 
pharynx (above the mouth of the oesophagus), the 
constriction due to the projection of the left bronchus, 
or the phrenic narrowing. In such cases it is the work 
of the oesophagoscopist to coax it back again to its 


its lower half was in the cervical oesophagus. He states narrower diameter, either by a gradual rotation—e.g., by 


that it was incredible how firmly impacted and buried it 
was, and though he tried many forceps in his attempts to 


seizing the comer of the denture by the forceps and 
so loosening its impaction (as shown in Figs. 20 and 21), 


extract it he found that none of them were strong enough | or, if this procedure fails, it is possible to cut through 
even to move it. Finally, the denture was 


easily grasped and successfully removed by 

my new forceps. (Figs. 20 and 21.) He 

recommends * th^t these forceps should be 

used in conjunction with his expanding — 

oesophageal tube in the removal of dental 

plates from the oesophagus. (Fig. 19.) 

D. R. Paterson 0 reports the case of a 
man, aged 35, who had swallowed a large, 
irregular piece of bone (portion of a 
vertebra) in some soup. The mass was firmly impacted 
opposite the level of the sternal notch, and owing to its size 


Fig. 25. 


Paterson's improved tube. 


the denture and remove it in two or more pieces. 
Killian * has reported the case of a large vulcanite plate 


and shape ordinary forceps failed to grasp it properly or which he was able to reduce in size and remove in three 
move it. It was finally removed without much difficulty by pieces by cutting through it with a specially made cautery 
my non-slipping forceps. The bone measured 23 mm. (1 inch) knife. This appears to be a most dangerous method and 
transversely and 17 mm. (J inch) antero-posteriorly. cannot be recommended. 

In his latest work on ossophagoscopy and bronchoscopy These forceps shears are so constructed that a tooth-plate 

-— - ■ ~ i9 grasped and drawn up between the cutting blades, towards 

" Proc. Roy H 8 S o£*S:voTvill ' Dec.^h. 1914. p. 40. the operator and away from its impacted position, while the 

s Article on Foreign Bodies in the (Esophagus, Encyclopaedia of -—----——- 

Medicine and Surgery, London, 1912. T Peroral Endoscopy and Laryngeal 8urgerv, 1915. 

* Proc. Roy. 8oc. Med., vol. ix., Dec. 3rd, 1915. * Deut. Med. Woch., Dec. 20th, 1900. 
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cutting action is taking place. This is an advantage 
possessed by no other instrument. Any damage to the ON 
oesophagus and adjoining parts by the foreign body being 
pushed further away is therefore avoided or lessened. When 
the denture is grasped it should be drawn up by the shears 
against the open extremity of the oesophagoscopic tube, 
where it may be steadied during the cutting process, while 
at the same time counter pressure may be exerted by the 
tube against the denture. A similar procedure is advised 
when cutting through an impacted pin or fish-bone. A slight 
turn of the wrist to the left hand side during the cutting will 
greatly facilitate the satisfactory working of the instrument. 

A long hook probe may be used in addition, if necessary, to 
assist in fixing the foreign body against the extremity of 
the tube during the cutting. Large tubes with circular 
extremities or the oval tubes of Mosher are better adapted 
for this purpose in most cases than the beaked tubes. 

Paterson’s improved tube is especially useful, for in this 
the inner tube is beaked to facilitate introduction and act 
as a pilot, and when this is withdrawn it leaves the 
cylindrical end of the outer tube which is easier to 
manipulate. (Fig. 25.) 

E. A. Peters, in April, 1912, with these shears successfully 
removed the half of an upper tooth-plate which had been 
accidentally swallowed and impacted in the oesophagus of a 


Fig. 26. Fig. 27. 



Portion of tooth-plate removed by Peters, showing its upper surface in 
Fig. 26 and its lower surface in Fig. 27 ; the denture measured 29mm. 
by 22 mm. The two central and lateral incisors had been broken off 
before the denture was swallowed. 

woman at the level of the bifurcation of the trachea for 
eight days. The patient had the two natural canines, and 
probably two bicuspid and two molars on the remainder of 
the plate. At the left upper corner of Fig. 26 the cut made 
by the shears is seen. The denture, which was securely 
grasped by the shears, shows that it had been half cut as it 
was drawn up between the shear blades, whilst it was at the 
same time released from its impacted position before the 
cutting process had been completed, thus enabling the 
operator to remove the plate without the necessity of com¬ 
pleting the cut. It is important to note that the denture 
was impacted in its broadest diameter, and had the cut been 
completed it would have reduced the diameter by a quarter 
of an inch. No damage was done to the oesophagus, and the 
patient made a speedy recovery. 


Fig. 28. 



The illustration shows the denture impacted in its broadest diameter 
and the shears in the act of cutting off the angle. 

The instrument measures 31 *5 cm. in length and 5'7 mm. 
on cross-section of the shaft. As the cutting ends are at 
such a long distance from the hinge it must be very strongly 
made of the finest and best tempered Sheffield steel. In 
this respect Messrs. Mayer and Meltzer have carried out my 
suggestions with their usual skill and care, so that the instru¬ 
ment they have made is practically unbreakable. At first 
sight it might appear that the element of strength had been 
too much insisted upon, but I have found that the elliptical 
shape in which they are made causes least obstruction to the 
view and does not materially interfere with any operative 
procedure. 

Wimpole-street, W. 


THE PRESENCE OF LEAD IN THE 
URINE IN FOUR CASES OF 
TRENCH NEPHRITIS. 

By CHARLES POWELL WHITE, M.D. Cantab., 
F.R.C.S. Eng., 

PATHOLOGIST, CHRISTIE HOSPITAL, MANCHESTER. 

rom the Helen Swindells Laboratory , University of 
Manchester .) 

On reading the account of trench nephritis given by 
Captain W. Langdon Brown, R.A.M.C. (T.F.), 1 it seemed to 
me that the incidence of the disease pointed to the possibility 
of its being attributable to the large use of tinned foods in 
the diet. By the kindness of medical friends in Manchester 
I was enabled to procure some specimens of urine and I 
proceeded to examine them for metallic poisons. 

There is no reliable rapid method of detecting metals in 
urine. For the purpose of this investigation I have relied on 
the direct chemical examination of the ash after evaporating 
the urine to dryness and igniting the residue. This method 
is tedious and troublesome but reliable. I have tried other 
methods as described below, but so far they have not led to 
any considerable shortening of the process. In every case, 
however, they yielded the same results as the direct method 
and thus serve as controls. 

I have so far examined five specimens from trench 
nephritis (two of them from the same case at different times); 
two specimens from ordinary nephritis, each of them the 
mixed urines from two cases ; and a normal urine to serve as 
a blank experiment. On referring to the table it will be 
seen that lead was present in all the specimens from trench 
nephritis and in one of the mixed urines of ordinary 
nephritis (this case is being investigated further). Iron 
was present in all the nephritic specimens and copper in 
most of them. Tin was also present in Specimen 1. This 
was the most recent case, and contained more lead than the 
others. Specimen 6 from the same case a month later con¬ 
tained less lead, and tin was not found. 

From some work which I have been doing lately, which 
will be published shortly, I have come to the conclusion that 
copper is universally present in the tissues, and I have found 
it in normal urine to the extent of 0*2 milligramme per litre. 
It may therefore be left out of account in the present investi¬ 
gation. The iron, again, can be attributed to the blood 
which was present in all cases, and possibly to the medicinal 
administration of iron. The presence of lead and tin in 
urine must, however, be regarded as abnormal. Owing to the 
similarity between the sulphides of copper, lead, and bismuth, 
and to the possibility of some of the patients having had 
bismuth administered to them, I have tested for this metal 
in three of the specimens and I have also examined the 
urine (Specimen 9) from a patient who was under bismuth 
treatment. 

The constant presence of lead in these cases and the 
presence of tin in one of them naturally suggests the possi¬ 
bility of the metals being derived from tinned foods. If a 
solution of sodium chloride be boiled for 10 minutes in a 
stamped tobacco tin (which has no joints) it does not extract 
any metals. If, however, a small piece of solder is placed in 
the tin containing the solution, boiling for 10 minutes causes 
some lead and tin both to go into solution. Again, if a salt 
solution is boiled in an ordinary fruit or meat tin, it extracts 
traces of lead and tin, and if the solution contains the 
slightest trace of acid the amount of metals dissolved is 
markedly increased. 

The methods adopted in the analysis were as follows. 

1. The direct chemical method .—The urine is evaporated to 
dryness and ignited, destruction of the organic matter during 
evaporation being facilitated by the addition of nitric acid 
or of hydrochloric acid and potassium chlorate. The ash is 
dissolved in hot dilute hydrochloric acid and the solution 
saturated with sulphuretted hydrogen. (The sulphides 
had in each case a brown colour.) The sulphides are 
collected on a filter and the filtrate is tested for iron, &c. 
The precipitate is dissolved in a small quantity of hydro¬ 
chloric acid containing a few drops of nitric acid, and the 
solution boiled to expel chlorine. The excess of acid is 

i The Lancet, Feb. 19th, 1916, p. 391. 
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Table giving the Results of Examinations of Specimens of Urine. 


Speci¬ 

men. 

Cue. 


Beac 

tion. 

Sp. gr. 

Alb.grins, 
per litre. 

Amount 
used c.c. 

Hg 

Pb 

Bi 

Cu 

As 

Sb 

Sn 

Pe 

Zn 

Method. 

1 

Trench nephritis. 

5 weeks. 

Aik. 

1020 

V*94 

(a) 

750 

0 

+ 

_ 

+ 

0 

0 

+ 

+ 

V 

Direct. 






(b) 

600 

0 

+ 

— 

— 

— 

— 

+ 

— 

— 

Pb by electrolysis. 


















after destroying 
organic matter. 


















Sn in residue. 

R 

Trench nephritis (seme 

9 weeks. 

Acid. 

1012 

1*62 

(a) 1000 

0 

+ 

- 

0 

— 


0 

+ 

0 

Direct. 


case as No. I). 





(b) 

400 

0 

+ 

— 

0 

— 

— 

0 

+ 

— 

A1 method. 






<0 

600 

0 

+ 

— 

0 

— 

— 

0 

— 

— 

Mg method. 

4 

Trench nephritis. 


Aik. 

1025 

2*80 

(a) 

760 

0 

+ 

0 

+ 

_ 

_ 

0 

+ 

— 

Direct. 






(6) 

400 

0 

+ 

— 

+ 

— 

— 

0 

-A- 

— 

Al method. 







(0 

500 

0 

+ 


+ 

— 


0 

+ 

— 

Mg method. 

5 


11 weeks. 

Aik. 

1012 

0*49 

(a) 

750 

0 

+ 

0 

+ 

_ 


0 

+ 

_ 

Direct. 







(b) 

500 

0 

+ 

0 

+ 



0 

— 

— 

Al method 







(c) 

500 

0 

+ 

— 




0 

+ 

— 

Mg method. 

7 


23 weeks. 

Acid. 

1017 

9 57 

(") 

500 

0 

+ 

0 

+ 



0 

+ 

_ 

Direct. 







(b) 

300 

0 

+ 

0 

+ 


— 

0 

— 

— 

Al method. 

3 

Acute nephritis (mixed i 

Aik. 

1025 

160 


750 

0 

0 

0 

0 

0 

0 

0 

+ 

— 

Direct. 


specimen, 2 cases, 
children). 

















8 

Acute nephritis (mixed 


1 Acid. 

1010 

0*84 

(a) 1000 

0 

+ 

0 

+ 


— 

0 

+ 

— 

Direct. 


specimen, 2 cases). 





(6) 1000 

0 

+ 

0 

+ 


_ 

0 

+ 

— 

Direct. 

2 

i Normal. 





(a) 

500 

0 

0 

0 

0 

0 

0 

0 

0 

_ 

Direct. 







(b) 1000 

0 

0 

0 

* 

0 

0 

0 

0 

— 

Direct. 

9 

j Dyspepsia. (Patient 
taking bismuth.) 


1 




400 

0 


, + 

+ 



o 

0 


Direct. 


+ Present. 0 Absent. — Not examined for. * Trace. 


almost neutralised by ammonia and the sulphides are again 
precipitated with sulphuretted hydrogen. The precipitate is 
allowed to settle and is washed by decantation (or it might 
be centrifag&lised). It is then heated with caustic soda 
solution and the mixture filtered, the filtrate being tested 
for tin. The precipitate proved always to be soluble in hot 
dilute nitric acid, and from this the absence of mercury 
was inferred. The second precipitation with sulphuretted 
hydrogen may also be carried out in the presence of alkali 
instead of acid, in which case tin will not be precipitated, 
and if present will be found in the filtrate from the other 
sulphides. 

The precipitate might thus contain bismuth, lead, or 
copper, and it is not always easy to identify these in the 
small quantities present. The method adopted was as 
follows. The solution of the sulphides is evaporated to dry¬ 
ness in a small evaporating dish, care being taken not to 
overheat the residue. One drop of a solution of potassium 
iodide is then placed on the dry residue. If bismuth is 
present there is formed the black bismuth iodide together 
with a red complex potassium-bismuth compound. Lead is 
indicated by the formation of the bright yellow iodide. If 
copper is present, or if there is a trace of free acid adherent 
to the residue, free iodine will be liberated and will also give 
rise to a yellow colour. This can be distinguished from the 
lead iodide by treatment with chloroform, which dissolves 
the free iodine but leaves untouched the lead iodide. Copper 
is recognised by the blue colour formed by the treatment of 
the residue with one drop of ammonia solution. 

The identification of bismuth in the residue thus depends 
on the formation of a black iodide and the detection of 
copper on the blue ammonio-cupric compound. The identi¬ 
fication of lead in the absence of bismuth depends on the 
formation of the yellow iodide. The identification of lead 
in the presence of bismuth is more difficult, and I have not 
yet completely satisfied myself as to the absence of lead in 
Specimen 9. The iodide test was not applied in Specimens 1 
and 6. In Specimen 1 a precipitate was obtained with 
sulphuric acid, and in No. 6 the identification depends on 
the absence of copper, the absence of bismuth being assumed. 
The absence of arsenic and antimony in Specimens 1 and 3 
was proved by the hydrogen test. This test was not applied 
in the other specimens. The identification of tin in No. 1 
depends on the formation of a sulphide soluble in caustic 
soda solution and re-precipitated as a yellow precipitate on 
acidifying. This precipitate was dissolved in strong hydro¬ 
chloric acid and after dilution reduced by zinc and platinum. 
The solution gave a faint precipitate with mercuric chloride. 
The absence of tin (and of arsenic and antimony) was shown 
in the other cases by the absence of a sulphide soluble in 
alkali. 

In one case I tried, using 500 c.c., whether the coagulation 
of the albumin oould be used for the separation of the 


metals from the bulk of the urine. The result was 
unsuccessful, lead being found both in the coagulum and 
in the filtrate. The albumin was estimated by weighing 
the dried coagulated albumin from 100 c.o. 

2. Electrolysis .—Owing to delay in procuring necessary 
apparatus it has not been possible to apply electrolytic 
methods satisfactorily as yet. It was applied in Specimen 1 

j after destruction of the organic matter with hydrochloric 
acid and potassium chlorate, a rotating platinum crucible 
being used as kathode. A distinct deposit of lead was 
obtained, and tin was found in the remaining fluid. 
Electrolysis was also applied to the solution of the sulphides 
in Specimen 7. A deposit of copper was obtained at a 
potential of 1 volt. Afterwards the potential was raised 
to 1*6 volts and a deposit of lead was obtained. This method 
is being further investigated, as it is of considerable value 
in separating different metals. 

3. Aluminium method .—If an acid solution containing 
tin, lead, and copper be shaken up with aluminium powder 
in a shaking machine, the metals are separated quantita¬ 
tively in the metallic form, and can be filtered off with the 
aluminium, the filtrate being free from them. The same is 
true if traces of lead and tin be added to normal urine, the 
aluminium bringing down the whole of the added metals. 
Treatment of the nephritic urines with aluminium for 
several hours was, however, not so satisfactory. In each 
case the greater part of the lead and copper was recovered, 
but there still remained some in the filtrate. Organic 
substances were also precipitated and the filtration was 
tedious. In each case where this method was tried the 
precipitate was examined chemically as above and, except in 
Specimen 7, the filtrate was also examined. The results thus 
serve as controls to the direct method. 

4. Magnesium method .—This consists of treating the urine 
with magnesium powder, the whole being vigorously stirred 
with a mechanical stirrer. The magnesium was added until 
the cessation of effervescence. This method is successful in 
artificial solutions, but in the albuminous urines there were 
the same difficulties as with the aluminium method, and 
filtration was even more difficult owing to the precipitation 
of proteins, Sec. Of the two methods the aluminium method 
is the better. 

So far I have not attempted any quantitative estimation of 
the lead present. Suoh an estimation would depend on a 
colorimetric method, utilising the sulphide ; but before this 
can be considered satisfactory, effective means must be taken 
to ensure the absence of copper (and bismuth). I am hoping 
that the electrolytic method will be useful in this connexion. 

It is obviously impossible to draw any conclusions from 
four cases only. The presence of lead in the urine may have 
no significance in the etiology of the disease qua “nephritis,” 
but may be of significance qua “ trench. ” It is possible 
that lead may be present in the urine of soldiers in the 
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trenches more frequently than in that of civilians at home. 
I have not yet examined any specimens from soldiers other 
than these nephritic cases, but am hoping to do so shortly. 

I have published these results as a preliminary communi¬ 
cation, to draw the attention of others, especially of 
those who see these cases in the early stages, to the subject, 
so that they may consider the possibility of some association 
between this disease and the excessive use of tinned foods, 
especially of such foods as are cooked in the tins themselves. 

For the analysis of Specimen 6 I am indebted to Dr. D. T. 
Harris. I have also to express my thanks to Major R. B. 
Wild, R.A.M.C. (T.F.), for Specimen 1 (Ducie Avenue 
Military Hospital); to Captain F. E. Tylecote, R.A M.C. 
(T.F.), for Specimens 5 and 6 (Withington Military Hospital); 
to Dr. E. M. Brockbank for Specimens 3, 4, 7, and 8 
(Manchester Royal Infirmary); and to Dr. Harris for 
Specimen 9. 

PS.—I have just seen the communication of Mr. R. L. 
Mackenzie Wallis 2 on the examination of the specimens of 
urine from the cases under the care of Captain Langdon 
Brown. He, using a different method, was unable to detect 
the presence of any heavy metals. 

Manchester. 


CIratral ftotts: 

MEDICAL, SURGICAL, OBSTETRICAL, AND 
THERAPEUTICAL. 


AN UNUSUAL CASE OF (ESOPHAGEAL CAST. 

By F. H. Jacob, M.D. Lond., M.R.C.P. Lond. 

The unusual nature of the following case made me think 
it worth putting on record. 

The patient, who had recently enlisted in the army, came 
to see me on account of a sore throat. The pharynx pre¬ 
sented a grey, sloughy appearance. He brought with him 

Fig. 1. 



Reproduction of photograph of cast 11 inches long. 

Fig. 2. 



Micro-photograph of section through the thickness of the cast. 

some stuff which he had vomited on the previous day. On 
floating this in water I found it to consist of a cast of the whole 
of the oesophagus and of the pharynx and naso-pharynx. I 
cut sections and found it to consist of the epithelial lining of 
the oesophagus. Reproductions of photographs are shown 
of the cast itself and of a section through the thickness. 
The sections were taken from both ends of the cast and show 
identical structure of both extremities. 


The patient gave a history of having had tw r o similar 
attacks previously—one a year ago and the other six years 
ago. He told me that he had not been able to swallow 
properly for six years, something always seemed to catch 
him in the throat. When eating meat he had to chew it 
thoroughly and never hurry. Each attack commenced 
during a meal, and felt as though something sharp was 
cutting his throat, then he vomited up blood, and after that 
the skin. The throat was very sore for a fortnight, then 
got right again. I saw him ten days later, and his throat 
was then nearly recovered. He had had no previous 
illness except eczema as a baby. The Wassermann reaction 
was completely negative. 

Appended are notes of some previous cases. 

1. In The Lancet of Jan. 5th, 1901, p. 26, Dr. Nathan Raw 
recorded a case of membranous oesophagitis with expulsion 
of a complete cast of the oesophagus, of which a coloured 
illustration was given in the text. In this case the oesophagitis 
was ascribed to drinking neat brandy, whisky, and rum. 
Raw mentions in his paper that exfoliative or desquamative 
inflammation of the oesophagus, or “oesophagitis dissecans 
superficialis ” was first described by Birch-Hirschfeld in 
Ziemssen, vol. viii., p. 140. This case of Raw’s was submitted 
to gastrostomy and died. 

2. At the Royal Society of Medicine, Section of Laryngo¬ 
logy, meeting on April 4th, 1913, Mr. G. N. Biggs showed an 
almost complete cast of the epithelial lining of the oesophagus, 
which was vomited three days after the patient had swallowed 
one ounce of chloroform. Rectal feeding was employed, and 
bismuth, lanolin, and paroleine given every four hours by the 
mouth. (Ksophagoscopy three months later gave no indication 
of contraction. 

3. Osier and McCrae, second edition, 1915, p. 80. John 
McCrae describes various causes of phlegmonous oesophagitis; 
records a case reported by Neisser 1 and a case of Stern’s, 
where a cast 13 centimetres long was expelled ; alluding 
also to Birch-Hirschfeld’s original case “in which a 20 centi¬ 
metre cast was expelled three days after the onset of 
the first oesophageal symptoms; the patient promptly 
recovered.” 

4. There is a short allusion in the “Twentieth Century 
Practice of Medicine ” by Fitz, of Boston, which adds little 
to the previous. 

Nottingham. 


A CASE OF PLEURO PNEUMONIA TREATED 
WITH PHYLACOGEN. 

By Frank Collins, L.R C.P. Lond., M.R.C.S., 

DEPUTY CORONER FOR THE METROPOLITAN DISTRICT OF ESSEX, ETC 


The patient was a highly neurotic (partly alcoholic) 
woman of about 40, under observation by an eminent 
cerebral specialist, who had diagnosed recently a glioma 
of the optic tract. I was told by the patient’s husband that 
the pain in the head had been “terrible.” There was 
certainly impaired articulation, and before the attack I am 
about to refer to there were frequent subconscious flashes of 
light and flame in both eyes with the paroxysms of pain. 

I was called one night because the patient was •‘ choking 
for breath and in great pain in her side.” On examination I 
found what I diagnosed provisionally as a metastatic develop¬ 
ment at the base of the right lung, which had caused the 
localised acute pleuro-pneumonia in that region. By the 
second day of my seeing the case, apparently the third or 
fourth of the onset, there was evidently a pleuro*pneumonic 
explosion in the whole of the right lower lobe, and this had 
extended to the left lower lobe. The temperature was only 
101° F., but the impaired oxygenating capacity of the lungs 
was obvious from the strained efforts at inspiration and the 
patient’s constant, distressing appeal: “ Oh, if I could only 
fill my lungs and take a good deep breath! ” The pulse 
was hard, regular, 128-136. The face and lips were 
cyanosed. 

It was not a fair test for the phylacogen, but I used it 
tentatively in the hope that it might do good, and at any 
rate it was not likely to make the prospect worse, under the 
circumstances. I began with an injection of 10 minims, 
continuing with the usual treatment, which I need not 
detail beyond mentioning that oxygen was given at 
intervals of three to four hours for about 10 minutes 


2 Journal Royal Army Medical Corps. March, 1916. 


1 Berlin, kiln. Wochenschrlft, Jan. 3rd, 1910. 
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regularly. Thermofoge was applied from the start on a 
back “breast-plate,” and hypodermic injections nightly of 
heroin l/6th grain and atropin l/100th grain were given 
throughout, sometimes twice or thrice daily. By the third 
day of my attendance both lungs were dull and non-aerated 
from the bases to the middle of the scapulse, and friction 
sounds were distinctly audible at the upper limit and just 
below it. The consolidation was extending, in spite of the 
phylacogen, which I daily increased by 5 minims. Each 
injection was followed within an hour or two by giddiness, 
violent retching, and what the patient described as ‘ ‘ pins 
and needles all over her.” These apparently disadvantageous 
symptoms seemed hopeful as showing there was an energetic 
reaction somehow to the phylacogen, so I persevered. After 
the fourth injection the dullness and friction remained 
stationary. The temperature fell to 98° and the cyanosis 
became less marked, though the apnma continued and was 
only relieved by more frequent oxygen inhalations. Collapse 
was dangerous, but I went on. By the sixth injection, the 
last two of 30 minims each, there began evident clearance 
of the lungs at the upper limit of dullness. Friction 
remained for three or four days, but from then 
onwards the consolidation rapidly disappeared. I gave no 
more phylacogen. By the tenth day the air-stream again 
reached the bases of both sides; the pulse fell to 90 and 
respiration became normal. The attack was over, and only 
general weakness and the usual “pneumonia wreckage ” of 
dilated heart, anaemia, and exhaustion remained. Curiously 
enough, all the cerebral symptoms, with the exception of the 
sibilant speech, completely vanished. 

I gave the patient up as doomed on the fourth visit, 
both because of the advancing symptoms and the diffi¬ 
culties she raised in the way of treatment. She refused 
nurses, ^ she insisted on getting out of bed and even 
staggering about the room, and she would not take fluid 
food. From my first visit she said she knew she was going 
to die, and I think she believed it, but though I thought the 
same myself I tried to keep her hopeful in spite of the super¬ 
vention on the fifth day of a distinct cloud of albumin, 
scanty excretion of urine, and oedema of the feet and 
ankles. The lungs became quite clear, and were so for a 
fortnight after the commencement of convalescence; the 
blood-stained sputum, of which there was at no time any 
considerable quantity, became absent 

PS. - Since the above was written the patient has died; all 
the pneumonic symptoms entirely cleared up, and she had 
begun a hopeful convalescence. Death occurred from acute 
meningitis and exhaustion. 

Wan stead, Essex 


At the last meeting of the Bideford (Devon) 
board of guardians the resignation was accepted, with much 
regret, of Dr. Charles Sinclair Thompson, who has been 
medical officer and public vaccinator of the district for the 
past 40 years. 

A Mary Murdoch Memorial Fund. —The Hon. 
Mrs. Franklin writes: “ Dr. Mary Murdoch’s friends have 
expressed a wish to contribute towards a memorial which 
would perpetuate her memory among medical women 
even after the generation of those who have known and 
loved her has passed away. Her high professional standard, 
the inspiration and encouragement she was to her colleagues 
and friends, her work for women, and her belief in them and 
the part they can take in the nation’s welfare, are well 
known. At this moment, when the demand for medical 
women is far greater than the supply, it is felt appropriate 
to her memory as well as to the nation’s needs, that a 
memorial should be chosen which would help some young 
medical women in the first years of their practice. While 
actual details have yet to be settled, it is intended that a 
fund shall be raised to found a bursarv or bursaries on these 
lines, in connexion with the London‘(Royal Free Hospital) 
School of Medicine for Women. It is in the belief that 
there are many who would wish to help in such a memorial 
that it has been decided to make its existence widely known.” 
The following are acting as the committee of the Memorial 
Fund: Miss L. B. Aldrich Blake, M.D., M.S., Dean of the 
London School of Medicine for Women ; Mrs. Edwin Gray, 
National Union of Women Workers; Mrs. H. Fawcett, 
LL.D., National Union of Women’s Suffrage Societies; Miss 
Jane H. Walker, M.D.; Miss Helen Webb, M.B.; Miss L. 
Martindale, M.D., B.S.; Miss F. M. Edmonds, M.D., B.S.; 
Miss F. Stacey, M.B., B.S.; Miss S. Watt; and the 
Hon. Mrs. Franklin, honorary treasurer of the fund, 50, 
Porchester-terrace, London, W. (to whom contributions may 
be sent). J 
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SECTION OF PATHOLOGY. 

Bacteriology of Cerebrospinal Fever.—Transplantable Tumour 
of the Ouinea-ptg.—Toxic Hepatitis.—Treatment of Wound 
Infections.—The Mechanical Causation of Appendicitis. 

A meeting of this section was held on May 2nd, Professor 
F. W. Andrewes, the President, being in the chair. 

The President gave a short account of the Bacterio¬ 
logical Results in 11 Consecutive Cases of Cerebro-spinal 
Fever admitted to St. Bartholomew’s Hospital during the 
first four months of 1916. Only one was a military case ; of 
the civil cases four were under 4 years of age and six were 
older children or adults. The type of coccus was determined 
in each case by agglutination with sera supplied from 
Millbank by Lieutenant-Colonel M. H. Gordon. The two 
earliest cases proved to be Gordon’s Type I., the remainder 
Type II., except one case in an infant which could not be 
referred to any known epidemic type. The pharynx was 
always examined and the meningococcus was found in every 
case, twice in great abundance, sometimes only in small 
numbers. In each case the pharyngeal and spinal strains were 
compared by agglutination and were invariably referable to 
identical types, indicating that the pharyngeal infection was 
an integral part of the disease. Most of the cases remained 
carriers for several weeks, one for more than 70 days. 
Treatment was by repeated lumbar puncture, with the new 
Lister Institute serum, prepared with numerous diverse 
strains isolated during last year’s epidemic. The serum 
had been successful, for though 4 oases out of 11 died 
(mortality 36*36 per cent.), 2 of these were infants under a 
year old and one a child of 3 years. Only one adult died, 
of streptococcal septicaemia following mastoid suppuration, 
after the meningococcal infection had been overcome. In 
cases over 4 years old the mortality was only 14 3 per cent. 
The improvement following the serum was in most cases 
immediate; in 3 severe cases in which it was given on the 
second or third day the patients were convalescent in 
48 hours. One baby aged five months recovered. Blood 
culture was carried out in 3 early cases. Twice it was 
negative and once positive, the meningococcus being 
recovered from every tube. This case recovered promptly 
after serum had been given (intravenously as well as intra- 
thecally). In a fatal case the coccus was also recovered 
from the heart’s blood after death. 

Dr. J. A. Murray read a short paper on a Transplantable 
Tumour of the Guinea-pig. The tumour grew in the inguinal 
region, was fatty, fibrous, and slightly cellular, and was 
regarded as a fibro-lipoma. It was grafted into a large 
number of guinea-pigs through several generations. After a 
long latent period it grew very slowiy. This long period of 
I latency was an extraordinary feature, for sometimes, even 
after two months, fresh tumours formed. Another striking 
feature was the size it attained, some of the tumours weigh¬ 
ing little less than the animal. The cells of the tumour 
showed marked metachondritic changes. Having regard to 
its transplantability and the finding of tumour cells in a 
pulmonary arteriole in one instance, the term lipoearcoma 
seemed to fit it most closely. 

Dr. B. H. Spilsbury exhibited and described a series of 
livers affected by Toxic Hepatitis. The first was from a 
case of tetrachlorethane poisoning, and showed irregular 
fibrosis, cellular destruction, very marked regeneration in 
one part, and an almost complete absence of fat. Another 
was from a case of poisoning by dinitrobenzol. It showed 
irregular fibrosis, little degeneration of the cells, much 
bile-duct proliferation, and no fat, and was obviously an 
example of a very chronic form of toxic hepatitis. A third 
liver had been poisoned by trinitrotoluene. It was reduced 
in size, and showed irregular fibrosis and very advanced 
fatty degeneration. The liver from a case of acute yellow 
atrophy was shown as a contrast. Its particular features 
were the absence of fat in liver cells and the marked fatty 
degeneration of the endothelial cells. 

Dr. W. Parry Morgan, in a paper on the Treatment of 
Wound Infections, dealt with Sir Almroth Wright's proposal, 
made on the ground of laboratory experiments, to substitute 
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for treatment by antiseptics treatment by saline solutions. 
He questioned the interpretation of these experiments, and 
maintained that the laboratory did not justify the changes 
proposed. In the first place, with regard to the use of 
hypertonic saline, he reviewed Sir Almroth Wright’s experi¬ 
ments, and contended that they did not show any such 
drawing power as was ascribed to salt, and that the only 
sense in which salt could be said to draw water to itself was 
that recognised when such a process as osmosis took place ; 
and, further, that salt could not draw lymph to itself even 
by osmosis. He then dealt with the ways by which the 
flow of lymph could be promoted, and suggested that hyper¬ 
tonic salt solution might in some cases do this by causing an 
osmotic diffusion of water out of the cells, the shrinkage 
of which would cause the opening up of lymph channels, 
just as the ground is fissured in dry weather. The 
lymph would then have free passage to the surface, and 
any lymph-bound condition be relieved. But this effect 
would not be permanent, and often would not be seen at all. 
Dr. Morgan then pointed out that hypotonic fluids, such as 
water and hydrogen peroxide, would act in the opposite way 
to hypertonic, causing swelling of the cells and possibly a 
diminished flow of lymph, and therefore suggested that anti¬ 
septics should be diluted with an isotonic fluid such as 
physiological saline and not as is usual with water. He 
next discussed the question of chemotaxis, and con¬ 
tended that the method of estimating it was fundamentally 
faulty ; and that the experiments could not possibly justify 
the claim “the polynuclear white corpuscles are carried 
forward by a chemotactlc movement in the direction of 
the free surface upon which the physiological solution 
has been imposed.” On the other hand, he agreed 
that the experiments showed that antiseptics, bacterial 
suspensions, and above all hypertonic saline inhibited 
the emigration of leucocytes, but in this connexion 
pointed out that of more practical significance than 
the laboratory experiments were the observations made 
on the wound itself as to whether there was a good flow of 
laudable pus. If there was any after an application, such 
application could not materially affect the physiological 
processes. This test showed that antiseptics did not 
interfere to any extent with the flow of pus, but that hyper¬ 
tonic saline would give us a wound as free from pus and 
clean as meat. He inferred from this that hypertonic 
saline renders ineffective the only defence against the 
streptococcus and staphylococcus, whilst with the applica¬ 
tion of an antiseptic or of physiological saline, this defence 
comes again into action. Pus, as long as it was not 
“corrupted,” was a good thing in a badly infected wound, 
but it should not be allowed to remain there long enough to 
become corrupted. Hence the necessity for washing away 
pus, and, if possible, destroying the organisms which corrupt 
it. In regard to washing out a wound by constant irrigation, 
the fluid should be delivered at blood temperature, as 
otherwise the activities of the leucocytes would be 
diminished. The attempt to destroy organisms was made 
in two ways: (a) By washing with antiseptics, and (b) by 
the application of antiseptic dressings. In washing out the 
wound, the portion of the wash which was not immediately 
drained away and the film of pus which still adhered to the 
surface should be considered. In both cases the antiseptic 
would be in great excess, and would have to be rapid in its 
action to be effective. From his experiments he concluded 
that here the neutral hypochlorous solutions were very 
efficient whilst carbolic acid was comparatively ineffective. 
In the case of the dressing the pus would tend to be in 
excess and the action of the antiseptic would be pro¬ 
longed. Here his experiments showed that hypochlorous 
solutions would be practically useless, whilst carbolic 
acid would in its action on the organisms be fairly 
efficient. The experiments by which he showed this were 
as follows: pus showing one or two organisms per field 
of a film was mixed with an antiseptic and incubated. If 
the organisms became more numerous it was clear that they 
grew in spite of the antiseptic. In these experiments he 
showed that four parts of pus and one of antiseptic grew 
organisms when the following antiseptics were used : carbolic 
acid, 1/60; mercuric salts, 1/200 ; iodine, 1/200 ; chlora¬ 
mine, 1/20; hypochlorous solutions, 1/200 available 
chlorine. It was inferred from this that it was unreason¬ 
able to expect enough antiseptic to diffuse into the tissues to 
inhibit the growth of organisms, still less to kill them. In 


similar experiments where organisms were added to sterile 
pus or to blood the antiseptics were found to be much more 
efficient, so Dr. Morgan inferred that they would be specially 
useful when applied to recent wounds and to prevent con¬ 
tamination from without. He considered, in conclusion, 
that antiseptics, as such, could not sterilise the tissues and 
would not be likely to do more than reduce the number of 
organisms on the surface of a wound. This they could do, 
and since it could hardly be possible that the depth and 
intensity of the tissue infection would be independent of the 
virulence and proportion of the surface organisms it would 
be an important gain, and was the role of the antiseptic in 
antiseptic treatment. 

Professor S. G. .Shattock communicated a paper dealing 
with the Mechanical Causation of Appendicitis, based upon 
the examination of a series of appendicular concretions, and 
of the contents of 125 appendices in persons dying from 
various causes, 100 being over 40, and 25 between the ages 
of 15 and 25 years. Any such mechanical cause, if it is 
adequately to account for the alleged increase in appendicitis, 
would have to be (1) of recent introduction ; and (2) of a 
kind that would extend to all classes of the community. 
One such that had been suggested was the ingestion of 
particles of the silica glaze detached from the enamelled 
hardware now in such general use. These particles were, of 
course, absolutely insoluble in the alimentary canal. 
Professor Shattock had not found a single flake of enamel in 
any of the many concretions he had examined, nor in the 
contents of any of the 125 appendices studied. In regard to the 
possible injury producible by the ingestion of silica in miners. 
Dr. W. Watkins-Pitchford, the present director of the South 
African Institute for Medical Research, Johannesburg, had 
kindly obtained for him the following information: “ Dr. F. 
Aitken, the superintendent of the Miners’ Phthisis Sanatorium, 
near Johannesburg, states that 537 cases of miners’ phthisis 
have passed through this institution without his having seen 
a single case of appendicitis amongst them, nor has he noted 
any history of attacks before their admission. Dr. H. A. 
Loesser, the senior medical officer of the Crown Mines, has 
neither noticed nor heard it suggested that appendicitis is 
more common amongst miners than amongst others. The 
Director of the Native Affairs Department states that in 
July, 1915, there were 210,247 natives employed on the 
works and mines of the Rand ; appendicitis is so rare that 
deaths from this cause are not classed separately; he holds 
that mine natives are not at all liable to the disease.” The 
use of “ French chalk” in dentifrices was another possibility, 
this material—magnesium silicate—being quite insoluble in 
the alimentary canal. The material was easily recognisable 
microscopically, but Professor Shattock had never found any 
in the appendicular contents or as forming the centre 
of a concretion. The use of Cerebos salt, which contains 
a notable amount of magnesium phosphate, could be 
ignored, since the latter was readily dissolved at 37° C. 
in a solution of HCl of the percentage in which the acid 
is present in human gastric secretion. 

The hypothesis of most promise was that put forward by 
Mr. W. H. Battle—viz., that a new factor in the causation of 
appendicitis had been furnished by the particles detached 
from the steel rollers now almost universally used in 
grinding wheat for flour. After a lengthy investigation. 
Professor Shattock had somewhat reluctantly come to the 
conclusion that no proof of the theory was forthcoming. He 
had traced the fate of steel filings in flour, to which they had 
purposely been added, in bread made from such flour, and 
in vitro under the action of hydrochloric acid. Steel filings 
might be kept in flour indefinitely without undergoing 
oxidation. When flour containing such was made into 
bread (by means of yeast), the particles became slightly 
tarnished from an extremely superficial formation of ferric 
oxide (rust). When these particles were extracted from the 
loaf, and incubated at 37° C., in a solution of HCl of the 
gastric percentage, an abundant evolution of H took place. 
The fluid on being tested gave a ferrous (chloride) 
reaction only, without any ferric. (This was explained 
by the fact that any trace of ferric chloride produced 
from the minute amount of ferric oxide was reduced to 
ferrous in the presence of the free hydrogen. The point 
of this was that as ferravs chloride produced no constipating 
effects, no intestinal and appendicular stasis, favouring the 
formation of a concretion, could be attributed to the ingestion 
of steel particles—assuming this to take place. The amount 
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of solution which steel underwent in the acid within two 
hours, at 37° C., was small; the metallic particles would, 
therefore, pass with little change into the intestine, and 
here all further decomposition would be prevented by the 
action of the sodium carbonate of the pancreatic secretion, 
which rendered the intestinal contents alkaline. Steel filings 
might be kept for an indefinite period in a solution of sodium 
carbonate (of the percentage in which this is present in 
the pancreatic secretion) without undergoing any oxidation 
whatever. Mr. Battle had cited the pigmentation of the 
appendix which he had come across in certain cases furnished 
by operation, as suggestive of the prolonged ingestion of 
steel derived from flour. Professor Shattock had critically 
examined nearly all of these specimens, microscopically 
and microchemically, with the following result:—The 
colouration was due to the presence of somewhat trans¬ 
lucent spherules of dull brownish colour contained in 
connective-tissue cells lying in the lymphatic tissue which 
surrounds the crypts ; there was none in the muscular wall. 
When the sections were heated, secundum artem , in HC1 
and potassium ferro-cyanide or potassium ferri-cyanide no 
ferric or ferrous reaction was obtained in the spherules. 
When sections were freely treated with pure HC1 no solution 
of the pigment took place. The pigment was clearly, there¬ 
fore, iron free, and it followed from this that it could not 
possibly be iron or iron oxide that had reached the lumen of 
the appendix and been translated into its walls. The exact 
nature of the pigment was a more difficult question. In 
general characters it resembled iron-free blood pigment, and 
its presence was possibly due to the absorption of blood from 
the interior of the appendix. In cases of melaena Professor 
Shattock had on several occasions found blood in its 
lumen. Passing on to the study of a series of appendi¬ 
cular concretions, these were examined, after being 
incubated in dilute alcohol, by careful scraping whilst 
they were rotated beneath water, the whole procedure 
being conducted under a lens. The actual centre 
was examined microscopically in toto by removing 
it to a slide and washing it in Farrant’s medium. 
In certain cases appendicular concretions formed upon a 
foreign body, such as a pin or fruit seed. The presence of 
a nucleus, however, was not only unnecessary, but in the 
great majority of cases there was none. The most careful 
examination ad hoo demonstrated that there was no 
differentiated centre whatever. The common appendicular 
concretion, as told microscopically, consisted solely of 
undigested plant debris. Cellulose was digested only in the 
large intestine, and by bacterial action alone. The d6bris 
referred to comprised free spirals, sclerenchymatous cells, 
the thick-walled, stiff, and sharply pointed hairs from the 
pericarp of the oat and wheat (abundant in oatmeal and 
flour), disintegrating wood and bast, See. These consisted of 
lignine or cutine, and were incapable of digestion. Professor 
Shattock had found no cellulose in the concretions; this 
excluded the possibility that their formation resulted from a 
defective digestion of cellulose. The amount of calcareous 
deposition (calcium carbonate and calcium phosphate) 
occurring about the debris which formed the concretion 
was variable ; in many examples it was of very limited 
extent, the concretions in the wet state being hardly 
firmer than clay. Such deposition was to be ascribed 
to bacterial action ; the deposit, in fact, might not 
inappropriately be termed ‘ ‘ appendicular tartar. ” He had 
not yet met with a proper appendicular calculus; the 
concretions consisted chiefly, or very largely, of vegetable 
d6bris, and the most accurate name for them was that of 
“ stercolith.” One factor that might conceivably lead to an 
increase in the formation of appendicular concretions, and 
so to an increase in appendicitis, was the recent rise of 
vegetarianism ; a diet consisting almost solely of fruit and 
vegetable would furnish a greater abundance of indigestible 
residue. In some appendicular concretions there were con¬ 
spicuous numbers of oat and wheat hairs ; but Professor 
Shattock had not come across a concretion composed solely 
of such, and corresponding with the oat-hair concretions 
at times met with in the human colon. In the Museum of 
the Royal College of Surgeons of England there were several 
specimens of these curious formations, the first identified 
having occurred in a Lancashire carpenter, who was accus¬ 
tomed to take oatmeal daily in some or other form at every one 
of his meals. The augmentation of intestinal d6bris, it was 
true, did not, per se, make for the formation of a concretion ; 
it was necessary to assume an appendicular stasis or some 


functional or organic irregularity of the appendix as a second 
factor; for under normal circumstances free ingress and 
egress took place from and to the colon. The different causes 
that led to stasis in the colon would bring about the same 
condition in the appendix; and, given a superabundance of 
indigestible residue, the latter would contribute a not 
unimportant factor to the origin of a concretion. In fact, 
there was no very abrupt line between concretions and scybala, 
and the actual centre of a laminar concretion was at times a 
small collection of minute scybala. 

In regard to the results of the speaker’s examination of the 
contents of 125 appendices from persons dying from other 
causes than appendicitis, the observations were made by 
pinning out the organ, slitting it up under water, and 
sweeping out the contents, which were then broken down with 
the brush, and carefully irrigated, any sedimentary residue 
being examined in Farrant’s medium. For the present pur¬ 
pose it was enough to state that he had in no case discovered 
any particles of steel. He had selected for examination 
100 appendices from individuals over 40 years of age, in 
order that ample time might have elapsed for the accumula¬ 
tion of metallic ingestion, and 25 from persons between 15 
and 25 years, since this was the period of the highest 
incidence of appendicitis. Professor Shattock had 
encountered during these examinations two forms of 
neoplasm, for the presence of which the patients had not 
been admitted. In one case many small pedunculated 
adenomata projected from the mucosa, of the kind which 
at times grew in large numbers from the colon. In 
the other case the appendix was the seat of a 
typical columnar-celled carcinoma, which was in process 
of ulceration and had deeply invaded the muscular 
wall—an exact miniature of a carcinoma of the colon. 
The general conclusion at which Professor Shattock arrived, 
therefore, was that no evidence was forthcoming to show 
that appendicitis was due to damage inflicted on the mucosa 
by ingested physical irritants ; and that the appendicular 
concretions often associated with acute inflammation were 
not attributable to an accumulation of inorganic material 
which might serve as a nucleus for the subsequent deposition 
of fascal debris. 


SECTION OF ANESTHETICS. 

The Influence of An<e*tketiet on the Temperature of the 
Body.—Exhibition of Apparatus. 

The annual general meeting of this section was held on 
April 14th, Dr. Harold Low, the President, being in the 
chair. 

A resolution was unanimously passed expressing the 
great loss the section had sustained by the death of Sir 
Frederic Hewitt, M.Y.O. 

Dr. M. S. Pembrey and Dr. F. E. Shipway communicated 
a paper entitled ‘ ‘ Observations on the Influence of Anaesthetics 
on the Temperature of the Body. ” In this preliminary paper 
they did not refer in detail to the work of previous 
observers upon this subject. The influence of anaesthetics 
on the temperature might be exerted upon the loss of heat, 
the production of heat, or upon both of these processes. In 
man the practical methods of observation were the deter¬ 
mination of the deep and surface temperatures, and as a 
measure of the production of heat the determination of the 
respiratory exchange. The former method they had used in 
man, and both methods had been employed by one of them 
in the case of animals. Deep anaesthesia abolished the 
regulation of both the loss and production of heat, so that 
the response of the warm-blooded animal to external heat 
and cold resembled that seen in cold-blooded animals; a 
fall of external temperature diminished, a rise increased the 
production of heat. It was this fact which complicated the 
problem. The internal temperature of a patient might show 
a fall, a rise, or no change according to the conditions 
involved during the period of anaesthesia. A fall in the 
rectal temperature from 100° to 97° F. was within physio¬ 
logical range when the whole extent of the daily variation in 
temperature was considered, but in the case of an anaes¬ 
thetised patient subjected to an operation in a warm 
theatre (72°-74° F.) such a fall might occur within 
one hour. During short operations of slight severity the 
necessity for precautions against the loss of heat was not 
urgent, for in an adult there was, owing to the mass of 
the body, a reserve of heat which was not rapidly dissipated 
in a hot theatre. In such cases the advantages of warm 
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ether as compared with cold ether might not be so apparent. 
On the other hand, in the case of long operations or opera¬ 
tion upon a patient possessing a low resistance the difference 
might be of great practical importance. The ‘ 1 open 
method ” of giving ether used in these observations was 
that in which ether was dropped continuously on to some 
fabric spread over a Schimmelbusch mask, which was so 
closely applied to the face that the whole of the respiratory 
current passed through the fabric; when warm anaesthetic 
vapours w ere given the end of the tube from Dr. Shipway’s 
apparatus was placed under the mask and warm ether vapour 
was pumped in at each inspiration. Either two layers of 
domette or 10-16 layers of gauze were used. With this 
method the temperature under the mask varied from 48 *2° 
to 78 8° F. with cold ether, whereas with warm ether it was 
about 90° F. A patient breathed about 5 litres of air per 
minute, and the expired air was raised to 96° F. or there¬ 
abouts. It was obvious, therefore, that more heat must be 
lost from the respiratory tract, although the expired air with 
cold ether might not be warmed to the same extent. With 
such an “open method ” they had never observed a lower 
temperature in the inspired air under the mask than 48*2° F., 
the temperature of the air of the theatre being 77° F., and 
some explanation was necessary for the exceedingly low 
temperatures recorded by some observers. It was necessary 
to remember that the air in the mask was being warmed 
constantly by the skin of the face and every few seconds by 
the expired air. For example, with a Schimmelbusch mask, 
two layers of domette, and a pad placed over the face 
the temperature of the air was 91-4° to 93*2° F. five 
minutes after the mask had been placed over the 
face, the temperature of the room being 71-6° to 73 4° F. 
The mask and pad were removed from the face and ether 
dropped upon the domette as during an administration, 
the temperature of the air fell to 32° F.; they were 
immediately placed over the face and within one minute the 
temperature of the air rose to 61*7° F. As regards the 
temperature of the body, observations of the rectal tempera¬ 
ture were necessary, for the determinations in the mouth 
were unreliable. The surface temperature of the skin might 
rise under the influence of ether, owing to dilatation of the 
cutaneous vessels, and thus increase the loss of heat so much 
that the internal temperature fell. With warm ether the 
loss of heat from the skin could be more readily compensated. 
The excitability of the medulla was increased by a rise, 
diminished by a fall, in the internal temperature ; this effect 
upon the respiratory centre was well known, and in a pro¬ 
nounced form was seen in heat polypnoea or dyspnoea. The 
heart was stimulated by warmth and the exchange of the 
gases between the blood and the tissues was facilitated by a 
rise, delayed by a fall, in temperature. A normal man re¬ 
acted to external cold by diminishing his loss and increasing 
his production of heat; the anaesthetised man, paralysed for 
sensation and movement, had lost this control, and the level 
of the chemical changes which were a measure of vital 
activity could be maintained only by external warmth. This 
loss of control involved also the possibility of an abnormal 
rise in the temperature of the patient if he were exposed to 
excessive heat. A great practical advantage of warm vapours 
was that they enabled the surgeon to operate in a cooler 
theatre; high temperatures had a depressing effect on 
the staff. Apart from diminished efficiency and endur¬ 
ance, a warm and moist atmosphere introduced the 
danger of the sweat of the surgeon undoing the 
elaborate precautions taken to preserve aseptic conditions. 
The “open method” was not strictly an open one. The 
mask placed upon a pad over the face confined the air to a 
considerable extent; this was shown by the determinations 
of the moisture and the carbon dioxide in the air space. Thus 
thedry and wet bulb thermometers recorded 88 -7° and 86° F. 
under the mask, and waved in the air of the room 72-5° and 
65*3° F. The breath moistened the air, and thus obviated 
the necessity of adding moisture to the air laden with ether 
vapour. The amount of carbon dioxide might be 3 or 4 per 
cent, of the total 250 c.c. of air under the mask ; there was, 
according to the closeness with which the mask was applied 
to the face and the thickness of the material, a certain 
amount of rebreathing, which might be an advantage when 
the stimulating effect of carbon dioxide was required. 

Dr. Shipway said he had used warm vapour anaesthesia 
for 18 months and had published a description of the method, 
its advantages, and of an apparatus in The Lancet of 
Jan. 8th, 1916. One part of the evidence for the use of 


warm vapours had been given in the joint paper just read; 
the other part was due principally to some American 
anesthetists who had shown by experiments on animals and 
by clinical observations that warm vapours were safer and 
diminished the loss of heat of the anaesthetised patient. 
He himself had found that the anesthetic could be pushed 
with greater safety and with lessened liability for respiration 
to become dangerously weak; the reason was physiological, 
in that in the anesthetised patient warmth increased respira¬ 
tory activity and stimulated the heart. Induction was 
quicker and calmer and respiration was quieter since warm 
vapours were more easily absorbed and less irritating than 
cold. Shock was certainly less ; his results had been better 
than with “ open ether.” An apparatus was then shown by 
means of which the warm vapours of ether, chloroform, 
or of mixtures of the two could be given in concentrations 
adequate for any operation. Other advantages had been 
already described. 

Mr. C. Carter Braine did not advocate “open ether”; 
he employed the “ closed method,” working either with the 
Clover or Ormsby inhaler. He thought the pioneers of 
ether administration in this country had endeavoured to 
employ warm ether vapour by the method of rebreathing, 
by warming the inhaler prior to use, or by warming the 
sponge of the Ormsby inhaler. He had returned to the use 
of the Clover of late in place of the Ormsby, and found it 
an excellent machine in conjunction with morphine and 
atropine. In order to render the administration of a slightly 
open ether type he had fixed a tap at the lowest part of the 
bag, by means of which air could be admitted and some of 
the contents of the bag expelled during expiration. A 
certain amount of rebreathing was beneficial, and the very 
satisfactory results obtained he attributed to the patient 
breathing a warm atmosphere with conservation of his CO t . 

Mr. G. Rowell said that in two cases of warm ether 
anaesthesia symptoms of faintness gradually arose which 
appeared to be directly associated with the very warm 
vapour administered. He preferred many layers of gauze 
to two layers of domette, which offered much more obstruc¬ 
tion to the breathing. He still employed the Clover on 
occasion ; most of the advantages of the open method could 
be gained by using the Clover nearly all the time without 
the bag. 

Mr. H. Bellamy Gardner was glad to hear that it was 
only necessary to warm the patient by means of a warm table 
and dry cloths, and perhaps preventing the fall of tempera¬ 
ture in the vapours inhaled by artificial means, instead of by 
raising the temperature of the theatre and thereby exhausting , 
the patient and those taking part in the operation. 

Dr. G. A. H. Barton was not convinced by the evidence 
offered of the value of the warmed-ether method. 

The President said that the question of loss of heat 
during anaesthesia was a very vital one, especially since we 
were told that in the narcotic state man became a cold¬ 
blooded animal and lost for the time being much of his 
normal power of readjustment of his temperature. The 
warm-ether method was therefore to be preferred to that of 
the open-ether method, where the ether was allowed to 
evaporate on the mask and in its evaporation to abstract heat 
from the patient. The discussion had narrowed itself too 
much into a controversy between the Clover and the open- 
ether method. Successful anaesthesia depended more upon 
the administrator than upon the apparatus. 

Dr. Shipway, in replying, said that the pioneer anes¬ 
thetists warmed the inhaler in order to aid the administrator 
and not in order to help the patient. He had never seen faint¬ 
ness or pallor due to the use of warm vapours ; they must be 
used with judgment, very high temperatures caused sweating, 
flushing, and oozing in the wound. 

The President showed an apparatus for the intra¬ 
tracheal insufflation of ether, designed by Mr. K. H. 
McMillan, of St. Thomas’s Hospital, and Dr. Shipway 
showed an apparatus of new design. 

Captain C. T. W. Hirsoh, R.A.M.C., showed a modification 
of Waller’s chloroform inhaler (see p. 1003). 


West of England Centenarians.— Mrs. Ann 
Moore, ot Torrington-place, Plymouth, died laBt week. She 
celebrated the 106th anniversary of her birthday on Jan. 20th. 
—Mrs. Mary Shittler, of Buckshaw Farm, near Sherborne, 
Dorset, recently celebrated the 102nd anniversary of her 
birthday. 
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Tuberculosis: A General Account of the Disease , its 
Forms , Treatment , and Prevention. 

By A. J. Jbx- Blake, M.D.Oxon., F.R.C.P. Lond. London : 

G. Bell and Sons, Limited. 1915. Pp. 231. Price 2 1. 6d. 

The author describes his book as an attempt to give a 
.general and detailed account of tuberculosis in simple 
language. He has endeavoured to avoid a§ far as possible the 
use of technical and medical terms with the hope of making 
the work intelligible to those who have had no special educa¬ 
tion in medical or scientific matters. In these aims he has 
been conspicuously successful without the sacrifice of either 
•clearness or accuracy. He has furnished an attractive and, 
at the same time, well-balanced account of the whole subject. 
The matter is treated in 15 chapters, each preceded by a 
table of contents and conveniently furnished with inset head¬ 
ings. The first is historical, briefly summarising the views of 
Hippocrates and Galen down to those of Virchow and Koch. 
Chapters on the tubercle bacillus and the tubercle follow, 
and then what we find to be a most illuminating chapter on 
Predisposition and Immunity of Tuberculosis. It is only 
unfortunate that a very disturbing misprint of “ infection ” 
for “hereditary” should occur on p. 40, line 18; otherwise 
the book is singularly free from errors of any kind. A series 
of chapters follow on clinical aspects of the disease, ending 
with three chapters on general, tuberculin, and sanatorium 
treatment. Here, again, we cannot imagine a fairer distribu¬ 
tion of the claims for treatment, and the author appears to 
have no axe of his own to grind. The final chapter deals 
with prevention from the three points of view of destruction 
of the tubercle bacillus, avoidance of infection, and care for 
the general health of the community. The reader who makes 
this book his introduction to the study of tuberculosis will 
obtain a useful view of the subject in proper perspective. 


Occupations from the Social , Hygienic , and Medical 
Points of View. 

By Sir Thomas Oliver, M.A., M.D. Glasg,, LL.D., Sc.D., 
F.R.C.P. Lond. Cambridge Public Health Series. At the 
University Press. 1916. Pp. 110. Price 6s. net. 

The need for farther study of the conditions under which 
workmen are employed has been shown by recent Home 
Office inquiries into the question of fatigue as affecting the 
printing and chemical trades, coal-mining, and the health of 
the munition workers, 1 and these inquiries will probably be 
extended in the future—we shall have to deal with the 
industries of maimed soldiers, for instance, while the 
employment of women will have to be considered in its 
relationship to the health of future generations and the 
preservation of child life. For these reasons a guide to the 
study of occupations from the social, hygienic, and medical 
points of view, written in a style which can be easily 
understood and which will appeal to all those who are 
interested, whether practically or academically, in the 
health of the nation’s workers, is very desirable at the 
present moment. Such a guide, not addressed to medical 
men alone, has been written by one who, in addition to 
being professor of the principles and practice of medicine at 
the University of Durham, has had a wide experience in the 
investigation of industrial disease, for Sir Thomas Oliver has 
been employed by the Home Office as an expert on special 
committees and inquiries into dangerous trades, on potteries 
and lucifer matches, and he was also a member of 
H.M. White Lead Oommission. 

In a book of this size a full exposition of a very large 
subject cannot, of course, be given, but the many-headed 
theme is dealt with in a thoroughly scientific, if brief, manner. 
The air of town and country, the relation of indoor and 
outdoor work, wages, efficiency and fatigue, the health and 
comfort of the workers, and generally the influence of harmful 
trades on man and his surroundings, are clearly discussed, 
and a bibliography at the end of each chapter indicates 
to the reader where he will be able to find fuller informa¬ 
tion. A question of very vital interest in the times that are 
before us is the choice of a career for boys and girls, and 
in one chapter we have the pros and cons of the various 
forms of employment for the two sexes in regard to health 

1 The Lahcet, Oct. 2nd, 1915, p. 766, and April 8th, 1916, p. 785! 


briefly weighed. A short introduction passes in review the 
origin and rise of commerce and manufacture and the 
interposition of the State in regard to the persons employed 
in manufacture and industry. 

We welcome this book as a valuable introduction to the 
study of subjects which must grow in importance as trade and 
commerce increase, for the health of the worker and the 
increase of population are among the things upon which the 
stability Of the Empire is based. 


The Rat: Reference Tables and Data for the Albino 
Rat and the Norway Rat. 

Compiled and edited by Henry H. Donaldson. Memoirs 

of the Wistar Institute of Anatomy and Biology, No. 6. 
Philadelphia. 1915. Pp. 278. 

The rat has many claims upon the attention of the 
medical man, sinoe at several points its life-history is inter¬ 
woven with the problems of human welfare and human 
disease. To the rat probably belongs the distinction of 
being the greatest mammalian scourge with which man 
has been called upon to deal; its presence is a constant 
economic problem, potent to waste merchandise and to 
disseminate disease. Science has had its revenge upon the 
rat, for not only has it evolved wholesale methods for its 
destruction, but it has made it one of the most useful labora¬ 
tory animals. The rat may be regarded almost as a standard 
experimental animal in many methods of medical research. 
It is from this point of view that Professor Donaldson and 
his associates at the Wistar Institute have for many years 
made an exhaustive study of the rat. The work is divided 
into three parts: the first gives a short but excellent 
account of the zoological position and the historical 
migrations of the Norway rat; the second deals exhaus¬ 
tively with the domesticated white rat; and the third 
with its wild pigmented relatives. The statistical tables 
will be of the greatest value to the laboratory worker. 
Among the findings that are of the most general biological 
interest are the marked differences determined between the 
relative weights of the various viscera in domesticated white 
rats and their wild relations. The brain and spinal cord, the 
suprarenal, and the genital glands of the wild rat are 
relatively heavier than are those of the laboratory animal; 
the reverse is found in the case of the hypophysis 
cerebri, while the thyroid shows no variation. A striking 
section of the book deals with the activity of the animal, 
for, working with recording wheeled cages, Slonaker has 
determined that one rat ran a distance of 5447 miles in its 
active life-span of 33 months ; it is also interesting to note 
that living in revolving cages, which permit of exercise, 
shortens the life of the animal. The full bibliography 
includes some 900 works dealing with aspects of the life- 
history of the rat. 


Jtefo lidrtniwns. 

APPARATUS FOR CHLOROFORM ANESTHESIA IN 
MILITARY PRACTICE. 

The chloroform apparatus that I now recommend 
especially for military use is a modification of that shown 
by Professor Reynier in the Physiological Laboratory, 
University of London, at the meeting of the Section of 
Anaesthetics of the International Congress of Medicine, 
1913. The apparatus is designed in conformity with the 
principles laid down by Snow and by Paul Bert, that for its 
safe administration chloroform vapour must be delivered at 
regular and easily controlled percentage. The French instru¬ 
ment is graduated on the system of Paul Bert and delivers 
nominally 0 4 to 1'2 grammes of liquid chloroform per 
100 litres of air—corresponding with approximately 0 8 to 
2 4 per cent, of chloroform vapour in air. The different 
strengths of mixture are obtained by varying the relation 
between two orifices, one large and invariable through which 
air is inspired, the other small and variable through which 
strong chloroform vapour is drawn into the main air stream. 
The variation of percentage is effected by varying the 
size of this second inlet by means of a revolving 
tap. which acts like the throttle of an ordinary petrol 
engine. The percentage is varied by opening and 
shutting the throttle; anaesthesia is, in fact, maintained 
of required degree, much as a petrol car is kept 
going at required speed by opening and shutting the 
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throttle. The apparatus acts like a carburetter, affording 
to respiration a more or less rich mixture of chloroform 
vapour plus air. The model shown by Professor Reynier has 
presented, in my experience and in that of Dr. J. Blom field, 
certain advantages and disadvantages. The principal 
advantages are that the apparatus is portable and that both 
inspiration and expiration draw chloroform vapour from the 
chloroform chamber, so that there is no re-breathing. The 
principal disadvantage of the French model consists in the 
wholly illusory character of the graduation. Used precisely 
as described by Professor Reynier, the percentage of chloro¬ 
form delivered has always been considerably below that 
indicated by the graduation of the instrument. And in 
correspondence with this fact it is insufficient to anaes¬ 
thetise in cases requiring more than average strength of 
chloroform vapour, as happens habitually in military prac¬ 
tice. I do not think it safe to attempt to increase the 
delivery of chloroform vapour by the application of hot cloths 
round the apparatus, as recommended by Professor Reynier ; 
the percentage is then considerably above that indicated 
on the scale. 

I found it necessary to modify the dimensions of the 
apparatus so as to obtain at ordinary room temperature I 
(65°-70° F.) from 1 to 3 and 3 5 per cent, of vapour as 
measured by the densimeter, and I employed, as an evapora¬ 
tion fabric, lamp-wick, of which I had had satisfactory 
experience in an apparatus I devised some years ago and 
described under the name of the wick-vaporiser. 1 I spent 
a considerable amount of time upon the graduation of the 
modified apparatus at different temperatures and came 
finally to the conclusion that in consequence of what I may 
term its self-regulating character no great fluctuation of 
percentage occurs with fluctuation of temperature in the 
practical use of the apparatus. Self-regulation occurs in 
this wise. Where the apparatus is applied to the patient’s 
face the temperature of the apparatus is raised by the 
expired air and cooled by chloroform evaporation. At 2 per 
cent, of chloroform vapour the warming by expired air and 
the cooling by chloroform evaporation balance each other, 
and the apparatus remains at constant temperature. If respi¬ 
ration becomes less vigorous, less warming by expiration and 
less cooling by evaporation takes place, and vice versa with 
more vigorous respiration greater warming by expired air is 
counterbalanced by greater evaporation of chloroform, so that 
under all conditions there is a tendency towards a prompt 
return to the average value of chloroform evaporation that 
balances warming by expiration. And by a fortunate accident 
the latent heat of vaporisation of chloroform and the specific 
heat of air are such that this point of equilibrium happens to 
be at the value of 2 per cent. At this percentage the self¬ 
regulation is complete; at higher and lower percentages it is 
no doubt less complete, but nevertheless practically efficient; 
with the index at, e.g., 3 per cent, the tendency is towards 
lowering of temperature and lowering of percentage; with 
index at, e.g., 1 per cent, the tendency is towards increased 
temperature by expired air and rise of percentage—i.e., in 
both cases towards the equilibrium point. I regard this self¬ 
regulating property of the apparatus as being of considerable 
advantage in the maintenance of uniform anaesthesia. I 
attach less importance to the observation of the nominal per¬ 
centage during administration than to the state of the patient, 
according to which the throttle is opened or closed. It is, of 
course, valuable to realise the numerical value of such 
variations, but it should also be realised that any defective 
adaptation of the face-piece entails a reduction of the real 
below the indicated percentage. I have on previous occa¬ 
sions, and especially at a time when it was most necessary 
to insist upon the danger of overdose, given as the 
normal range 1 to 2 per cent. 2 I now think it to be 
necessary in exceptional cases, and as a rule in the class of 
cases with which we have to deal in military practice, to 
regard 3 per cent, as the upper limit. 

The following is a description of the modified apparatus : 
The hand (of the patient in this figure) is upon the throttle 
valve, of which the port, P, is increased or diminished by 
turning the milled head M. A partition, s, separates the 
chloroform chamber CHC1 3 from the rest of the apparatus. 
The patient inspires air through the principal air tube a, 
plus more or less chloroform vapour through the lateral 


1 A new apparatus for the delivery of chloroform and air of suitable 
and easily governed strength, Transactions of the Royal Medical and 
Chirurgical Society, vol. lxxxviii., 1906. d. 15. 

2 On the Dosage of Chloroform. Brit. Med. Jour., April 23rd, 1898. 


tube b, which leads the chloroform chamber to the air tube 
according as the throttle is opened or closed at the port p. 
The chloroform chamber is lined with lamp-wick and is 
charged by pouring in about one fluid ounce of chloroform, 
the lid of the apparatus being removed for this purpose. A 
charge lasts about half an hour. The apparatus may be 



applied to the patient by an orderly or nurse. It can be 
held on the face and manipulated by the patient himself 
for the induction of light ancesthesia. 

The apparatus has been in use at the Royal Herbert 
Hospital, Woolwich, during the past year in over 2000 cases. 

Professor Reynier’s original model of the apparatus and 
my modification of it offer in the hands of certain adminis¬ 
trators a disadvantage that Captain C. T. W Hirsch, R. A. M. C. T 
has endeavoured to overcome. The good adaptation of the 
indiarubber margin of the face-piece is sometimes difficult to 
secure in all positions of the head. Captain Hirsch has 
separated the two parts of the apparatus — i.e., the chloroform 
chamber and the actual mask. 3 The junction between these 
two parts is effected by a broad gauge tube at an angle of 
about 120° that can be rotated so that the chloroform 
chamber itself is always brought into the vertical position. 
By this device the risk of spilling the chloroform is avoided 
and different face-pieces can be adapted to different shaped 
faces. A. D. Waller, M.D., F.R.S. 

Physiological Laboratory, University of London, South Kensington. 

A NEW INSTRUMENT FOR INTRAVENOUS 
INJECTIONS. 

The illustration shows a combined needleholder with two- 
way tap which I have devised for intravenous injections, 
and which I have found most useful in the treatment of 
syphilis. The instrument can be manipulated with one 
hand and the operator has control over the flow of the 
fluid in both containers. The saline solution or the anti¬ 
syphilitic fluid can be instantly turned on or off at will. 
The tap is closed when the wings are at right angles as 
in the illustration ; a turn to the left opens the left tube. 



and a turn to the right opens the right tube. The wings 
also serve to give the operator a firm grip on the instrument 
when inserting the needle. It will be seen that this simple 
contrivance does away with the taps or clips which are 
usually fixed to the tubing and which require the services 
of an assistant. The nozzle of the needleholder has a 
slight crank bend which brings the needle into the plane 
of the under surface and in line with the vein. 

The Holborn Surgical Instrument Company, Limited, are 
the makers of the instrument. 

Harold Spence, M.D., C.M. 

3 Thk Lancet, April 1st, 1916. 
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The Supply of Medical Officers to 
the Services. 

We published last week a letter signed by Sir 
Clifford Allbutt and Sir William Osler laying 
stress on the probable need for further medical 
officers in the navy and army, and pointing out 
that a wide adoption of the system of voluntary 
enrolment would lead to a fair adjustment of 
military service among members of the medical 
profession. As we have said in these columns 
on many occasions, under a system of voluntary 
enrolment the medical profession recruits or con¬ 
scripts its own members, judges their suitability 
for commissions, and makes arrangements by 
which the persons selected for commissions are 
those who can best be spared by the civil 
community. Only medical 'men can fully appre¬ 
ciate the difficulties that lie about the path 
of one practitioner more than of another; only 
they can sum up the arguments for and against a 
particular medical man receiving a commission in 
the navy or the army; and only instructed medical 
opinion can fairly decide, as between individuals, 
who is the particular man whose absence from home 
will least disturb the medical service of any given 
locality. For these reasons we sincerely hope that 
during the short time which it can be expected to 
remain on trial the system of voluntary enrolment 
will prove successful. 

At a meeting of the Central Medical War Com¬ 
mittee last week the position of the medical pro¬ 
fession under the new arrangements for compulsory 
military service was closely considered. All citizens, 
including medical men, between the ages of 18 
and 41 are now required to serve, and this fact 
should strengthen the position of the Central 
Medical War Committee, seeing that if medical 
men under 41 do not ask for medical commissions 
they can be requisitioned as privates. The effect 
of this may be valuable. A pledge was given, 
it wiU be remembered, by the Central Medical 
War Committee that medical men who enrol 
would not be called up until 75 per cent, of the 
possible constituency had enrolled. But before 
the number of the enrolled had reached 75 per 
cent, of those presumably available—the exact 
figure is obviously most difficult to ascertain—the 
War Office asked for more medical officers, and there 
must be difficulty about the keeping of the pledge 
unless the covenant is met by the voluntary enrol¬ 
ment of medical men of military age, that is of 
under 41 years, who might otherwise be wasted as 
privates. These men may possibly make up among 
them, with the large number already enrolled, 
75 per cent, of aU the medical men up to 45 years 
of age. So far the Bill should assist the Central 
Medical War Committee, but there is another side 


to its influence. The Local Tribunals can absolve 
a medical man from military service, and we view 
this situation with some apprehension. Medical 
men of military age not desiring to serve would 
certainly meet at the hands of the Tribunals with 
every consideration, if a claim for exemption were 
brought forward based upon a desire to discharge 
medical duties in the district and upon an apprehen¬ 
sion lest the local civil community were being 
deprived of necessary medical service. But the 
Tribunals will not be in a position to come to well- 
informed decisions. We feel that if the necessary 
number of men for the military forces is to be 
obtained with the least hardship to the civil popula¬ 
tion, medical men Bhould be enrolled under the 
authority of a statutory committee rather than be 
compelled to go before the Local Tribunals. We 
hope that it is not yet too late for the Govern¬ 
ment to take this view, but we are quite aware 
that it has not been received favourably. 

Of course, the Government may not be willing 
to recognise the Central Medical War Committee 
as so adroit a body as to be able to act both as a 
recruiting agent and as a local tribunal. Yet this 
is the method by which the right officers for both 
the navy and army could be obtained, and the 
Central Medical War Committee would be quite 
justified in taking the responsibility of the position, 
reinforced as it is by a strong reference committee 
appointed by the Royal College of Physicians of 
London and the Royal College of Surgeons of 
England. This reference committee, though added 
to the body especially to consider the position 
of the medical staffs of the metropolitan hospitals, 
was definitely appointed to assist generally with 
authority and advice in all the work of the com¬ 
mittee, and in this way the Central Medical 
War Committee derives authority and prestige 
from the ancient corporations, and a position from 
which to seek recognition as a statutory committee. 
We must all recognise the absolute waste implied 
in using qualified medical men as privates in the 
trenches. As a matter of fact, we cannot believe 
in the qualified doctor who prefers to be a private, 
and as far as the medical profession is concerned 
the Military Service Bill may be considered to be 
a sort of conscription of officers rather than of 
privates, for every medical man under 41, being 
conscripted, will ask for a commission in the Royal 
Army Medical Corps. When this position is reached 
the Central Medical War Committee might well 
have very valuable work before it, for it is the only 
body which can select the medical officers of the 
navy and army fairly and without any local bias. 
Its work depends on that of local committees 
so that it can deal justly between individual 
medical men and between the medical profes¬ 
sion and the public. If the Government gives the 
statutory position to the Committee, its personnel 
could be strengthened in any way that was desired 
by nominees knowing their business. We quite 
appreciate the reluctance that there will be to 
set up a special sort of tribunal for one class 
of the community, but it must be remembered 
that medical men are distinguished from other 
sections of the public in this respect, they are 
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ready made for the army. They are wanted as 
medical men, and as medical men they are in 
the best position to know which of their body 
should be taken, and which should be left. 


The Medical Examination of 
Recruits. 

The provision in the new Military Service Bill 
for the medical re-examination of rejected men has 
again called attention to the circumstances under 
which recruits are examined to ascertain whether 
they are medically fit to be trained for military 
service. From the beginning of the war there has 
been a constant call for more men to join the 
army, and at times the pressure on the doctors who 
were charged with the duties of examining them 
was extremely severe. Experience has shown that 
during the great rushes to the colours the medical 
examinations were in many cases hasty; this was 
inevitable, but too many men were passed who sub¬ 
sequently proved totally unfit for the purposes 
required. Many of these broke down soon after 
enlistment, were sent to military hospitals, and 
were then discharged to depdts for duty, only to 
drift back to the hospitals again. They thus became 
a source of considerable expense to the country, and 
attempts to make soldiers of them utterly failed. 
A large number of these men had such physical dis¬ 
abilities that they ought never to have been 
admitted. Some, it is to be feared, exagge¬ 
rated or feigned their symptoms, so that they 
might enjoy a quiet time in the hospitals, whilst 
others were genuinely anxious to continue in the 
service, and were perfectly willing to undergo 
operations for varicose veins, hammer-toe, and so 
on, in order that they might play their part as 
patriotic citizens. In dealing with men sent into 
the military hospitals, especially those who have 
had under six months’ service, it is often particularly 
difficult to distinguish between those who are 
actually suffering from a disability which would 
render them unfit for further military service 
and those who are malingering; the former, 
of course, should be discharged on medical 
certificate, whilst the latter should be sent back 
to duty. The differential diagnosis, however, 
often puzzles the most experienced physicians and 
surgeons. Whilst during these times of pressure 
unfit men may have been accepted, a certain 
number of perfectly fit men were probably rejected, 
and thus the numbers admitted may have been in 
a certain sense adjusted, but the economic differ¬ 
ence has been immense. Further, some men may 
have been rejected on account of conditions then 
existent which have since been cured, just as other 
1 men, perfectly sound on enlistment, have developed 
disease which would necessitate their discharge. 
On these grounds (with a proviso presently to be 
mentioned) we think that the decision for re¬ 
examination is justified. 

For a medical test to be satisfactory it must be 
thorough, and it is obviously false economy to 
appoint too few medical men for the purpose, or to 
press them with too many recruits in a single day, 


for as we all know, men hastily examined have 
given rise to great expense, which, with better 
organisation, might have been avoided. Candi¬ 
dates for admission to Woolwich and Sandhurst 
have to pass through a rigid medical exa¬ 
mination, and in order to secure men healthy 
and strong in every way, a similar plan should be 
adopted for those intended for the rank and file. 
Needless to say, after the eyesight has been found 
to be up to the standard, each man should be 
stripped so that the chest can be satisfactorily 
examined, and such disabilities as hernia, varicose 
veins, and flat feet may not escape notice. Some 
deviations from the healthy standard may be difficult 
to assess, such as certain physical signs in the 
chest which may not necessarily be of serious 
import, or a varicocele which is not sufficient to 
interfere with military training; to deal with such 
instances there should be an appeal board composed 
of experienced physicians, surgeons, or specialists, 
who would give a final opinion. The absence of 
some such advising and correlating authorities, 
coupled with avoidable muddling, has led to a 
margin of error in the passing of recruits, 
which has been considerable. The unsatisfactory 
character of some of the examinations has 
been duly recognised, and since Jan. 20th 
of this year an improved system has been 
instituted by the War Office. Recruiting boards 
were then set up under the control of men 
specially chosen and approved, and as far as our 
information goes distinct improvement has taken 
place. For this reason we consider that the proposed 
re-examination should only apply to those men 
who had been examined previously to Jan. 20th 
of this year, this being the proviso referred to 
above. We would also urge that the medical men 
who are deputed to carry out such re-examinations 
should be those who have had especial experience 
as physicians and surgeons, for many of the cases 
to be reported upon must present problems not 
altogether easy to solve, and consultations between 
the examiners would naturally be of considerable 
advantage. 

So far we have had in mind only the examina¬ 
tion of recruits for general service. Men who are 
found unfit for duty overseas may be considered fit 
for field service at home or garrison duty at 
home or abroad, or in a purely sedentary occu¬ 
pation or in a labour section. The standard 
required for general service would not be required 
for home service or for office work, espe¬ 
cially in regard to vision, but nevertheless it 
would be false economy to admit men with a 
disability which would be likely, under stress of 
work, to place them on the sick-list. We would 
strongly urge the imprudence of lowering the line 
here too far. There are many men invalided from 
the front who are perfectly capable of undertaking 
duty in home service, while it will probably be found 
that many individuals who are unfit for general 
service, or for field service at home, will be of 
more value to the community if retained undisturbed 
in civil life. It is the disturbance of routine that 
so often proves fatally trying to the subject of 
impaired physique. 
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THE LONDON WATER-SUPPLY: A YEAR'S WORK 
SUMMARISED. 

Attached to the report reeently issued on the 
condition of the Metropolitan water-supply during 
the month of December, 1915, is an appendix 
by Dr. A. C. Houston, the director of water 
examinations, summarising the results of the 
chemical and bacteriological examinations of the 
London waters for the 12 months ended Dec. 31st, 
1915. The importance of storage is again con¬ 
firmed, while there is recorded the striking fact, 
shown in past reports, that London is not drinking 
merely filtered raw river water, but raw river water 
which by storage processes has been purified bac- 
teriologically antecedent to filtration, and this to a 
remarkable extent. But, as Dr. Houston points 
out, implicit belief in the value of storage does not 
imply that the quality of water taken into store is 
a matter of no importance, otherwise the idea 
might well be entertained that the purification 
of sewage in a given watershed was of no con¬ 
sequence. The aim of a water authority must 
still be to choose water for storage purposes in 
as pure a condition as is practicable, and the 
protection from risk of water-borne epidemic 
disease conferred by storage must never be regarded 
as more than relative and supplementary. About 
80 per cent, of the London water-supply is derived 
from rivers either directly or indirectly polluted 
with sewage, but Dr. Houston says that within 
recent years a marked improvement has taken 
place in the methods of purifying sewage so as to 
render the resulting effluents non-putrescible and 
chemically unobjectionable. Apart from sterilisa¬ 
tion, however, no practical process has yet been 
found which turns out a “ safe ” effluent, bacterio - 
logically , and the great majority even of 
chemically-satisfactory effluents are, Dr. Houston 
says, swarming with excremental bacteria. It is 
possible that improved methods of purification will, 
from a chemical standpoint, keep pace with in¬ 
creasing pollutions of the Thames and Lee, but 
the outlook bacteriologically is, according to Dr. 
Houston, less hopeful. The raw waters of the 
Thames and Lee contain B. coli in undesirable 
numbers, but fsecal streptococci are seldom dis¬ 
coverable in one cubic centimetre of the water; 
and if pathogenic microbes are present at all 
their numbers must be so small that it is 
hardly conceivable that any of them could 
survive passage through the storage reservoirs 
and reach the filter-beds, which in their turn 
remove about 98 per cent, of bacteria of all sorts. 
Storage, moreover, gives trouble in one odd direction 
—alg£B develop occasionally, and the occurrence leads 
to difficulties of filtration and to unpleasant taste 
and smell in the water. Apparently no preventive 
measures can with any confidence be suggested to 
meet this nuisance, but as the conditions favouring 
the growth of the algm are better understood means 
may be found of preventing or retarding their 
development. In February, 1915, the West Middle¬ 
sex water developed the fishy odour which had been 
prominent in this supply in the year 1912-13, 
and there was much alarm occasioned amongst 
the consumers supplied from this source. The 
cause was traced to the growth of Tabellaria 


in the West Middlesex reservoirs. The algal taste 
was successfully overcome by the addition of 
potassium permanganate in the proportion of 5 lb. 
per million gallons of water. It is curious that 
chlorine preparations, as for example, bleaching 
powder, were either useless for the purpose or 
were not equal to the efficient action of the 
permanganate. The incident was reported in our 
columns, and affords good reason for believing that 
with increasing knowledge the water authorities 
will be able to deal successfully with what at 
present is a serious if infrequent source of annoy¬ 
ance to the public. Accidents will happen in 
spite of all the refinements of precaution in 
regard to storage and filtration, and when they 
do they generally destroy all the good work of 
purification that has been done. Constant vigilance 
is needed in connexion with questions of drainage, 
health of workmen, suction of impure water into 
water mains, repairs of mains, and so forth, in 
order that the water purified with such care 
may be guarded against any possible source of 
subsequent infection. But the sum of Dr. Houston’s 
findings appears to be that the evil potentialities 
of an impure source can be largely, if not 
entirely, annulled by adequate storage and fil¬ 
tration. An initially pure source is vastly prefer¬ 
able, but sometimes impossible to obtain. There 
are risks of a breakdown in the London system, 
but so far the policy of storage and filtration 
has preserved a pure supply of water for metro¬ 
politan needs from river sources. And it has saved 
London from the immense undertaking and expense 
which would be incurred by seeking elsewhere for 
purer sources of supply, as, for instance, from an 
adequate watershed situated as far off as Wales. 


CRIMEAN MEMORIES. 

“It is curious at the present time to dip into 
old volumes of The Lancet and to compare 
the state of military hygiene as it affected 
surgeons in the Crimean campaign with that of 
the great war now raging.” Thus writes a corre¬ 
spondent. The miserable state of our ambulance 
and hospital system in 1854-56 has long been pro¬ 
verbial. “ Our surgeons are treading on infernal 
machines before Sebastopol,” says a review of a 
work on the Ambulance System in The Lancet of 
July 7th, 1855, “ contending against cholera and 
the poisonous exhalations of Perokop, fifty-four 
surgeons and our so-called sanitary officers in the 
Crimea being dead.” Obituary notices of deaths of 
army surgeons occur in every number of the medical 
journals of the Crimean epoch. They seem all to 
bear witness to mismanagement on the part of the 
authorities and to heroism on the part of the dead. 
Between the middle of September, 1854, when 
the Allied troops landed in the Crimea, to 
July, 1856, when they evacuated it, the list 
is formidable enough. A Mr. Read, staff-surgeon 
in charge of the medical stores at Scutari, 
dies from cholera on Nov. 28th, 1854. William A. 
Anderson, surgeon 41st Regiment, dies from typhus 
on board ship in the harbour of Balaclava (Jan. 3rd, 
1855). On Jan. 20th Alexander Struthers, M.D., a 
young man of great promise in his profession, and 
brother of the famous lecturer on anatomy, dies 
from fever at Scutari. He had been overworked 
while attached to the barrack hospital. It was over¬ 
crowded with fever patients, and he contracted the 
infection on Christmas Day, recovered, and relapsed. 
Dr. Wason, one of those who attended him, died on 
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Feb. 7th, and they lie buried on a height over¬ 
looking the Sea of Marmora. John Newton, second- 
class staff-surgeon, dies also at Scutari on Jan. 26th, 
as does Frederick A. Macartney on Feb. 12th. On 
Feb. 8th we read of the death from fever at 
Balaclava of Francis Smith, surgeon to the 95th. 
At the end of the month the sanitary state of 
the army at Sebastopol is described as improving, 
but typhus and typhoid are still raging at 
Scutari and Balaclava. A vast mass of putrefying 
matters are still said to be lying about the camp 
at Sebastopol. The climate is described as most 
capricious, alternating between heat and cold, with 
piercing north winds at night which were very 
trying to the soldiers. At the same period we read 
of mismanagement in the matter of transport of 
the wounded. Ambulances are tried which are 
swung on vulcanised indiarubber springs, but prove 
to possess an uncomfortable jogging motion. There 
is, at a later period, an account of the trial of a 
knapsack invented by Berington, which is found 
not to drag on the armpits as does the army 
knapsack of the time. It had not yet been 
adopted in the army, and The Lancet remarks: 
“We should have thought that by this time 
the shortcomings of all the arrangements in force 
with respect to the equipments of our troops and 
their influence for good or evil on the health of 
the army ought to have been perceived, and the 
remedies applied where found to be necessary.” 
On Feb. 16th, 1855, John Grabham, assistant 
surgeon, 71st Regiment of Foot, dies, aged 24, at 
Scutari, from malignant fever contracted in the 
zealous discharge of his duties at the General 
Hospital. Dr. Lamont dies from fever before Sebas¬ 
topol, aged 22, in January. In March, Edward 
Leblanc, surgeon of the 9th Regiment, is shot dead 
accidentally by a French sentry. On April 4th 
Ludlow Harvey, aged 29, dies at the British Hos¬ 
pital, Scutari. He was acting assistant staff-surgeon 
at the time of his death, and had been most 
honourably mentioned for efficiency in charge 
of the sick and wounded on board the steamer 
Trent. He was surgeon to the Royal Free 
Hospital and a medical journalist. On April 21st 
Dr. Hector Gavin is accidentally shot by his 
brother when in their tent before Balaclava 
and dies after great agony. He is described as a 
man of indomitable perseverance and energy. Other 
names of surgeons who died in the performance of 
their duty in the Crimea or at Scutari are Robert 
Thomas Simons (April 28th), Alexander Wishert 
(May 25th), Dr. Walter Simpson (June 3rd), 
Dr. Ninian Hill (June 22nd), Roy Samuel Millard 
(June 9th), Lawrence Ormerod (June 20th), 
A. Sibbald (June 26th), John Horsley White 
(July 3rd), John Longmore (August 22nd), Edward 
John Complin (Oct. 29th). Fever is in almost all 
cases the cause of death; none fell, as now, before 
the bullets of the enemy. In October, just before 
the last-recorded death of a surgeon in 1855, 
The Lancet heads a vigorous leading article 
“Mr. Bracebridge’s Abuse of Crimean Doctors.” 
He had been to the front and lectured in Coventry 
on his return to England on what he deemed the 
inhumanity and backwardness of the English army 
surgeons. He compared them unfavourably with 
the French surgeons, who were then held, with the 
Austrians, to be in the van of military surgery. 
The Lancet writes of Mr. Bracebridge in a way 
that would to-day be highly dangerous, though 
every syllable and insinuation were true. Clearly 
the exposure was merited, for it is not possible 


to And any recorded cases of callousness on the 
part of army surgeons at that time save one. The 
accused in this case was court-martialled for 
neglect of the wounded and was condemned to a 
term of imprisonment. Before the close of 1855 we 
read that he had died in confinement and that he 
was insane. _ 

THE SECRETION AND EXCRETION OF SAL- 
VARSAN AND NEOSALVARSAN. 

In an interesting paper read before the Society of 
Public Analysts at a meeting held on May 3rd 
Mr. John Webster, F.I.C., presented the results of 
some analyses showing the relative amounts of 
arsenic found in the various organs after injections 
of salvarsan and neosalvarsan. Special attention 
was drawn to the relatively very high proportion 
of arsenic present in the kidneys. In one case a post¬ 
mortem examination had shown that nephritis was 
present. Various analyses of urine were made 
showing the variability of the rate of excretion. 
Analyses of human milk from two cases of salvarsan 
treatment were referred to and the results indicated 
that after a dose or repeated doses of salvarsan the 
milk of a lactating woman is entirely, or almost 
entirely, free from arsenic. A minute trace of 
arsenic was found in one specimen only. Mr. 
Webster expresses the opinion that any beneficial 
results to the syphilitic child fed on such milk 
cannot be due to the presence of salvarsan or 
other compound of arsenic present in the milk of 
the mother. , _ 


THE INFLUENCE OF MATERNAL NUTRITION ON 
LACTATION. 

With the price of food rising and the difficulties 
of transport increasing, it is of importance to con¬ 
sider what effect, if any, the nutrition of the mother 
will have on young infants. Although there 
appears to be very little probability of any actual 
shortage of the necessities of life to the civil 
population of this country, yet the state of refugees 
retreating before invaders and the occurrence of 
sieges elsewhere may give rise to conditions which 
impair the nutrition of the mother to a marked and 
serious degree. The far-reaching effect of malnutri¬ 
tion on the mother is obviously a subject of con¬ 
siderable importance, but little has been published 
concerning it. In this connexion a paper read by 
Mr. G. F. Darwall Smith at a meeting of the 
Royal Society of Medicine some years ago is very 
pertinent. The paper was the result of an investi¬ 
gation made for the Local Government Board and 
the full results have not yet been published so far 
as we are aware. For the purpose of the investigation 
over 6000 consecutive cases were taken from the 
notes of lying-in hospitals in London and Dublin. 
The nutrition of the mother was estimated by taking 
her height and weight ratio, the report of the 
medical officer made especially for the purpose, and 
the patient’s own history as to any difficulty that 
she may have had in obtaining adequate nourish¬ 
ment. Based on these three criteria, the 6000 cases 
were divided into three groups of bad, average, and 
good nutrition. All sources of error, as far as possible, 
having been excluded, the results and statistical 
tables were presented with great care. Regarding 
the mother’s capability for suckling, it appears 
that a poor state of nutrition causes a definite 
diminution in the patient’s ability to suckle. For 
example, of a thousand unclassified patients over 
99 per cent, were able to feed their babies entirely 
on the breast, but taking patients in a bad state of 
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nutrition only it was found that under 73 per cent, 
were able to suckle successfully. Contrary to what 
might be expected, the state of nutrition of the 
mother at the time of labour did not have much 
effect on the progress of breast-fed babies who 
survived the ten days that they were under observa¬ 
tion. It must be remembered, however, that during 
the puerperium all patients were inmates of a hos¬ 
pital, and so were presumably receiving an ample 
diet. Mr. Darwall Smith’s conclusions were that 
the figures obtained seemed to suggest that a state 
of bad nutrition of the mother at the time of labour 
due to insufficient food (a) greatly increases the 
percentage of premature and also of dead-bom 
babies ; (b) slightly decreases the weight of the full- 
term child at birth; (c) decreases the ability of the 
mother to feed the child; and ( d) greatly increases 
the post-natal infantile mortality during the first 
week of life. 


A NEW GREEK MEDICAL PAPYRUS. 

The eleventh volume of the “ Oxyrhynchus 
Papyri,” which are stored at Oxford, has recently 
been edited by Dr. B. P. Grenfell and Dr. A. S. Hunt, 
and published by the Egypt Exploration Fund. It 
contains one medical manuscript, a Greek recipe 
for a purge. The ingredients do not present any 
novelty to scholars acquainted with those commonly 
to be found in the so-called hiera (mixtures) of 
Grmco-Roman times. The text runs as follows: 
“Ingredients of a purging draught : Cummin 
4 drachmae, fennel 2 dr., parsly 4 dr., costus 4 dr., 
mastich 4 dr., coriander 7 ch:., 21 laurel berries, 
nut dr., ham (?) dr., pennyroyal dr., silphium (?), 
salt, vinegar.” The number of drachmae for a few 
of the constituents has become obliterated. The 
word W/wa, rendered “ham,” has probably some 
other meaning indicating a herb, but a com¬ 
parison with the lists of ingredients in similar 
Greek recipes has so far failed to suggest which 
plant it refers to. The word rendered here 
silphium is <fn)teov, which was a title at this period 
for silphium from Cyrene. Classic medical authors 
sometimes used tfitiWov to indicate betel-nut. 
Silphium (asafcetida) is almost certainly the correct 
interpretation. This papyrus also contains two notes 
upon the healing art as follows : “ For strangury, to 
heal the sufferer, take the dry seed of basil-thyme, 
crumble it with wine of Ascalon, then drink it hot.” 
The Ascalon wine was celebrated above all the 
vintages of Syria. The second says : “ For treating 
wounds, take the fruit of a cypress and boil it and 
apply.” The remainder of this fragmentary manu¬ 
script is occupied with some partly legible portions 
of what appears to be an apocryphal gospel con¬ 
cerning healing of the sick, not only human 
sufferers, but angelic ones, the latter being affected 
with ocular disease. These sentences are quite 
obscure. 


Children’s Country Holiday Fund. —Mr. A. F. 
Buxton, Chairman of the London County Council, sends us 
a letter pleading for money and voluntary workers on behalf 
of the Children’s Country Holiday Fund, and asking the 
public to spare a thought for the thousands of elementary 
Bchool children whose only escape from London and their 
own stuffy crowded quarters is the fortnight in the country 
organised by the Fund. At no previous time in the history 
of the nation has it been so necessary that the health of 
children should be preserved in every possible way, and the 
Children’s Country Holiday is a very nelpful factor in this 
direction. It is hoped that about 16,000 of the most suitable 
little cases may be sent this year to gather fresh stores of 
health in the country, and donations and offers of help 
should be sent to the Secretary of the Fund, or to Mr. 
Buxton, at 18, Buckingham-street, Strand, W.C. 


THB DUBLIN RISING. 

(From our own Correspondent.) 

Your readers are by now familiar with the principal 
events of the Dublin rebellion of Easter week which have 
been graphically and, on the whole, accurately recorded in 
Mr. John E. Healy’s letters to the Times. I am therefore 
concerned merely with the medical aspects of the rising. 

A considerable number of casualties occurred on Easter 
Monday in the first few hours of the rising, as the rebels did 
not hesitate to shoot anyone—soldier or civilian—who 
hampered them in their activities. The civil popula¬ 
tion, however, soon learned that the rebels were 
in earnest, and as long as no active interference was offered 
the rebels do not seem to have molested civilians to any 
great extent. Moreover, it was not until Wednesday that 
the military began any serious attack on the rebel strong¬ 
holds. It was, therefore, in the latter half of the week, 
from Wednesday afternoon, when the military began their 
work seriously, to Saturday afternoon, when the principal 
rebels surrendered, that the number of casualties was greatest. 

Estimate of' Casualties. 

Of the total number of casualties any estimate is only 
loosely approximate. The Irish Times of May 6th gave a 
list, compiled from the records of the city hospitals and from 
other trustworthy sources, of 160 civilians who had been 
killed. There must have been many more whose deaths 
have not been reported, and 200 in all is a conservative 
estimate. The number of soldiers killed is probably some¬ 
what less. 1 Of the rebels no figure can be given. In only a 
few cases were dead bodies in rebel uniform brought to the 
city hospitals, though, as many of the rebels wore no 
uniform and carried no equipment other than a bandolier 
and a rifle, it is possible that some of those returned as 
civilians were in truth rebels shot while carrying arms. Of 
wounds, Jervis-street Hospital, which is in the centre of 
Dublin, close to the General Post Office, treated some 400 
cases. Mercer’s Hospital, which is close to the Royal College 
of Surgeons, treated 130 cases of shot wounds. The City of 
Dublin Hospital and Sir Patrick Dun’s Hospital, which are 
near the Northumberland-road and Mount-street Bridge area, 
also treated large numbers, and all the city hospitals, as well as 
the Dublin Castle Red Cross Hospital and the King George V. 
Military Hospital received their share. The total may have 
been anything between 1000 and 2000. The great majority 
were, of course, civilians, including a large number of women 
and children. This is, perhaps, inevitable in street fighting, 
especially when the locality is strange to both troops and 
officers. The presence of a few rebels, or even of one 
sniper in a particular house or court, endangered the lives of 
several score innocent persons, and in many cases those 
innocent suffered for the guilty. Civilians were also shot by 
the rebels, chiefly in the first hours of the outbreak. 

As the arms varied greatly, so also did the character of 
the wounds. The wounds produced by military rifles were 
such as the war has accustomed surgeons to, but the number 
of head wounds was notably large. Most of these were 
received by civilians who incautiously looked through their 
windows while the military were being fired at by rebel 
snipers in their neighbourhood. The firearms possessed by 
the rebels seem to have varied within the widest limits. 
Many of them apparently had serviceable rifles, such as 
Mausers and Winchesters, but all sorts of arms were used. 
Many round bullets have been picked up, and it is probable 
that they were fired from shot-guns, the bullets being 
substituted for shot in the cartridges. It is said that the 
rebels were possessed of a few machine-guns. 

It is too soon to judge of the effects of treatment, but one 
may hope that the results will be better than have been 
generally seen in military operations in France. In the first 
place, treatment was given speedily, and in the second the 
clothes of the wounded weie fairly clean, and were not, as in 
France, sodden with infective mud. 

Hospital and Ambulance Arrangements. 

Some of the hospitals which gave most attention to the 
wounded have already been mentioned, but as fighting was 
taking plaoe simultaneously in several quarters of Dublin, 
all the city hospitals were kept busy. In some instances the 
wounded could not, on account of danger in the street, gain 

* The Government casualties have been announced as 124 killed, 
388 wounded. 
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access to the general hospitals, and the special hospitals 
gave accommodation willingly. In particular, the National 
Maternity Hospital in Holies-street received a great many 
civilian patients. The Rotunda Hospital, which was for some 
time occupied by the troops, also treated casualties and 
received dead bodies, while the Royal Victoria Eye and Ear 
Hospital took overflow patients from several institutions. 

Two urgency hospitals were opened by the local branches 
of the British Red Gross Society and the St. John Ambulance 
Association, one in Merrion-square with 20 beds, and one in 
Lower FitzWilliam-street with 25. They served as overflow 
hospitals for Sir Patrick Dun’s and Mercer’s Hospitals 
respectively. The staffs of the several hospitals worked 
under great difficulties. In some cases surgeons were 
unable to reach their own hospitals at all, and in 
most cases those who were able to get to their 
hospitals had perforce to stay there for several days. The 
members of the staffs of the Adelaide, Jervis Street, the 
Mater Misericordiae, and the Richmond Hospitals, for 
instance, were virtual prisoners in these institutions from 
Easter Monday or Tuesday to Saturday or Sunday. Many of 
the hospitals were repeatedly struck by bullets, but I have 
not heard of any casualty in a city hospital. For a night 
and a day Jervis Street Hospital was in imminent danger 
of fire, as the great Sackville-street fire steadily approached 
it by the two lanes of Henry-street and Abbey-street. The 
same hospital was threatened by the fire of a big gun, the 
officer in charge of which was unaware that the building was 
a hospital. The Adelaide Hospital, close to Messrs. Jacobs’s 
factory, a rebel stronghold, had to stand some rounds from a 
machine-gun intended for Jacobs’s. As the city gas-supply 
was cut off early in the week operative work in the hospitals 
was rendered very difficult. 

The work of transporting the wounded to hospital was 
performed with much courage. Royal Army Medical Corps 
ambulances plied to the Castle and the King George V. 
Hospitals. The city and township ambulances and the fleet 
of ambulances organised more than a year ago by the Irish 
Automobile Club were worked unceasingly, and with con¬ 
summate courage. Volunteer stretcher-bearers, medical 
men, medical students, clergy, nurses, dentists, ambu- 
lanoe workers, went unflinchingly wherever they were 
required. In particular, the nurses of Sir Patrick 
Dun’s exposed themselves in the thick of a fierce battle 
picking up wounded on Mount-street Bridge. It is right to 
say that the rebels, equally with the military, appear to have 
showed respect for the Red Cross, and there is no evidence 
that it was deliberately fired on. One ambulance worker was 
unfortunately killed, and three officers of the Royal Army 
Medical Corps—Major C. A. J. A. Balck, Captain J. T. 
McCullagh, and Lieutenant H. L. Mooney—were wounded. 
A nurse was killed in the South Dublin Union. No workers 
were more unceasing in their exertions than the clergy of 
the city parishes. They went everywhere, by day and night, 
trying to keep their parishioners out of danger, distributing 
food and helping the wounded. One clergyman was severely 
wounded. 

It is impossible to know what arrangements were made by 
the insurgents for giving relief to their wounded. There is 
no doubt that in many of the strongholds there were 
women who had training in first-aid work, but the 
arrangements must have been crude. Report says that two 
medical practitioners had associated themselves with the 
rebels. One is said to have been taken prisoner by the 
military authorities when they captured the City Hall from 
the rebels. Another is stated by rumour to have taken an 
active part as a combatant rebel officer. The daily papers 
report the arrest, whether on suspicion or not, of a medical 
practitioner in Galway. 

The Difficulties of the Civil Population. 

The privations suffered by the civil population from 
want of food and other supplies were less than might be 
expected. Traders acted with great consideration, opening 
their shops in districts where it was at all possible. A 
large bakery, situated in the southern suburbs, was able to 
make deliveries to a great deal of the southern part of 
Dublin, but on the northern side privation was greater. The 
greatest suffering was in certain of the poorer districts 
where no one could leave the house without danger of 
being shot, and many had to choose between the chances of a 
bullet and of starvation. As few traders would make deliveries, 
householders had to venture out to bring home their own 


supplies, and the situation had its humorous aspect. Society 
ladies and women from the back streets crowded together 
round the bakers’ carts. Judges and staid professional men 
might be seen hastening across dangerous crossings with bare 
loaves or joints of meat under their arms. The writer met 
one of the leading physicians going home after his morning’s 
shopping, and sadly complaining that all he was able to get 
was a bar of soap ! The president of one of the medical 
associations was seen dragging a bag of coal along the street 
to his coal-cellar. The hospitals appear to have been suffi¬ 
ciently supplied with stores, and these were augmented 
as occasion permitted by supplies distributed by the Red 
Cross depots. Before the end of the week the authorities had 
arranged for distribution of food and other necessary stores 
in different quarters of the city. 

Considerable inconvenience was, of course, caused by the 
military monopoly of the telephone service, but consideration 
was shown in permitting urgent medical calls to go through 
whenever possible. Medical men generally, however, have 
been not a little surprised by the ease with which most of 
their usual patients dispensed with their attendance for so 
many days. Chemists, like other traders, showed courage 
in giving all possible facilities to customers elsewhere than 
in the actual area of battle. 

As the Royal College of Surgeons was one of the first 
buildings to be occupied by the insurgents, there was much 
anxiety as to the condition in which the building and equip¬ 
ment would be found. When the rebels evacuated the 
building, however, on Sunday afternoon it was found that 
the damage was slight. The windows overlooking St. 
Stephen’s Green were, of course, riddled by rifle and 
machine-gun fire, and some damage was done to the walls 
and furniture of the front rooms. Some of the library books 
had been taken from their places to form barricades, and 
were more or less damaged. A large portrait of Queen 
Victoria which was hanging in the board-room was deliberately 
destroyed. No further wanton damage was done, how¬ 
ever, and educational apparatus, furniture, and papers had 
been treated with respect. It may be added that the condi¬ 
tion of the Four Courts, which was also occupied, was 
similar to that of the College of Surgeons, no wanton 
damage being done. 

Recognition of Services of Medical Men and Nurses. 

Dublin is now speedily returning to its normal condition. 
Martial law is still in force, and citizens are not permitted to 
be abroad after 8.30 at night. An exception to this rule was 
made from the first in the case of medical men, but never¬ 
theless a medical man going about at night did so at con¬ 
siderable risk. While sniping was still going on, a sentry 
was likely to shoot first at anyone out at night and investigate 
afterwards. At the same time, it is right to say that both 
officers and men showed every possible courtesy consistent 
with their own safety to medical men and other citizens 
going about their lawful business. That the military 
authorities recognise their debt to the medical men and 
nurses of Dublin is shown by the generous terms of the 
following Order issued bv the General Officer Commanding- 
in-Chief 

Headquarters, Irish Command, Park sate, Dublin, 
7th May. 1916. 

I desire to express my sincere appreciation of the services rendered 
during the recent disturbances in Dublin by the medical, surgical, and 
nursing staffs of many of the city hospitals, and in particular of the 
gallantry shown by those nurses who exposed themselves to a heavy 
fire in attending to and remoring the wounded. 

Also to the members of the Red Cross and St. John Ambulance 
Societies and the many medical men and private individuals who gave 
assistance in attending to the wounded or placed their houses at the 
disposal of the military for use as dressing-stations. 

In numerous instances these services were rendered at considerable 
personal risk and under circumstances reflecting the greatest credit 
on those engaged in them. 

(Signed) J. G. Maxwell, General, 

Commanding-ln-Chief the Forces in Ireland. 


Donations and Bequests.— A bequest of £1000 
has been made to King Edward VII. Hospital, Windsor, by 
Mrs. Golden in accordance with a wish expressed by her late 
husband. The amount represents Mr. Golden’s accumulated 
savings, which had not been trenched upon by his widow, 
though her means were very limited.—The Duke of 
Northumberland has subscribed £300 to the appeal for King’s 
College Hospital, Denmark Hill.—By the will oi the late Right 
Hon. John Frederick Cheetham, M.P., the testator, among 
other bequests, left £1000 each to the Victoria University of 
Manchester and the Ash ton-under-Lyne District Infirmary. 
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NOTES FROM INDIA. 

(From our own Correspondents.) 

Bogus Medical Degrees Bill for India,, 

Sir Pardey Lukis, Director-General, in presenting 

this Bill in the Imperial Legislative Council, said that 
replies from authorities consulted showed a very large 
consensus of opinion in favour of the principle of the Bill. 
He specially drew attention to the views of the Bombay 
Medical Union. With very few exceptions, criticisms had 
been levelled at details. These criticisms would receive 
sympathetic attention by the select committee. The object 
of the Bill (which would apply to all medical schools, 
whether Government or independent) was that no teaching 
institution should examine its own students, but that it 
should conform to certain definite standards, should submit 
to outside inspection, and should affiliate itself to one or 
more of the sanctioned examining bodies. There were 
three grades of affiliation—namely, to the licentiateship or 
membership of the State examining body, the former 
corresponding to the diploma of the sub-assistant surgeon, 
and the latter to the old L.M. & S. ; or to a recognised 
university for degrees of M.B., &c. The object of the Bill 
was to improve the status of the independent medical 
colleges, not to destroy them. Sir Pardey Lukis said 
that the College of Physicians and Surgeons of Bengal 
was recently granted by the Senate of the University 
of Calcutta provisional affiliation up to the preliminary 
scientific standard for the M.B. degree. He hoped 
also that ere long it might be possible to affiliate one 
of the other independent colleges in Calcutta to the State 
Medical Faculty of Bengal. Meanwhile Bombay had received 
a munificent offer of 12 lakhs of rupees from the trustees of 
Mr. Gordhandas Sundardas for the foundation of a second 
medical college in that city to be staffed by Indians not in 
Government service, and to be affiliated to the Bombay 
University. He trusted most sincerely that it might be 
possible to utilise this very generous gift, and that the 
example of its donor might stimulate the rich and charitable 
nobility and zemindars of Bengal to come forward with the 
money required to place upon a sound footing the indepen¬ 
dent medical colleges in Calcutta, to one of which the 
Government of India had sanctioned a grant of 5 lakhs 
non-recurring and Rs.50.000 recurring on certain conditions 
which would, he trusted, shortly be fulfilled. After some 
criticism, the Bill was referred to a select committee. 

Anti-malaria Measures. 

In the Imperial Legislative Council Mr. Surendranath 
Banerjee moved a resolution that Provincial Governments be 
instructed vigorously to combat malaria, and to report 
annually the progress made. He said that malaria had 
decimated some of the fairest parts of Bengal, and strongly 
urged Government to improve rural sanitation. Sir Edward 
Maclagan, in reply, said that Government were ready to 
accept the resolution. What they ultimately wanted were 
practical measures for preventing or mitigating malaria, but 
these must always be preceded by investigation. The form 
of prevention to be adopted differed considerably. Malaria 
was in some places epidemic and in others endemic. In 
some places it might be due to excessive water, in others to 
defective water; in some areas certain measures were feasible, 
in others they were not, and so on. There were a few 
general principles upon which action could be taken, and 
the Government of India had briefly alluded to these in 
their recent resolution on sanitary policy. But circum¬ 
stances differed so greatly that Provincial Governments 
alone were in a position to decide on the measures to be 
taken. Further, there was the limitation due to finance 
and the staff which was available at the present time. 
It could not be properly assumed that there had been any 
marked increase in the disease in the last few years. But 
whether it had increased or not, it was their duty to do the 
best they could to cope with it. Here it might be said 
without dispute that as regards malaria, more had been done 
by the Government during the last 10 years in India than by 
all the Governments during all the preceding centuries. He 
then gave an account of the anti-malarial work undertaken 
by the Government of India and the Provincial Governments. 


Anti-maXa/ria Operations in Bengal. 

At the Bengal Legislative Council on March 15th the 
Hon. Rai Kadha Charan Pal Bahadur moved a resolution 
to the effect that a sum of one lakh of rupees be allotted for 
anti-malaria operations in selected areas, preferably in the 
Presidency Division. He said that malaria was the greatest 
scourge in Bengal and caused more sickness and misery than 
any other single disease. The Government had taken 
certain measures such as the free distribution of quinine 
and the supply of pure drugs through the agency of travelling 
dispensaries, but these had been insufficient. He referred 
to the theory advanced by Dr. C. A. Bentley with regard to 
getting more water to the surface and scouring out silted-up 
rivers. He believed that if Dr. Bentley’s suggestions were put 
into effect the Presidency Division would be benefited. The 
Maharaja of Nashipur supported the motion. Dr. Nil 
Ratan Sircar said that though there was no question of funds 
in this case, the expert advice stood in the way of the 
Government carrying out contentious measures in that 
province. He referred to the views of the Drainage Com¬ 
mittee, who quoted Sir Ronald Ross on the value of jungle¬ 
clearing and making the land near habitations water-tidy. 
But they were now told that these measures would be 
quack sanitation in Bengal, and that against all anti¬ 
malaria measures which had been found successful elsewhere 
there was only one measure as a remedy for malaria, and 
that was flooding the country with silt from flood water. 
The speaker was not against bonification where applicable, 
but protested against jungle-clearing and draining water- 
tidiness in proper areas and general sanitation being set 
down as useless and injurious measures. The Hon. Nawab 
Shams-el-Huda, in reply, said that Government could not 
agree to preference being given to the Presidency division, 
as other divisions and districts were equally malarious. If 
a suitable scheme were recommended they were prepared to 
give a lakh of rupees for experiments. The resolution was 
then withdrawn. 
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Royal Naval Volunteer Reserve. 

Surgeon C. F. A. Hereford to the Vivid , additional, for 
disposal. 

The following have been entered as Surgeon Probationers 
for temporary serviceH. Thomson, J. K. Murray, F. Gray, 
G. E. Rae, N. B. Gadsby, D. L. M. Tod, W. T. Benson, 
J. N. Gale, St. G. B. B. Gray, J. Allan, J. W. S. Black lock, 
D. C. Lamond, M. K. Jardine, G. Paterson, G. W. T. H. 
Fleming, E. L. Ewan, O. Gray, F. W. Lemarohand, A. B. 
Macdonald, E. M. Fraser, E. A. Sparks, and D. McClean. 
Army Medical Service. 

Colonel J. Maher, C.B., to be temporary Surgeon-General 
whilst a Director of Medical Services. 

Temporary Colonel A. W. Mayo-Robson, C.V.O., relin¬ 
quishes his temporary commission. 

Royal Army Medical Corps. 

Majors to be temporary Lieutenant-Colonels:—H. H. J. 
Fawcett, whilst commanding a Field Ambulance; and R. B. 
Hole, whilst commanding a Casualty Clearing Station. 

To be temporary Lieutenant-Colonels whilst commanding 
Casualty Clearing StationsMajor D. L. Harding, D.8.O., 
and Major R. F. Ellery. 

To be temporary Majors-.—Temporary Captain G. Taylor; 
W. J. Prendergast, whilst employed at the 1st Birmingham 
War Hospital; H. French; and W. C. G. Ashdowne, whilst 
employed at the 1st County of Middlesex War Hospital. 

Temporary Lieutenants to be temporary Captains:— 
N. L. Prichard, G. Norman, R. Mcl. Muir, R. H. Rollinson- 
Whitaker, J. Dunbar, J. H. Johnston, E. Weatherhead, M. 
Bridgman, B. T. Saunders, R. Williams, C. J. Gibson, 
W. B. Lawrence, G. A. Renwick, J. R. MacCulloch, C. G. 
Adams, C. R. R. Huxtable, J. Connell, W. J. Hill, M. H. E. R. 
Montesole, J. W. Heekes, W T . F. Abbott, F. A. Hort, I. 
Campbell, J. Brown, C. A. Farrell, E. C. Wallace, 
R. M. Clarke, H. H. Clarke, H. M. Meyrick-Jones, C. J. 
Butler, B. Sweeten, C. H. T. Ilott, R. C. Fuller, G. F. 
Holt, R. N. Salaman, J. T. McConkev, C. A. W. 
Pope, W. T. Hedley, T. Strain, A. G. R. Ritchie 

G. A. Simpson, D. Cowin, W. S. Langworthy, M. T. 
MacMahon, C. F. White, R. Richards, W. C. Gavin, J. M. 
Pooley,E. W. Lynch, W.Salisbury, H. J. Hickin,V.H.Mason, 

H. E. O’Brien, N. Campbell. P. ft. Delamere, A. H. Priestley, 
J. R. Robertson, J. H. Moir, A. M. Cowie, L. W. Batten, 
A. D. Bigland, H. R. Dew, R. K. Birnie, J. Morlet, A. Weigall, 
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G. C. Scantlebury, J. G. S lee man, W. A. L. H. Henderson, 
A. W. Bretherton, T. E. George, W. A. Bowman, W. A. H. 
Birr ell, W. Rogerson, W. S. Newton, G. C. Bury, G. B. 
Courtney, R. McC. Service, J. Porter, F. J. Pierce, R. J. 
Merson, F. W. S. Stone, L. G. Davies, T. S. McIntosh, J. C. 
8ale, T. D. Kennedy, K. Simpson, J. Scott, H. M. Spoor, 

H. F. Nolan, H. H. Moffatt, G. H. Darlington, F. G. Wrigley, 
J. H. Marshall, A. L. Weakley, V. J. Batteson, G. S. Goodwin, 
J. Rowat, J. J. Robb, A. M. Warwick, B. E. Wright, C. S. 
Crichton, W. G. Hopkins, G. S. Applegate, R. M. Walker, 
A. H. Butcher, A. E. Druitt, R. Kenefick, G. R. Lipp, T. 
Stansfleld, W. J. J. Arnold, W. Carnes, G. W. Stone, R. 
Stephens, J. C. Waithman, W. R. Etches, F. H. Looney, 
R. W. Hogg, J. Hughston, W. A. Shann, N. Grellier, D. 
Johnston, J. W. Turner, T. Warner, and W. C. Black ham. 

The undermentioned temporary Honorary Lieutenants to 
to be temporary Honorary Captains :—E. H. Hicks, whilst 
serving with the British Red Cross Society in France, and 
F. W. Hamilton, whilst serving with No. 2 British Red Cross 
Hospital. 

Lieutenant A. B. Brook, from Seaforth Highlanders (T.F.), 
to be temporary Lieutenant. 

Lieutenant H.B. Shillingford relinquishes his commission. 
The undermentioned temporary Lieutenants relinquish 
their commissions: E. Fryer, H. G. L. Gilchrist, R. Moore, 
W. C. P. Barrett, D. Stewart, and A. Turnbull. 

Canadian Army Medical Corps: Lieutenant-Colonel W. A. 
Scott to be temporary Colonel. Captain W. D. Howell to be 
temporary Major. J. N. Richards to be temporary Captain. 
F. W. Sawdon to be temporary Honorary Captain. To be 
temporary Lieutenants : Captain H. B. Maxwell, Lieutenants 

C. E. A. Trow, G. 8tewart, L. B. W. Braine, T. W. F. 
MacKnight, E. C. A. Reynolds, R. A. McKay, J.E. O’Donnell, 

D. L. MacKenna, H. G. Joyce, and G. F. Nelson, 
Temporary Honorary Lieutenants A. T. Edwards, S. W. 
Burrell, E. J. Dyke, E. G. Saunders, J. Neligan, A. C. 
Pickett, D. J. Jackson, J. A. Vlasto, J. J. Walshe, W. Patey, 
J. E. Ashby, J. !H. Lechler, W. A. Steen, F. E. Feilden, 
V. J. P. Clifford, W. S. Allan, W. H. W. C. Carden, A. 
Buchanan, G. A. Francis, H. C. Terry, S. H. L. Archer, 
A. F. Seacome, G. J. Adams, C. Dundee, E. H. Alton, S. 
Pool, K. Black, and A. Beeley. To be Temporary Honorary 
T ieutenants: P. E. D. Pank, G. P. B. Huddy, and T. D. 
Morgan. 

Indian Medical Service. 

The King has approved the promotions of the following 
officers of the Indian Medical 8ervice 
Majors to be Lieutenant-Colonels: C. R. Bakhle, K. V. 
Kukday, C. D. Dawes, T. H. Symons, H. J. Walton, H. 
Ainsworth, F. A. Smith, J. W. Cornwall, A. Miller, F. A. L. 
Hammond, H. R. Brown, 8. P. James, A. N. Fleming, P. 
Dee, and F. O. N. Mell. 

Captains to be Majors: W. F. Brayne, M. S. Irani, H. 
Watts, 8. W. Jones, (Brevet Major) W. T. McCowen, J. 
Anderson, E. A. Roberts, and G. G. Hirst. 

The King has approved the grant of the temporary rank of 
Lieutenant to the undermentioned:—A. Maclnnes Ramsay, 
V. M. Kanal, M. L. Dhawan, B. 8. Dhondy, Y. V. Khrishna- 
moorthy, Balkrishna, 8. K. Engineer, K. P. Panikkar, J. 
Sircar, and M. Subramanyam. 

Special Reserve or Officers. 

Royal Army Medical Corps. 

The undermentioned Lieutenants to be Captains:—P. B. 
Corbett, W. W. Blair, W. W. S. Sharpe, M. J. Graham, 
P. W. Edwards, and W. H. A. D. Sutton. 

A. A. Dear to be Lieutenant (on probation). 

Territorial Force. 

Army Medical Services. 

Lieutenant-Colonel H. H. C. Dent, from North Midland 
Casualty Clearing Station to A.D.M.S., North Midland 
Division, with the temporary rank of Colonel. 

Royal Army Medical Corps . 

West Riding Field Ambulance: Lieutenant C. S. Brown 
to be Captain. 

Highland Divisional Sanitary Section: Lieutenant A. F. 
MacBean to be Captain. 

East Lancashire Casualty Clearing Station: The under¬ 
mentioned Lieutenants to be Captains: W. Briggs, J. 
Ramsay, and T. W. Leighton. 

North Midland Casualty Clearing Station: Lieutenant- 
Colonel H. H. C. Dent, from North Midland Field Ambu¬ 
lance, to be Lieutenant-Colonel. 

South-Western Mounted Brigade Field Ambulance: 
CaptainL. H. Hay resigns his commission. 

London Field Ambulance: Captain N. C. Rutherford, from 
London Field Ambulance, to be temporary Major. 

Lowland Field Ambulance: Lieutenant J. Angus to be 
Captain. 

Eastern General Hospital: Captain O. Inchley relinquishes 
his commission on account of ill-health. 

London Sanitary Company : The undermentioned Lieu¬ 
tenants to be Captains: W. Buddin and E. W. Gregory. 


Home Counties Casualty Clearing Station: Captain W. 
Scarisbrick, from London Field Ambulance, to be Captain. 
Alexander Wilson to be Lieutenant. 

East Lancashire Field Ambulance: Major (temporary 
Lieutenant-Colonel) W. L. Bentley relinquishes his tem¬ 
porary rank on ceasing to command a Field Ambulance. 

Attached to Units other than Medical Units. —T. L. Fennell 
(late Major, Cheshire Regiment) to be Major. Lieutenants 
to be Captains: W. H. Buckley and F. R. H. Laverick. 
J. R. Bulman to be Lieutenant. Lieutenant P. A. Chilloott 
relinquishes his commission on account of ill-health. 

Journal of the Royal Army Medical Corps. 

The April issue of this journal gives first place to a report 
on the Protozoological Findings in 556 Cases of Intestinal 
Disorder from the Eastern Mediterranean War Area, by 
Temporary Lieutenant-Colonel C. M. Wenyon, who last 
year undertook the examination for protozoal infection of a 
series of cases which had been invalided from Gallipoli for 
dysentery or other intestinal diseases. The report is in the 
nature of a preliminary communication, but Colonel Wenyon 
hopes that it will enable others who are doing similar 
work to make a comparison with the results they are 
obtaining elsewhere. This is followed by an account of a 
search for typhoid carriers among 800 convalescents by 
Captain A. Stokes and Lieutenant C. Clarke. 1 Lieutenant 
W. Wallace describes the methods of examining the vision 
of recruits and soldiers, with special reference to assumed 
and real defects; Captain J. W. McNee and Lieutenant 
Arnold Renshaw, who nad the clinical assistance of Captain 

E. H. Brunt, have a joint paper on *• Trench Fever,” to whioh 
is attached a note by Colonel Sir Wilmot Herring ham; and 
Hon. and Temporary Lieutenant-Colonel Sir John Collie 
writes on Neurasthenia: What it Costs the State. 


VITAL STATISTICS. 


HEALTH OF ENGLISH TOWNS. 

In the 96 large English and Welsh towns 8304 births and 
5657 deaths were registered during the week ended Saturday, 
April 29th. The annual rate of mortality in these townB, 
which had been 17*7, 17*4, and 16*4 per 1000 in the three 
preceding weeks, rose to 17-0 per 1000 in the week under 
notice. During the first four weeks of the current quarter 
the mean annual death-rate in these towns averaged 17*1, 
against 17*2 per 1000 in London. During the week the death- 
rate ranged from 8*4 in Ilford, 8*7 in Southport, 9*7 in 
Rhondda, 10*2 in Ealing and in Southend-on-Sea, and 10*8 in 
Dewsbury, to 22*4 in Stoke-on-Trent, 22*6 in Dudley, 22*8 in 
Burnley, 23*4 in Darlington, and 26*7 in Sunderland. 

The 5657 deaths from all causes were 222 in excess of the 
number recorded in the previous week, and included 431, 
whioh were referred to the principal epidemic diseases, 
against 452 and 416 in the two preceding weeks. Of these 
431 deaths, 175 resulted from whooping-cough, 119 from 
measles, 60 from infantile diarrhoeal diseases, 46 from 
diphtheria, 24 from scarlet fever, and 7 from enterio fever, 
but not one from small-pox. The annual death-rate from 
these diseases was equal to 1*3 per 1000, and coincided 
with that recorded in the previous week. The deaths attri¬ 
buted to whooping-cough, which had been 141, 182, and 
146 in the three preceding weeks, rose to 175, and caused the 
highest annual death-rates of 2*1 in West Ham, 2*2 in 
Smethwick and in Oldham, 2*7 in Acton, and 3*5 in 
Darlington. The deaths referred to measles, which had 
been 121, 120, and 121 in the three preceding weeks, 
numbered 119; the highest death-rates from this cause 
were 2*1 in Dudley, 2*7 in Stockton-on-Tees, and 3*2 in 
Stoke-on-Trent. The fatal cases of diarrhaoa and enteritis 
(among infants under 2 years), which had been 50. 57, and 66 
in the three preceding weeks, fell to 60, and included 19 in 
London, 6 in Manchester, 5 in Birmingham, and 3 in Stoke- 
on-Trent. The deaths attributed to diphtheria, which had 
been 45. 65, and 57 in the three preceding weeks, fell to 46, of 
which 9 were registered in London, 4 in Portsmouth, and 
3 each in Stoke-on-Trent and Leeds. The deaths referred 
to scarlet fever, which had been 15,16, and 22 in the three 
preceding weeks, further rose to 24, and included 5 in 
London, 3 each in Stoke-on-Trent and Liverpool, and 2 in 
St. Helens. The fatal cases of enteric fever, which had 
been 8, 12, and 4 in the three preceding weeks, rose to 7, 
but showed no excess in any town. 

The number of scarlet fever patients under treatment in 
the Metropolitan Asylums Hospitals and the London Fever 
Hospital, whioh had been 1778,1717, and 1679 at the end of 
the three preceding weeks, further fell to 1643 on April 29th; 
179 new cases were admitted during the week, against 252, 
163, and 191 in the three preceding weeks. These hospitals 
also contained on the date mentioned 1338 cases of diph¬ 
theria, 230 of whooping-cough, 174 of measles, and 40 of 
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enteric fever, bat not one of small-pox. The 1455 deaths 
from all causes in London were 132 in excess of the number in 
the previous week, and corresponded to an annual death- 
rate of 17*6 per 1000. The deaths referred to diseases of 
the respiratory system, which had declined from 406 to 314 
in the six preceding weeks, further fell to 295 in the week 
under notice. 

Of the 5657 deaths from all causes in the 96 towns, 198 
resulted from violence, 400 were the subject of coroners’ 
inquests, and 1671 occurred in public institutions. The 
causes of 49, or 0*9 per cent., of the total deaths were 
not certified either by a registered medical practitioner or 
by a coroner after inquest. All the causes of death were 
duly certified in Leeds, Bristol, West Ham, Bradford, Hull, 
and in 69 other smaller towns. Of the 49 uncertified 
causes, 10 each were registered in Birmingham and Liver¬ 
pool, 4 in Gateshead, 3 each in Stoke-on-Trent and 
Manchester, and 2 each in Leicester and Sunderland. 


HEALTH OF SCOTCH TOWNS. 

In the 16 largest Scotch towns with an aggregate popula¬ 
tion estimated at 2,372,000 persons at the middle of this year, 
1249 births and 791 deaths were registered during the week 
ended Saturday, April 29th. The annual rate of mortality, 
which had been 2u*5, 17*6, and 17‘4 per 1000 in the three 
preceding weeks, was again 17-4 per 1000 in the week under 
notice. During the first four weeks of the current quarter 
the mean annual death-rate in these towns averaged 18*2, 
or 1*1 per 1000 above that recorded in the large English 
towns. Among the several towns the death-rate during the 
week ranged from 8*9 in Kirkcaldy, 10*3 in Coatbridge, and 
10*7 in Falkirk, to 20*6 in Clydebank, 21*1 in Dundee, and 
28*7 in Perth. 

The 791 deaths from all causes were equal to the number 
in the previous week, and included 65 which were re¬ 
ferred to the principal epidemic diseases, against numbers 
declining from 96 to 67 in the four preceding weeks. Of these 
65 deaths, 28 resulted from measles, 11 each from whoop¬ 
ing-cough and infantile diarrhosal diseases, 10 from scarlet 
fever, 4 from diphtheria, and 1 from enteric fever, but 
not one from small-pox. The annual death-rate from 
these diseases was equal to 1*4, against 1*3 per 1000 in the 
large English towns. The deaths attributed to measles, 
which had been 36, 42, and 31 in the three preceding weeks, 
further fell to 28, and included 17 in Glasgow and 2 each 
in Edinburgh, Paisley, and Greenock. The deaths referred 
to whooping-cough, which had been 10,4, and 14 in the three 
preceding weeks, fell to 11, and comprised 8 in Glasgow and 3 
in Aberdeen. The fatal cases of diarrhoea and enteritis 
(among infants under 2 years), which had been 8, 13, and 9 
in the three preceding weeks, rose to 11, of which 
5 occurred in Glasgow and 2 in Dundee. The deaths 
attributed to scarlet fever, which had been 14, 8, and 5 in 
the three preceding weeks, rose to 10, and included 3 each 
in Glasgow and Paisley. The 4 deaths from diphtheria, of 
which 2 were registered in Paisley, were 3 below the 
average in the earlier weeks of the quarter. The fatal case 
of enteric fever was recorded in Aberdeen. 

The deaths referred to diseases of the respiratory system, 
which had been 193,167, and 168 in the three preceding weeks, j 
fell to 159 in the week under notice, but were 6 in excess of 
the number registered in the corresponding week of last 
year. The deaths from violence numbered 26, against 23 
and 24 in the two preceding weeks. 


Guy’s Hospital.— The following entrance scholar¬ 
ships in dental mechanics have been awardedOpen 
scholarship, A. F. Bartle (£20) ; Pupils’ scholarship, B. 8. 
Roche (£20). 

King Edward VII. Sanatorium, Midhurst.— The 
annual report of this institution for the year July, 
1914, to July, 1915, has reached us, and shows a record of good 
work. Seventy beds were set apart for the reception of 
soldiers suffering from tuberculosis, but in June, 1915, the 
National Insurance Commissioners having become respon¬ 
sible for the care of the consumptive soldier, the arrange¬ 
ments between the sanatorium and the War Office came to 
an end. During the year 352 patients were discharged, of 
whom 258 were civilians and 94 officers, non-commissioned 
officers, and men from various branches of H.M. forces. 
Among patients in whom the diagnosis of pulmonary tuber¬ 
culosis was confirmed by the detection of bacilli in the 
sputum, 232 in all, the disease was arrested in 31 cases. The 
condition was much improved in 103 cases, improved in 33, 
remained stationary or became worse in 63, while 2 died. 
Among War Office patients in a similar category, 78 in all, 
the condition was arrested in 4 cases, much improved in 35, 
improved in 21, remained stationary or became worse in 15, 
ana 3 died. Owing to the first assistant medical officer and 
the pathologist having joined the Royal Army Medical 
Corps, the research work of the laboratory has been 
suspended temporarily, though provision has been made for 
the examination of sputum and for the carrying out of other 
clinical methods. 


dffrnspffitimut. 

“Audi alteram partem.” 


THE USE OF THE TOURNIQUET: 

A PLEA FOR ITS MORE THOROUGH USE IN PEACE 
AND WAR. 

To the Editor of THE LANCET. 

Sir,—I believe that if the full value of the tourniquet were 
properly appreciated it would be far more commonly and 
thoroughly used, especially in dealing with the wounded 
who are already suffering from loss of blood. These patients 
are badly affected by further bleeding. Sir George Makins, 
with his large experience, makes this point very clear 1 : 
“The loss of blood which accompanies the receipt of the 
injury is often very considerable ; and although it may not 
immediately endanger the patient’s life seriously, or call for 
surgical intervention to prevent its recurrence, yet the 
resulting anaemia is often persistent for some time, and may 
heavily handicap the patient’s chances should a secondary 
operation become necessary. It has, indeed, much surprised 
me to see patients die a few hours after an operation in 
which, although a considerable amount of blood has been 
lost during the procedure, yet the patient has left the table 
in sufficiently good condition for no great anxiety to have 
been felt regarding his ultimate recovery. I believe this to 
be a definite sequence of the primary loss of blood, and it is 
a moment to be fully considered should the question of the 
performance of any operation likely to entail loss of blood 
arise.” 

The risks of sepsis and other complications are also 
increased by haemorrhage. For these reasons it is especially 
important for us to do all we possibly can to prevent further 
bleeding. How are we to do this ? By adopting a plan which 
I have found very valuable for many years in civil practice. 

(A) For all operations upon the limbs a tourniquet is used 
and is not removed until the dressings are firmly applied. 

(B) For all other operations : {a) The main artery or 
arteries are temporarily clamped or tied at the beginning of 
the operation whenever possible. Failing this ( [b ) the small 
vessels are clamped before instead of after division. 

(A) 1. After the limb has been well raised for several 
minutes to diminish the amount of blood in it, a good flat 
tourniquet is very tightly applied over lint around the limb 
well above the field of operation. The tourniquet must be 
very tight and have a reliable catch, for an imperfectly 
applied tourniquet obstructs the veins but not the arteries, 
and therefore increases the congestion of the limb and may 
cause severe bleeding. When the tourniquet is applied only 
a few drops of blood should escape, and a perfectly clear field 
is obtained for accurate work. No sponging is required, 
more perfect work can be done and much manipulation and 
time saved, and soaking of the tissues with blood prevented. 
Spread of infection in the septic military cases now so prevalent 
is thus rendered far less likely. Foreign bodies, like fragments 
of shell, can be far more easily and quickly found. The large 
vessels and nerves are easily recognised and avoided. Any 
large vessel that has to be divided—a rare event except in 
amputations—is tied. Shock is almost eliminated, for there 
is no loss of blood, and manipulations are reduced to a 
minimum. Very little anaesthetic is required, for the time 
of the operation is much shortened and the conduction of 
painful impulses to the spinal cord is diminished by the 
tourniquet. 2. At this stage most surgeons remove the 
tourniquet so that they may see and tie the bleeding points, 
but this step is unnecessary and wasteful of both blood and 
time; moreover, it adds to the risk of spreading sepsis 
already existing. When the main work of the operation has 
been done all dead spaces are carefully obliterated by catgut 
sutures so that no bleeding or effusion may take place into 
these spaces. Then the wound is completely closed in all 
aseptic cases, but in septic cases the wound is not com¬ 
pletely closed, a gap about an inch long being left for 
drainage, but no gauze or tube is inserted except when the 
wound is deep and it is impossible to obliterate the cavity. 

3. The skin is painted with tincture of iodine and aseptic 
gauze is applied, and the limb is surrounded by a large 
amount of aseptic cotton-wool. Bandages are then firmly 
applied to exert elastic pressure at, above, and below 
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the wound. Massive dressings mast be used and the 
bandaging carefully done in order to exert the proper 
amount of pressure without causing pain. The bandaging 
must be completed before the tourniquet is removed, for 
the object is to exert the elastic pressure before the circu¬ 
lation is restored. On the principle of the Bramah 
press, a moderate amount of pressure serves to prevent 
bleeding into the wound if it is applied first, whereas 
an enormous pressure may be of no avail when a pool 
of blood has been allowed to form in the recesses of 
the wound. It may be remembered that in the Bramah 
press hydrostatic pressure is exerted through a small pipe 
to the bottom of a wide cylinder. The lifting power of 
the water in the cylinder is enormously greater than 
that in the feeding pipe. The same is true of the small 
arteries and the pool of blood in a wound when the dressing 
is not applied until the tourniquet has been removed. That 
this is not a mere theory is shown by the results. Rarely 
is there any appreciable bleeding and very rarely is there 
sufficient to soak through the dressings, and this is almost 
limited to extensive wounds requiring drainage. Even in 
these cases the loss of blood is comparatively trivial. It 
has been suggested that in the septic wounds of military 
practice this method adds to the danger of spreading sepsis. 
My experience is distinctly the other way. When the patient 
is returned to bed the limb is moderately elevated, for this 
diminishes pain and bleeding and prevents swelling of the 
terminal parts of the limb, which may otherwise be noticed 
as a result of firm bandaging. For clean cases I have used 
this method with the most satisfactory results for many 
years, having gradually put it to the test with more and 
more severe operations until at last I used it with the 
greatest confidence in cases of extensive resection of bone 
for the correction of severe talipes. Later, being much 
impressed with the detrimental effect of the severe loss of blood 
involved in the operations for acute infective osteomyelitis 
and for sequestrotomy, and during this war, I have tentatively 
extended the method to the septic wounds now so common, 
and with very satisfactory results. Therefore I have every 
confidence in recommending it, and 1 believe its adoption 
may lead to the saving of many lives, and also promote the 
more rapid and perfect healing of wounds. 

(B) 1. Every surgeon is familiar with the great value of 
preliminary ligation of the lingual arteries in resection of 
the tongue. Similarly for removal of glands in the neck 
Crile’s method of temporary clamping of the main vessels at 
the root of the neck is of the greatest value, making extensive 
operations more easy, radical, and expeditious to the great 
advantage of the patient. The principle can be safely 
extended to the military surgery of these parts In the 
abdomen preliminary clamping or ligation is an established 
and beneficent principle, as, for instance, in gastrojejunos¬ 
tomy, partial gastrectomy, resection of the bowel for growth 
or injury, and operations on the kidney. By this method 
many abdominal operations which were regarded as impos¬ 
sible on account of bleeding have been made comparatively 
easy and safe. 2. In many cases clamping and ligation of 
the main vessels being impossible, other methods have to 
be used. In these cases the individual vessels to be divided 
should be secured before instead of after division whenever 
possible.—I am, Sir, yours faithfully, 

R. P. Rowlands. M.S.Lond., F.R.C.S. Eng., 
Surgeon to Guy’a Hospital; Captain, B.A.M.C. (T.). 

Queen Anne-street, W., May 6th, 1916. 

INSURANCE BENEFITS. 

To the Editor of The Lancet. 

Sir, —In the “ Parliamentary Intelligence ” of The Lancet 
of April 8th (p. 804) there is reported a question which the Rt. 
Hon. C. Stuart-Wortley, M.P., addressed to the National Health 
Insurance Commissioners with reference to the manner in 
which the Prudential Assurance Society administers sickness 
benefit to its members. The case which led to the question 
was that of a woman suffering from advanced heart disease 
and dropsy absolutely unfit for work. She was deprived of 
her sickness benefit after a medical referee sent by the 
Prudential Assurance Society had made a cursory examina¬ 
tion without notice to or consultation with the panel doctor. 
This case was brought to the notice of the London Mendicity 
Society, who obtained a further medical examination by the 
Prudential Assurance Society and as a result the sickness 
benefit was resumed and the arrears paid up. Mr. Charles 
Roberts’s answer to the question in the House of Commons 


in certain particulars is only partially correct, whilst in 
others he has been absolutely misinformed. 

Perhaps it would be as well to state clearly from personal 
experience what happens when the Prudential Assuranoe 
Society suspects that one of its members is malingering. 
The member receives a written notice that either (a) the 
society’s doctor will call on the next day (it is exceptional 
for a longer notice than 24 hours to be given), or (6) the 
member is required to attend at a stated place for examina¬ 
tion. In some cases this may involve a whole day’s travelling 
and a complicated railway journey. At the same time the 
doctor in attendance on the patient is, as a rule, but not 
always, notified that the examination is to take place. More 
often than not this notice only arrives on the day fixed for 
the examination. In some cases no hour is given for the 
consultation, and if the time is stated the medical referee 
usually does not keep to it. From my own experience I can 
definitely state that the examination is of the most cursory 
character—the average time is apparently about three minutes. 
In not a single case that I have come across (and there are 
many) has the medical referee had the benefit of hearing 
the patient’s past medical history from his (or her) own 
medical attendant. As the result of this medical (!) exa¬ 
mination the society has the power, and frequently exercises 
it, of suspending the member from further sickness benefit. 
Mr. Charles Roberts states that in these cases * 4 the member 
is furnished with information as to the course which she 
may pursue if dissatisfied with the society’s decision.” Ida 
not know of any case in which a member was provided with 
this information, but I know of many in which it was not done. 

Now, if these are facts—and I can guarantee that they are 
—there is obviously something very wrong. Quite apart 
from the discourtesy shown to the medical attendant, 
such methods cannot provide the society with the requisite 
information for forming a correct judgment upon the 
case, and as for the wretched member, such treatment surely 
savours of the autocratic and brutal methods of the 
Hun. Unfortunately, I believe it to be a fact that the 
Commissioners have no power over the internal affairs of a 
society. Further, so great is the power that a society like 
the Prudential exercises, that very few Members of Parlia¬ 
ment can be induced to take the matter up. If, then, any 
change is to be effected it must be by the concerted action of 
the medical profession, and I would suggest that as a start 
any medical man having a similar experience to mine should 
communicate the details to me as soon as possible. By 
tabulating* a large number of cases we may be able ta. 
influence public opinion to such an extent that the society 
will be forced to take action. I myself know of one case 
where a patient who had been declared by the authorities at 
a well-known hospital to be in a serious state of consump¬ 
tion, was considered by the society’s referee ‘ ‘ fit to resume 
work,” and was sent to work against the advice of the 
hospital authorities and her own medical attendant. And 
this after three minutes’ examination. In another case an 
epileptic domestic servant was declared “ fit for work,” but, 
unfortunately for her, with her bad medical history, no one 
will employ her. —I am, Sir, yours faithfully, 

W. James Susman, 

Chairman of the Oxfordshire Panel and Local Medical Committee. 

Henley-on-Thames, May 5th, 1916. 


PNEUMOCOCCAL BRONCHITIS. 

To the Editor of The Lancet. 

Sir,— Sir James Goodhart’s interesting article on this 
subject appearing in your issue of April 29th raises important 
questions concerning the classification and diagnosis of 
pulmonary disease. The clinical picture presented by 
pneumococcal and tuberculous infections is often so similar 
that one does not know whether pulmonary disease should 
be classified from the bacteriological or clinical point of 
view. Dr. Michell Clarke 1 some time ago gave several cases 
where Friedliinder’s bacillus was the chief morbific agent 
in causing pulmonary lesions simulating tuberculous 
infection. In the course of 17 years of sanatorium 
work I have collected 23 cases where nothing but 
some forms of cocci were seen in the sputum, though 
they presented more or less classical symptoms of 
consumption. Besides, it is common experience that 
cases of pulmonary tuberculosis are accompanied with no 
sputum or, if present, the sputum contains no pathogenic 
organism. Fishberg calls such cases ‘ ‘ abortive tuberculosis ” 

1 Bristol Medlco-Chirurgical Journal, March, 1914. 
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and Neisser “tuberculosoid.” In fact, some of the cases 
with severest pulmonary symptoms are associated with 
streptococcal infection. So that, roughly speaking, we have 
to deal with three classes of pulmonary consumption : cases 
with clinical symptoms of consumption—(a) with tubercle 
bacilli in the expectoration; ( b) with pneumococci, or 
Friedlander’s bacilli, with or without staphylo- or 
strepto-cocci, &c. ; (c) with no micro-organism what¬ 

ever in the sputum. If we are to classify these cases 
according to bacteriology, are we sure that the examination 
of sputum gives an accurate representation of the process, 
morbid or otherwise, going on in the lungs ? and what if 
both cocci and tubercle bacilli were present ? If pathogenic 
bacteria of the respiratory tract are frequently the primary 
invaders of the lung tissue causing symptoms similar to 
those of pulmonary tuberculosis, why should such cases be 
called 41 bronchitis ” ? Would it not be better to restrict the 
name ‘ 4 pulmonary tuberculosis ” to the first class and classify 
the second and third classes together as “ phthisis ” ? 

Again, I have notes of three more cases where cocci which 
were first seen all over the field were gradually replaced to 
some extent by tubercle bacilli. The frequent presence of 
pneumococci together with tubercle bacilli in the sputum 
raises another question—Is tubercle bacillus a separate bio¬ 
logical or pathological entity, or is it but a phase in the life- 
history of some other organism ? If, according to the investi¬ 
gations of Dr. M. C. W. Young 3 and others, cocci can be found 
to pass directly into bacteria on certain media, and acid- 
fast bacilli can arise from a sort of sporocyst, is it unreason¬ 
able to assume that there may be a close morphological 
relation between pneumococci and tubercle bacilli ? 

I am, Sir, yours faithfully, 

Mendip HilU Sanatorium. Wells. May 8th, 1916. C. MUTHU. 


A SIMPLE APPARATUS FOR IONIC 
MEDICATION OF THE URETHRA. 

To the Editor of The Lancet. 

Sir,—D ifficulty in obtaining the necessary apparatus 
about a year ago for this method of treatment caused me to 
devise the following which in my hands has answered so 
well, that as this form of treatment appears to be coming 
into more general use, and as also there still seems a 
difficulty in obtaining the apparatus, I am induced to 
publish this note. 

Materials required are : (1) the primary battery; (2) a 
Junker's chloroform inhaler ; (3) a piece of thin wire, prefer¬ 
ably platinum, 4-6 inches long; (4) a small electrical terminal 
junction with two screw s ; (5) a length of rubber-tubing with 
stopcock ; and (6) a rubber catheter. Heat a medium-sized 
needle to redness and pierce a number of holes for a length 
of 1 inch in the catheter, starting inches from the opening 
at the distal end of the catheter. One inch from the proximal 
end pierce the catheter diagonally with the wire and thread 
down the lumen, leaving about an inch projecting for attach¬ 
ment of the electric terminal. Reverse the bellows of the 
Junker so that pressure will drive air down the short tube, 
and attach tube with stopcock to other end. The solution I 
have used is a 2 per cent, solution of zinc sulphate. One 
ounce of this is placed in the inhaler and an equal amount of 
hot water. Pressure on the bellows is applied and the solution 
forced along the tube until it reaches the stopcock, which is 
then turned off. Itis then stood in a basin of hot water to keep 
warm. Direct the patient to partly empty the bladder, then pass 
catheter until urine starts to flow, and then withdraw until 
flow ceases, when the holes in the catheter will be opposite 
the prostatic portion of the urethra. Join up the tube with 
stopcock to the catheter and raise the pressure till the 
patient’s feelings tell him that the urethra is full of solution, 
and finally connect wire to battery lead. The bellows and 
stopcock between them enable any required pressure to be 
kept up, and, provided this is not excessive, I have found no 
need for any flange on the catheter to prevent fluid escaping 
from the end of the penis. This can easily be made, how¬ 
ever, by piercing a rubber cork with a hot skewer and leaving 
for a couple of days to harden. The catheter is then threaded 
through the hole and the cork can be set at any required 
distance from the distal end of the catheter, thus acting as 
an indicator for any particular patient and allowing the 
holes in the catheter to be at once set in any required portion 
of the urethra. I am, Sir, yours faithfully, 

Sutton Court-road, Chiswick, W., May 8th, 1916. H. O. BUTLER. 

2 Brit. Med. Jour., Oct. 24th, 1914. 




The Casualty List. 

The following names of medical officers appear among the 

casualties announced since our last issue :— 

Killed. 

Lieutenant A. Booth, R.A.M.O., attached to the King’s Own 
Scottish Borderers, graduated M.B., B.Ch. Oxon., in 
1912, and was a medical officer at the Herts County 
Asylum before joining the R.A.M.C. in November, 1915. 

Died. 

Deputy-Surgeon-General C. J. Mansfield, R.N., M.Y.O., 
graduated M.B., C.M. Aberd. in 1883, andM.D. in 1896. 

Captain N. J. L. Yellowlees, Canadian Army Medical Corps. 

Wounded. 

Major P. Sampson, D.S.O., R.A.M.C. 

Captain A. S. Plant, R.A.M.C., attached to the Royal Field 
Artillery. 

Captain O. L. V. de Wesselow, R.A.M.C., attached to the 
Worcestershire Regiment. 


The Dublin Revolt. 

The following casualties amongst medical officers are 
reported: Wounded. 

Lieutenant H. L. Mooney, R.A.M.C. 

Captain J. T. McCullagh, R.A.M.C. (a correction for 
Captain IF. MoK. H. McCullagh, R.A.M.C., reported 
wounded in our last issue). 

Captain G. F. Denning, R.A.M.C. 


Deaths among the Sons of Medical Men. 

The following sons of medical men must be added to our 
lists of those who have fallen during the war:— 
Lieutenant-Colonel W. F. Bourne, Indian Army, eldest son 
of the late Dr. W. Bourne, of Cheltenham. 

Captain R. K. MacGregor, R.A.M.C., only son of Dr. R. D. 

MacGregor, of Clerkenwell, London. 

Lieutenant W. H. Wyatt, East Yorkshire Regiment, only son 
of the late Dr. W. T. Wyatt, of Stoke Newington, 
London. 

Second Lieutenant N. H. Collins, Royal Inniskilling Fusiliers, 
only son of Dr. J. V. Collins, of Laghey, co. Donegal. 


Mentioned in Despatches. 

The names of the following medical officers are to be added 
to the names published in The Lancet of Feb. 5th, 1916, in 
connexion with Sir Ian Hamilton’s despatch of Deo. 11th, 
1915, concerning the operations in Gallipoli:— 

Armu Medical Service. —Burg.-Gen. W. Babtie, V.C., C.B., 
C.M.G.; Col. C. A. Ballance, M.V.O.; Col. F. D. Bird, Col. 
A. E. Garrod, F.R.8.; Col. Sir V. A. H. Horsley, F.R.S.; Col. 
W. Hunter, Col. V. W. Low, Col. A. W. M. Robson, C.V.O.; 
Col. C. S. Ryan; Col. J. P. Stewart, Col. C. J. Symonds, 
Col. F. M. Sandwith, Col. W. Thorburn, Col. A. H. Tubby, 
and Col. W. H Willcox. 

Royal Army Medical Corps. —Maj. J. G. Bell and Lieut. 
W. N. Rishworth. 

Royal Army Medical Corps {T.F.). —Lt.-Col. E. V. Gostling 
and Maj. (temp. Lt.-Col.) C. H. Lindsay. 

Canadian Army Medical Corps. —Lt.-Col. F. Etherington, 
Lt.-Col. S. H. McKee, and Maj. E. G. Davis. 

General Sir John Nixon, K.C.B., in a despatch dealing 
with the operations in Mesopotamia in October, November, 
and December, 1915, says :— 

Major W. C. Crolv, R.A.M.C., has been in medical charge 
of the Staff at General Headquarters, and has shown himself 
always the right man in the right place, and to have 
taken the keenest interest in his work and care of those 
whom he had in charge. The medical services have 
had to face very trying and unusual conditions. On 
more than one occasion the number and severity of 
the casualties have thrown the greatest strain on them, 
but the organisation and efficiency of the arrangements 
have ensured as speedy an evacuation of the wounded 
as the means placed at their disposal permitted. In this 
connexion I wish to bring forward the name of Surgeon- 
General H. G. Hathaway. The British General Hospital has 
throughout been in charge of Lieutenant-Colonel D. J. 
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Collins, Royai Army Medical Corps, whose zeal, energy, and 
organising power have rendered it a model hospital of its 
kind. Credit is also due to Lieutenant-Colonel G. B. Irvine, 
Indian Medical Service, for his devoted and careful super¬ 
vision of the Indian General Hospital. 

Captain W. H. Hamilton, I.M.S., is also mentioned for 
having rendered good service. 

OBITUARY OF THE WAR. 

CYRIL JAMES MANSFIELD, M.V.O., M.D. Aiierd., 

DEPUTY SURGEON-GENERAL, ROYAL WAVY. 

After an illness of four weeks—suppurating cervical 
glands followed by septicaemia—Deputy Surgeon-General 
Mansfield died on May 7th at Haslar, where he had worked 
as senior medical officer of the medical section since July of 
last year. Born on 
June 19th, 1861, he 
was the youngest and 
only surviving son of 
the late Rev. Edward 
Mansfield, vicar of 
Highnam, Glos., and 
was a descendant of 
the well-known Chief 
Justice of Common 
Pleas and a relation 
of Lord Sandhurst. 

He was educated at 
Cheltenham, qualified 
M.B., C.M. at Aber¬ 
deen in 1883, and pro¬ 
ceeded to M.D. in 
1896. Entering the 
Royal Navy in 1885, 
he subsequently had 
an extensive experi¬ 
ence in the cadet 
and boys’ training 
establishments of the Royal Navy, having been surgeon in 
the old Britannia (1892-3), fleet-surgeon at the Royal Naval 
College, Osborne (1905-9), while the present Prince of Wales 
was in residence, and in H.M S. Impregnable (1911-13). 
After the last appointment he was deputy surgeon-general 
at the Royal Naval Barracks, Chatham (1914 15). A hard¬ 
working officer, he was most unselfish and kindly to 
patients and colleagues alike, and was therefore universally 
respected and beloved. He was created M.V.O. in 1909. 
The naval funeral took place at Haslar on May 10th. 

PHILIP DOBSON PICKLES, L.M.S.S.A , 

SURGEON. R.W.V.R. 

Surgeon P. D. Pickles, who died in the Malta Naval 
Hospital on April 28th after being rescued from H.M.S. 
Russell , mined in the Mediterranean, was the eldest son of 
John J. Pickles, surgeon, of Camp-road, Leeds. He was 
educated at the Leeds 
Grammar School and 
Leeds University and 
qualified in 1908. 

After holding the post 
of resident physician 
at the General In¬ 
firmary at Leeds for 
six months he took 
a ship surgeoncy to 
India, and finally 
settled down in prac¬ 
tice at Earby, near 
Skipton. Joining the 
Royal Naval Volunteer 
Reserve early in 1914, 
he was present at the 
Naval Review at 
Spithead in July that 
year, and on the out¬ 
break of the war he 
was recalled to his ship, 
and served on her until 
the disaster occurred, when he was overcome by the fumes 
and removed to hospital. Surgeon Pickles was 33 years of 
of age and unmarried. He had four brothers in the 
services, three of whom are medical officers. 


Society of Members of the Royal College of 
Surgeons of England and the Supply of 
Medical Officers for the Services. 

Dr. Sidney C. Lawrence, honorary secretary of the 
Society of Members of the Royal College of Surgeons of 
England, writes to us as follows :— 

I am instructed to forward you for publication in your 
paper a copy of a letter addressed on behalf of this 
Society to the Royal College of Surgeons of England and the 
Conjoint Advisory Committee of that College, and the Royal 
College of Physicians of London. 

[Copy.] 

To the Secretary , Royal College of Surgeons of England. 

Sir, —At a recent meeting of the Council of this Society a 
resolution as under was passed unanimously, and I was 
instructed to acquaint you with the same inorder that it 
may be brought to the notice of your Council and of the 
Advisory Committee of the English Royal Colleges of 
Physicians and Surgeons 

“ That this Society is strongly of opinion tliat the paid 
services of medical men over military age should be more 
utilised for whole- or part-time duty at home barracks, 
civil and military hospitals, Ac., so as to free younger 
men for active service abroad; that where medical men, 
ineligible for war duties, could not be found for out-patient 
departments of civil hospitals, or tuberculosis or school 
medical work, such departments should be at once closed 
for the duration of the war; that the Government 
should withhold their approval of the appointment of 
men of military age to vacancies arising in the Poor- 
law or Public Health Services or in any public 
appointment until the conclusion of the war, and that in 
every case such appointments he only made for the dura¬ 
tion of the war or until six months after the conclusion of 
peace, as under present conditions fair competition for such 
posts is impossible and shirkers are thereby unduly favoured. ’ 
Yours faithfully, 

Sidney C. Lawrence. 

The Wittenberg Camp. 

At its quarterly meeting on May 2nd the Royal College of 
Physicians of Edinburgh resolved to offer its Diploma of 
Membership to Major Harold Edgar Priestley, Captain Alan 
Cunliffe Vidal, and Captain James Lafayette Lauder, in 
appreciation of their conduct as physicians at Wittenberg. 


The Allies’ Hospital at Yvetot.—T he report 

of the Allies’ Hospital which has been carried on since 
November, 1914, in disused buildings of a large monastic 
boys’ school at Yvetot, states that up to Dee. 31st, 1915. 
1380 patients received treatment. The number of deaths 
has been 16, including four who were in a hopeless state on 
admission. The average total cost per patient treated has 
been £7 9«. 3 d. ; the catering bill was fr.1.50 per day per 
head. The French orderlies, cooks, &c., and the clerical 
office staff receive a nominal salary, but the British staff is 
an honorary one. There are some 300 beds available. The 
buildings were lent by the French Government. The renova¬ 
tion and equipment as a hospital, however, required an 
outlay of £5634, and in order to defray these initial expenses 
and to ensure continual financial support the Allies’ Benevolent 
Society was established and registered under the Friendly 
Societies’ Acts for the sole purpose of administering and 
financing the institution. Dr. and Mrs. F. S. Pearson, who 
were among the unfortunate victims in the Lusitania disaster, 
rendered invaluable service in founding the society. Dr. 
Fitch, of Rochester, U.S.A., gave his professional services for 
several months and made a handsome donation of £800. 

Union Jack Club Extension.—M r. H. G. 

Morgan has undertaken, with the approval of the First Lord 
of the Admiralty and the Secretary of State for War. the 
organisation of an extension fund for the Union Jack Club. 
All civilians owe a debt of gratitude to the fightiDg forces, 
and there ought to be a generous response to the appeal on 
behalf of a club which does such good work for our sailors 
and soldiers. Contributions should be sent to the honorary 
treasurer, Union Jack Club, Waterloo-road, S.E., or to 
Messrs. Coutts and Co., 440, Strand, W.C. Offers of service 
should be addressed to Mr. Morgan at the Club. 
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THOMAS COLCOTT FOX, M.B. Lond., F.R.C.P. Lond., 
M.R.C.S. Eng., 

LATE PHYSICIAN FOR DISEASES OF THE SKIN, WESTMINSTER 
HOSPITAL, ETC. 

Dr. T. Colcott Fox, who died on April 11th, at the age of 
67, was the son of Dr. L. O. Fox, of Broughton, Hants. 
He received his early education at University College School, 
and afterwards went to Cambridge as a natural science 
scholar at Peterhouse. After graduating in arts at Cam¬ 
bridge, he returned to University College to study medicine. 
In 1876 he obtained the M.R.C.S. Eng. and graduated M.B. 
at the University of London. In 1883 he obtained the 
M.R.C.P. Lond., and was elected a Fellow of the College in 
1892. Among his early appointments was that of medical 
superintendent of the Fulham Small-pox Hospital; he after¬ 
wards became physician for diseases of the skin at West¬ 
minster Hospital, and visiting dermatologist to the ringworm 
schools of the Metropolitan Asylums Board. He bad also 
held the posts of physician to the Victoria Hospital for 
Children and to the St. George and St. James’s Dispensary, 
and was consulting physician to the skin department of the 
Paddington Green Children's Hospital. Conjointly with his 
brother, Dr. Tilbury Fox, he was the author of an “ Epitome 
of Skin Diseases," and also contributed largely to medical 
literature on dermatology. 

Dr. H. G. Adamson writes as follows: — 

It was my good fortune to have been associated with the 
late Dr. Colcott Fox as his assistant in hospital work during 
several years, and to have thus had the benefitof his teaching 
and example. Many of those who now practise dermatology 
in London have been similarly pupils of Dr. Fox ; and none 
can have worked with him without being in some degree 
infected by his enthusiasm, without gaining much from the 
example of his accuracy in clinical observation, without 
gleaning something from his vast store of knowledge of 
the literature of diseases of the skin, and without 
being stimulated by his kindly advice and criticism. 
Dr. Colcott Fox regarded himself as one who wrote 
little, but while he was no prodigal writer he actually 
contributed very largely to the literature of derma¬ 
tology. His contributions were often brief, for the 
reason that he was careful always that every fact 
and statement should be as nearly as possible* scien¬ 
tifically accurate. 8everal complaints with which we 
are now familiar were first observed and noted by 
him, and he helped very largely to sift out and to 
establish the identity of a good many more. Among the 
diseases with which the name of Colcott Fox will always be 
associated are the now well-known papular urticaria of 
childhood—lichen urticatus ; a vacciniform dermatitis of 
babies; “ringed eruption," now known as granuloma 
annulare; dermatitis ftctu of neurotic women and of 
malingerers; and the whole group of tuberculides. He was 
an authority on drug eruptions, and edited and contributed 
valuable notes to Morrow’s monograph on this subject. In 
more recent years he carried out a large amount of research 
work in connexion with the biology of ringworm, and a few 
years before he retired from practice he wrote for Allbutt 
and Rolleston’s “System of Medicine" articles upon the 
eruptions of staphylococcic and of streptococcic origin, 
pityriasis, botryomycosis, urticaria, angioneurotic cedema, 
urticaria pigmentosa, lichen urticatus, erythema, granuloma 
annulare, prurigo, Schamberg’s disease, pemphigus and the 
pemphigoids, epidemolysis bullosa, and mycosis fungoides. 
Each of these articles is a monograph stamped with hi** 
characteristic thoroughness, and embodying nis own par¬ 
ticular views and his extensive knowledge of literature of 
the particular subject dealt with. Throughout his career it 
was the hobby of our late beloved master to gather together 
the numerous* monographs upon the diseases which he made 
his life’s study, and he left as a legacy to future derma¬ 
tologists his unique and invaluable collection which is now 
in the library of the Royal Society of Medicine, and which 
bears upon its volumes the following inscription : “ In Usum 
Amicorum et Fratrum Hunc Librum D.D. Thomas Colcott 
Fox, M.D. MCMXIII." 

We are indebted to Dr. J. J. Pringle for the following appre¬ 
ciation of Dr. Colcott Fox, who was certainly one of the ablest 
dermatologists that the English schools have produced : — 

I trust that I may be permitted to add some remarks to 
your obituary notice of my friend Colcott Fox. His work, 
being almost exclusively dermatological, was consequently 
duly appreciated only by fellow workers in the same branch 
of medicine. But both at home and abroad his conspicuous 
merit received full recognition, and I can confidently say 
that he influenced British dermatology more powerfully than 


any of his contemporaries. Peculiarly graceful appreciation 
of this fact was acknowledged by Sir Malcolm Morris, when 
he yielded pride of place to him as President of the 
Dermatological Section of the Royal Society of Medicine in 
succession to the late Dr. Radcliffe Crocker. Almost all of 
our most prominent dermatologists of the present day must 
be included among his pupils and came under the spell of 
his enthusiasm ; their devotion to him was justifiably great 
and by them his teaching will be handed down to posterity. 
Colcott Fox’s name is not associated with any startling 
discovery or linked on to any special disease; he wrote 
no popular text-book; he was too conscientious to condescend 
to the perpetration of professional “ pot-boilers." But he 
traversed and illuminated the whole length and breadth of 
the dermatological field, and touched no subject without 
adorning it. His consummate mastery of detail did not 
militate against his breadth of conception ; he saw both the 
trees and the wood. I was associated with Colcott Fox for 
15 years as cosecretary of the Dermatological Society of 
London, and during that time I learnt to appreciate his 
many qualities of heart and mind, his wonderful tolera¬ 
tion of everything, except humbug, pretension, or crooked¬ 
ness, and the extraordinary depth and manysidedness of 
his knowledge. Had he cared to do so, he might have 
claimed priority of observation of many cutaneous con¬ 
ditions which have been accredited to others ; but his almost 
overwhelming generosity constrained him from doing so. No 
more lovable man ever existed ; his friends were many and 
true-hearted, and their deepest sympathy goes out to his 
mourning widow who guarded him andguidedhim with such 
exquisite solicitude and tenderness throughout the dark days 
of his failing years. _ 

WHARTON P. HOOD, M.D. St. And., M.R.C.S., L.S.A. 

Dr. Wharton Hood, who at his recent death was in his 
eighty-third year, was the son of Dr. Peter Hood, a well- 
known London practitioner. In 1855 he became a Member 
of the Royal College of Surgeons of England, and graduated 
as M.D. St. And. in 1862. He received his medical educa¬ 
tion at King’s College, and was house physician to King’s 
College Hospital. Later he became exceedingly well known 
as a surgeon for cases of sprain and joint injury. 

The story of how Wharton Hood took up the class of prac¬ 
tice with which his name is so well associated is curious. 
Hutton, a well-known bone-setter in the “ sixties," was ill 
and was attended by Dr. Peter Hood. In return for his 
attendance Hutton offered to teach the son of Dr. Peter Hood 
his methods. On the advice, with certain qualifications, of Sir 
James Paget and Sir William Fergusson, Hood accepted the 
offer, watched Hutton’s practice, and studied the manipula¬ 
tions of the bone-setter. On Hutton’s death Dr. Wharton 
Hood published in The Lancet a series of papers on 
Bone-Setting (So-called) which aroused great interest amongst 
the profession. Previous to 1871 Dr. Wharton Hood was 
in general practice with his father. On the issue of these 
papers various cases of injury were sent to him, and in con¬ 
sequence of a discussion on the question he began to attack 
the established practice of prolonged rest which was con¬ 
sidered necessary in the treatment of the type of injuries 
which were coming under his care. Wharton Hood, in the 
late “ seventies," adopted for recent injuries the treatment 
which is now common—that of massage and early movement 
in injuries to joints, and massage in fractures. Amongst 
some of the medical profession unjust views were held as 
to the ethical character of his methods. A friend of 
Wharton Hood, very intimately connected with him in his 
practice, has often stated that in the course of many years 
he never heard Wharton Hood criticise adversely the previous 
treatment in any case before him, even when attended by 
practitioners who held opposite views to himself, and some of 
the strictures applied to Hood must in these circumstances be 
described as outrageous. When Wharton Hood first took up the 
question of improving the treatment of stiff joints and allied 
conditions many practitioners might be said to have but a 
sketchy knowledge of the subject, and there is no doubt that 
when he retired From active practice he left his mark on 
surgery—some, indeed, would claim that he revolutionised 
the ordinary treatment in this class of case. 

Hood amongst his intimate friends was known and appre¬ 
ciated because of his large and generous views of others’ 
work, and his unfailing sympathy and kindness of heart. 
He was a fisherman and keen cricketer up to the time he was 
50. He was a constant attendant at Lord’s Cricket Ground, 
where many men of the staff have every reason to remember 
him. He was a remarkably good shot, and was generally 
interested in sport. He leaves one son and two married 
daughters. 
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Stebital Jjttfos. 


University of Cambridge.—A t the examination 
in 8anitar> Science beld recently ;the following candidates 
were successful in both parts of the examination :— 

Satish Chandra Biswas, Kalkobad Temool.jl Jungal walla, Gulabral 
Teckchand Makhijani, Gladys Montgomery, Charles Frederick 
Settle, and *Cblk Uing Wan. 

* Distinguished in Bacteriology. 

Examining Board in England by the Royal 
Colleges of Physicians of London and Surgeons of 
England. -At the Final Examination, held from April 4th 
to 25th, the following candidates were successful in the 
subjects indicated below 

Medicine. —A. M. Ahmad, Guy’s; E. B. Alabaster, Birmingham; R. 
Aspin&ll-Stivala, Guy’s; K. L>. Attendee, St. Bartholomew's ; A. J. 
Bado, St. Thomas’s; H. S. Baker, St. Bartholomew's; H. W. 
Barnes, King’s College ; H. J. Bensted, Guy’s; W. H. Blackburn; 
Cambridge and St. Bartholomew's; D. C. bluett, Cambridge and 
8t. Thomas’s; E. G. P. Boustield, St. Bartholomew's; D. S. 
Braebmat Pennsylvania and St. Bartholomew’s; H. G. Broadbridge, 
London; I. R. R. Brogden. Cambridge and Guy’s; W. W. K. 
Brown, St. Thomas’s ; L. J. F. Bull, St. Bartholomew’s; G. E. 
Burton, Cambridge and 8fc. Bartholomew^ ; H. H. Cattle and 
L. A. Celestln, St. Thomas’s; Hetty Ethelberta Claremont, 
Royal Free; A. H. Clarke, 8t. Thomas's; W. H. Coldwell, 
Westminster ; M. C. Cooper, London ; J. M. Courtney, St. Mary's ; 
W. M. Oromble, St. Thomas's; L. Cunningham, Cambridge and 
St. Bartholomew's ; R. C. Davenport, St. Bartholomew's ; A. F. R. 
Dove, Durham; A. B. Dumm»re, London ; S. G. Dunn, St. 
Bartholomew’s; A. W. F. Edmonds, Westminster; J. S. Ellis, 
Cambridge and Guy’s; P. O. Ellison, St. Bartholomew’s; H. S. 
Evans, Cambridge and St. Thomas's; L. W. Evans, St. Bartholo¬ 
mew's ; T. S. Evans. Cardiff and St. Mary’s; W. Farcjuharson, 
8t. Mary's ; H. W. Featherstone, Cambridge and Birmingham ; 

F. O. Fenrsen and G. Fdbrsen, London ; B. a. Fiddian, Cambridge 
and St. Bartholomew's; A. A. Fitch, Liverpool; M. R. V. Ford, 
Sheffield; F. C. A. Frith, Bristol; W. V. Gabe and W. B. Gabriel, 
Middlesex ; G. T. Garraway, University College ; L. S. Gathergood, 
Cambridge and Guy’s; Eva Louise Glasier. Manchester; G. A. 
Goolden, Cambridge and St. Thomas's ; G. C. Hartley. Birmingham ; 

A. N. Haworth, Charing Cross ; N. N. Haysom, St. Bartholomew's; 
Mary Isabella Hounsfield, Royal Free ; B. G. Howell, Cardiff and 
8t. Thomas's; G. P. B. Huddy, London ; Edith Caroline Hudgell, 
Royal Free; J. B. Hume, St. Bartholomew’s; G. K. E. Inman. 
Sheffield; B. B. Jareja, Cambridge and St. Thomas’s; Elizabeth 
Bthel Jenkins, Sheffield and Royal Free; J. R. John, Cardiff 
and Charing Cross; W. G. Johnston, St. Mary’s; G. E. 
Kidman, Guy’s; P. R. K. Kirby, University College; D. L. Lees, 
Bristol ; N. M. Lewis and E. B. Light wood, Westminster; Annie 
Lloyd, Royal Free; W. Marriott, St. Thomas’s; F. C. Mason, 
Middlesex; F. Mohamed. Cairo and Westminster; H. W. L. 

. Moles worth, London; E. C. de M. Morgan, Guy’s; G. Moulson, 
St. Thomas's; F. Newey, Birmingham ; F. P. Nicholas, Cambridge 
and St. George's; D. C. Norris, London; F. C. Ormerod, 
Manchester; Margaret Stuart Palmer, Royal Free; G. E. Paul, 
Madras and Middlesex ; J. A. P. Perera. Ceylon and London ; R. B. 
Price, Birmingham; J. S. Ranson, Westminster; It. Rau-Damodar, 
Madras and Middlesex ; Eveleen Blanche Gibson Hivington, Royal 
Free; C. Y. Roberts. St. Thomas's; Violet lone Russell. Royal 
Free; B. S&hai, Calcutta and Charing Cross; M. Schwartz, 
University College ; J. A. D. Skinner, Cambridge and St. Thomas’s ; 

A. C. Smith, Birmingham; D. M. Smith. Bristol; J. F. Smith, 
St. Thomas’s; R. J. Staley, Birmingham; D. Standing, Leeds and 
Birmingham; B. P. Stookey, Harvard ; G. C. Swanson, Glasgow; 
D. »*. C. Tasker, Bristol; J. P. R. Tennekoon. Ceylon and London ; 

I. Tcwfik. Cairo and Guy’s; H. M. Wharry. Oxford and 
St. Bartholomew^; J. de S. Wijeyeratne, University College; G. B. 
Wild, Manchester; A. Williams-Walker, Birmingham; A. G. P. 
Wills, Cambridge and St. Thomas’s ; C. B. Wise, Lausanne and 
University College; R. A. Woodhouse, Cambridge and St. Mary's; 
and R. S. Woods, Cambridge and St. George’s. 

Surgery. —W. AgAr, Birmingham ; G. C. Agarwala, London ; E. B. 
Alabaster, Birmingham; Hannah Katherine Alton. Royal Free; 
D. H. Anthony, St Mary’s; R. Aspinall-Stivala. Guy’s; K. Atkin, 
Cambridge and Manchester; I. Aubrey, University College; 

J. Aydon, Cambridge and St. Bartholomew’s; H. J. Bensted, 
Guy's; D. S. Brachman, Pennsylvania and St. Bartholomew's; 
J. P. Bracken, University College; I. R. R. Brogden, Cambridge 
and Guy’s; C. P. L. Carrier, Charing Cross ; A. S. Carter, Middlesex ; 
H. H. Castle and L. A. Celcst-in, St. Thomas's ; 1*. D. H. Chapman. 
Cambridge and Guy's; G. E. Chisscll, Middlesex; Hester Mary 
Church and Mabel Campbell Clark, Royal Free; A. H. Clarke, 
St. Thomas's; P. S. Clarke. St. Bartholomew's; H. M. Cohen, 
Baltimore and St. Bartholomew’s ; W. II. Coldwell, Westminster; 
W. M. Crombie. St. Thomas's ; Stephanie Patricia L. H. T. Daniel, 
Royal Free ; II. C. Davenport. St. Bartholomew s ; M. J. de Lemos, 
Bombay and King’s College ; F. P. G. de Srnidt, London ; A. F. R. 
Dove, Durham; S.G. Dunn, St. Bartholomew's; F. Dunphy,"West¬ 
minster; M. Dwyer. Leeds and St. Thomas's ; J. D. Dyson, Middle¬ 
sex; W. F. Kberli. Cambridge and St. Bartholomew’s; A. W. F. 
Edmonds. Westminster ; D. D. Evans. Cambridge and St. Bartholo¬ 
mew’s ; G. I. Evans. Oxford and St. George's; H. S. Evans. 
Cambridge and St. Thomas's ; H. W. Featherstone, Cambridge 
and Birmingham ; S. W. Fisk, Middlesex ; J. B. Flamer-Caldera, 
Ceylon and St. Bartholomew’s ; J. Fox Russell, Middlesex -, P. B. F. 
Frosaard. London; A. R. Fuller, St. Mary’s; D. H. A. Galbraith, 
Guy’s; G. T. Garraway, University College; P. M. J. Van 
Gehuehten, Louvain and London ; S. C. Ghose. Calcutta and St. 
Mary’s ; C. C. Goodall and F. H. S. Greenish, Cambridge 
and London; Ethne Haigh, Durham; J. C. N. Harris, Cam¬ 
bridge and St. Thomas's ; S. F. Harris, London; J. M. Harrison, 
St. Thomas’s; N. H. Harrison, Charing Cross; A. G. Harsant, 
London; N. N. Hay son, St. Bartholomew's; C. G. Hitchcock, 


London; C- E. Hopwood, Manchester; W. A. Hotaon, West¬ 
minster; Mary Isabella Hounalield. Royal Free; E. G. Howell, 
Cardiff and St. Thomas's ; Rdith Caroline Hudgell, Royal Free; 
8. Hutchinson, University College ; T. H. Jackson, Charing Cross; 

B. E. Jerwood, Cambridge and Guy’s; A. M. Jones, Charing Cross; 
T. Jones, Cambridge and Manchester ; T. Joekea, Leyden and St. 
Bartholomew's; R. D. Kamdin, Bombay and Charing Cross ; V. 
Kameneff, Moscow and University College ; T. L. Kan, St. Thomas’s; 
T. R. F. Kerby, Birmingham ; A..D Loganadan, Madras and London; 
R. P. Langford-Jones. University College ; E. B. D. Lau, Durham ; 

B. E. Lightwood, Westminster; Katharine Lloyd, Royal Free; 
H. B. Logan, Bristol and University College; P. G. McHvedy, 
Guy’s; S. S. Malkant. Bombay and University College ; P. a. 
Marshall, University College; F. C. Mason, Middlesex ; Adeline 
Mabel Matland. Royal Free; B. H. Mellon, National University. 
Ireland; A. A. Miller. Heidelberg ; H. W. L. Molesworth, London; 
T. D. Morgan, Cambridge and London ; A. Morford, St. Bartholo¬ 
mew's; A. G. Morris. Bristol; G. Moulson, 8t. Thomas's; J. J. 
Murphy and S. Muttiah, London; R. L. Newell, Manchester; P. 
Newey, Birmingham ; D. C. Norris. London ; J. D. Oliver, Dublin 
and Middlesex ; A. J. Orenstein, Jefferson; F. C. Ormerod, Man¬ 
chester; P. E. D. Pank, Cambridge and London; G. B. Paul. 
Madras and Middlesex; E. S. Phillips, Guy's; J. W. G. 
Phillips, St. Mary’s; R. R. Powell, Cambridge and St. 
Bartholomew's ; H. H. C. Pryn, Guy’s ; J. N. Pori. 
London; H. M. Quackenbos, University College; C. B. 
Reckitt, London; T. H. Rhys, Cardiff and Charing Cross; 
Eveleen Blanche Gibson Rivington. Royal Free; P. G. Russell. 
Middlesex; Violet lone Russell and Enid Eleanors Sanger-Davies, 
Royal Free; M. Schwartz, University College; J. A. D. Skinner. 
Cambridge and St. Thomas’s; R. J. Staley, Birmingham ; D. F. 
Standing. Leeds and Birmingham; W. Steadman, University 
College; B. P. Stookey. Harvard ; G. C. Swanson, Glasgow ; D. G. C. 
Tasker and R. H. Tasker. Bristol; H. W. Taylor, London; 
Lily Dorothea Taylor, Royal Free; H. Taylor, Liverpool ; R. O. 
Towend. London; W. J. Vance, Guy’s; H. C. Viehoff. Liver- 

r l; H. 8. Wacher. Guy's; G. B. Wild. Manchester; 

W. Willenberg, Ceylon and Middlesex; G. O. Williams, Cam¬ 
bridge and Bristol; A. Williams-Walker, Birmingham ; W. B. 
Wilson, St. Bartholomew’s; and C. E Wise, Lausanne and 
University College. 

Midwifery.— K. A. Anklesaria, Bombay and London ; C.W. Armstrong 
Oxford and London; I. Aubrey, Cardiff and University College i 
J. R. Banks, University College ; G A. Beyers, St. Bartholomew's ; 
Margaret Eliza Ejorkegren, Royal Free; W. H. Blackburn. 
Cambridge and St. Bartholomew's; L. G. Blackmore, Middlesex; 

C. J. L. Blair, St. Bartholomew's ; J. N, L. Blarney, St. Thomas’s ; 
N. Bonard, Geneva; D. S. Brachman. Pennsylvania and St. 
Bartholomew’s; C. V. Braimbridge, Cambridge and St. Bar¬ 
tholomew's; J. F. C. Brainc, Guy s; G. E Burt-on, Cambridge 
and St. Bartholomew’s; C. P. L. Carrier, Charing Cross; P. D. H. 
Chapman. Cambridge and Guy’s; Stella Churchill, Royal Free; 
W. J. Colborne, Charing Cross ; P. N. ICook, St. Bartholomew's ; 
W. T. Cooper, Charing Cross ; J. M. Courtney, Et. Mary's ; W. 
Cramer, Edinburgh and University College; W. M. Crombie, 
St. Thomas’s; W. S. Dawson, "Oxford and Sfc. Thomas’s; 

G. Day, St. Bartholomew’s; A. R. K. Dina, Bombay and 
Guy’s; J. D. Dimock. Middlesex; W. C. C. Easton. Man¬ 
chester; 1). D. Evans, Cambridge and St. Bartholomew’s; J. 
Fairbrother, Cambridge and London ; A. A. Fitch, Liver¬ 
pool; J. B. Flamer-Caldera, Ceylon and St. Bartholomew’s: 
A. Glrgis. London; E. O. Goldsmith, Cambridge and Sfc. Bar¬ 
tholomew’s; T. S. Greenaway, Westminster; J. R. Harris, 
Cambridge and St. Thomas’s; J. F. Haynw, Oxford and St. Bar¬ 
tholomew's; N. S. Hew itt, Cambridge and London ; B. B. Hickson, 
University College; Edith Caroline Hudgell. Royal Free; J. W. 
Hyatt, London; G. K. E. Inman, Sheffield ; B. E. Jerwood, 
Cambridge and Guy’s ; D. B. S. Jones, Charing Cross; T. R. F. 
Kerby. Birmingham ; G. E. Kidman, Guy’s ; R. T. Lewis. Cardiff 
and University College; Katharine Lloyd, Royal Free; K. A. I. 
Mackenzie. Oxford and St. Bartholomew’s; K. Masson, Cambridge 
and St. Bartholomew’s; T. E. Mieklem, Oxford and Guy’s; 

K. V. Muttukumaru. Madras and London; R. L. Newell, Man¬ 
chester; F. Newey, Birmingham; A. J. Orenstein. Jefferson and 
London ; E. S. Orme, Cambridge and St. Thomas's; F. C. Orruerod. 
Manchester; A. Orr-Ewing, Cambridge and Sfc. Bartholomew’s; 
A. Pastel, Paris and Charing Cross; W. D. Pear in an, Birmingham 
and St. Mary’s; M. Pearson, Guy’s; V. J. K. C. del 8. Perez y 
Marzan, University College; B. H. Pidcock, Sfc. Bartholomew’s; 

C. N. Ratcliffe, Liverpool; S. D. Rhind, St. George’s; Eveleen 
Blanche Gibson Rivington, Royal Free: A. Rodd, University College ; 
B.T. Rose. Birmingham; W. It. Rowlands, Liverpool; Violet lone 
RuBsell, Enid Eleanora Sanger Davies, and Elisabeth Henrietta 
Schwab, Royal Free ; S. N. Scott, Charing Cross; F. N. Sidebotbam, 
Cambridge and Guy’s; H. H. SiHey. University College; A. C. 
Smith, Birmingham; N. H. Smith, Cambridge and Liverpool; 
V. R. Smith, St. Mary’s; N. A. Sprott, Oxford and St. Thomas’s; 

H. G. Stormer, St. Thomas’s; G. C. Swanson, Glasgow ; G. B. 
Tarring. Oxford and Guy's; D. G. C. Tasker, Bristol; H. W. 
Taylor, London; I. Tewhk, Cairo and Guy's; O. S. Thompson, 
St. Thomas’s ; R. R. Traill, Cambridge and Guy’s; M. B. M. Tweed. 
Guy’s; It. C. P. Whitcombe. Cambridge and St. Thomas's; G. B. 
Wild, Manchester; G. C. Williams, Cambridge and Bristol; J. P. 
Williams, Cardiff and Westminster; T. P. Williams, Middlesex: 
A. Williams-Walker, Birmingham; C. E. Wise, Lausanne and 
University College; R. A. Wood house, Cambridge and St. Mary's ; 
K. M. C. Woodruff, Guy's ; and W. Yeoman, University College. 

The Ontario Medical Association.— The thirty- 
sixth annual meeting of the Ontario Medical Association, 
of which Dr. H. B. Anderson is President, will be held at 
Toronto from May 31st to June 3rd. The meeting should be 
a notable one, as great efforts are being made to organise the 
profession in order that a firm position may be taken in 
regard to the many questions of professional and public 
interest which will come up for discussion, among them 
being the Workmen’s Compensation Bill and the various 
matters which are being considered by the Commission on 
Medical Education. The address in Medicine will be 
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delivered by Dr. E. P. Joel in, of Boston, on the “ Treatment 
of Diabetes ”; the address in Surgery by Dr.de Wit Lewis, 
of Chicago; and the address in Gynaecology by Dr. J. F. 
Percy, of Salisbury, Ill. Arrangements havebeen made for 
a symposiumon “ The Role of the Nose, Mouth, Throat and 
Accessory Sinuses in relation to Systemic Disease.” Dr. 
W. A. Price, D.D.S., Cleveland, will deal with mouth 
infections, illustrated by a kinematographic demonstra¬ 
tion. “The Arthritides ” will be taken by Dr. Joel 
Goldthwait, of Boston, and the “ Nose, Throat, and 
Accessory Sinuses” by Dr. D. J. Gibb Wishart, Toronto; 
Professor Blackader, of Montreal, will deal with “ Drugs and 
Medicinal Agents considered from the Professional.National, 
and Economic Standpoint”; Dr. Justus Matthews, of the 
Mayo Clinic, will give a paper on “Tonsillectomy with its 
General Results”; and Dr. Solomon Solis Cohen, of Phil¬ 
adelphia, will discuss the “Treatment of Pneumonia.” An 
interesting feature of the meeting will be the discussions on 
“ The Returned Solder’s Problem from the Medical, Military, 
Vocational,and Economic Points of View.” Professor Stephen 
Leacock, of McGill University, will address the meeting, and 
it is expected that there will be representatives of the various 
military convalescent hospitals throughout the dominion. An 
invitation has been extended to the Canadian Medical Asso¬ 
ciation to hold its executive session in conjunction with the 
annual meeting, and it is hoped in this way to have a larger 
representation from the sister province than has been the 
custom in recent years. The medical officers of health will 
hold their annual convention on May 29th and 30th. Dr. 
F. Arnold Clarkson, 421, Bloor-street W., Toronto, is the 
secretary of the Ontario Medical Association meeting. 

Medical Society of London. —The annual 

general meeting of this society will be held on Monday, 
May 15th, at 8 P.M., at 11, Chandos street, Cavendish-square, 
W., to receive the reports of (1) Council; (2) honorary 
librarian; (3) chairman of House and Finance Committee, 
and to elect officers and council for next session. 

The late Mr. Joseph William Smith.— Mr. 

J. W. Smith, who was surgeon to the Northwich Infirmary 
and Weaverham Provident Dispensary, died recently at his 
residence at Weaverham, Cheshire, in his seventy-third year. 
He was the son of the late Dr. Samuel Smith, whom he 
succeeded in practice, and received his medical education at 
King’s College, London, qualifying in 1866 with the M.R.C.S. 
and L.M. and the L.S.A. He was greatly respected and had 
a large practice, while he found time to do much excellent 
public work. He was a member of the Cheshire county 
council from 1889 to 1913 and had been a county magistrate 
since 1895. 
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NOTES ON CURRENT TOPICS. 

Certifying Factory Surgeons. 

One of the recommendations of the Retrenchment Com¬ 
mittee was to save £12,500 a year to the Exchequer by the 
abolition of the reports of certifying factory surgeons. A 
deputation representing medical men interested in the 
matter has asked the Home Secretary' to reconsider the 
step thus suggested, but Mr. Herbert* Samuel intimated 
that he was prepared to give effect to the recommendation 
of the committee. 

Daylight Saving. 

By 170 votes to 2 the House of Commons on Monthly, 
May 8th, agreed to a resolution in favour of the advancement 
of the hands of the clock by an hour during the summer 
months so as to induce the community to take greater 
advantage of the early hours of daylight." On Tuesday the 
Home Secretary' introduced a Bill,'called the Summer Time 
Bill, to give legislative effect to this proposal. 

The Military Service Hill. 

The House of Commons began the Committee stage of the 
Military' Service Bill on Tuesday, May 9th. Long discussions 
took place on Clause 1., which applies compulsory military 
service to all male British subjects between the ages of 18 
and 41 resident in Great Britain. The question was raised 
of the application of this provision to a certain number of 
medical students. Mr. Long, who was in charge of the Bill, 
said that their cases must be considered by the tribunals, as 
he did not think that it would be possible to make any 
special provision for them. 

HOUSE OF COMMONS. 

Wednesday, May 3rd. 

Chemists in the Army. 

Mr. TYSON WILSON asked the Under Secretary for War 
whether there was a number of qualified chemists iu the 


army whose services were not being used to the best 
advantage, and whether in view of the demand for dispensers 
he would take steps in the interests of the army to utilise 
the skill and knowledge of these men.— Mt. Tennant 
answered: All medical units at home and abroad are fully 
supplied with dispensers. If any qualified chemists who are 
serving in combatant units make application to be trans> 
ferred to the Royal Army Medical Corps, the case of each 
applicant will be considered as vacancies for employment 
arise. 

De-examination of Dejected Recruits. 

Mr. Asquith, in the course of his speech introducing the 
Military Service Bill, said that it provided the power to 
enable the Army Council to review the medical certificates 
of those who had been rejected for military service on 
medical grounds since August 14th, 1915. The reason was a 
very simple one. As the standard of medical fitness had 
now been extended, and he thought very properly extended, 
and the men who were not fitted for active service abroad 
were now taken for less arduous duties, it was desirable in 
those cases that there should be at any rate an opportunity 
to review them. He believed that a great many of the men 
would be very glad that they should be so reviewed. 

Thursday, May 4th.- 
Dental Treatment of Troops in India . 

Captain C. Bathurst asked the Secretary for India 
whether, seeing that the men of the 4th Battalion Wiltshire 
Regiment and other British troops in India suffered con¬ 
siderably from dental caries and other dental defects, which 
materially affected their health, the same provision could be 
made for their dental treatment at the public expense, 
either by the Indian Government or by the War Office, that 
was made in the case of other British troops serving overseas. 
—Mr. Chamberlain replied: On receiving the letter in 
which my honourable friend called my attention to the case 
of the Wiltshire Regiment, I telegraphed to the Government 
of India. I am also communicating with the War Office on 
the subject. 

Soldiers and Smokers' Heart. 

Mr. J. M. Henderson asked the Under Secretary for War 
whether he was aware that there were a very large number 
of men of the Expeditionary Force in hospital with what 
was called trench heart, but which was really the result of 
excessive cigarette and tobacco smoking; and, seeing that 
the number of cases was increasing, would he have the 
matter looked into with a view to remedying the evil.—Mr. 
Tennant said in reply: A certain number of cases of dis¬ 
ordered action of the heart are occurring—the so-called 
soldiers’ heart. This is being, investigated in a hospital 
specially set aside for the purpose. We have no evidence 
that the number of cases is mcreasiug at present. By some 
observers this condition is attributed to excessive cigarette 
and tobaoco smoking, and this is being looked into by skilled 
experts. 

Medical ExaminatUm of Second-line Units . 

Mr. Ashley asked the Under Secretary for War whether 
all men at the time when they joined second-line Territorial 
units were medically examined to ascertain if they were fit 
for military servioe.—Mr. Tennant answered: All men are 
medically examined on enlistment and also as soon as 
possible after joining their units. 

Mr. Ashley : Is the right honourable gentleman aware 
that in a considerable number of these second-line units 
there is a number of men perfectly unfit and of no earthly 
use for military service ? It is a matter of common know¬ 
ledge. Will the right honourable gentleman have another 
medical examination made in order to save the country 
enormous expense?—Mr. Tennant: Yea, certainly, if my 
honourable friend will give me particulars of cases. 

Sir GVKinloch-Cooke : There are thousands of such 
cases. 

Major Hamilton : Is the right honourable gentleman 
aware that an order was recently issued that medical officers 
attached to these units are not to examine men when they 
join'?—Mr. Tennant: I think my honourable and gallant 
friend is mistaken. No such order has been issued. 

Major Hamilton : I have seen it in print. 

Monday, May 8th. 

Medical Deports on German Prison Camps. 

Mr. J. M. Henderson asked the Under Secretary for 
Foreign Affairs whether he would include iu the forthcoming 
White Paper on British Prisoner Camps in Germany the 
reports made by officers of the Royal Army Medical Corps 
who had returned from these camps.—Lord Robert Cecil 
replied: The White* Papers hitherto laid before Parliament 
have included correspondence with the United States Ambas¬ 
sador and reports received through His Excellency only. The 
reports made by officers of the Royal Army Medical Corps 
referred to by the honourable Member have no relation 
to the period covered by the reports whiota w r ill be included 
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in the forthcoming. White Paper, but relate to a con¬ 
dition of things at a previous date, nor could they now be 
included without very much delaying the issue of this paper. 
A considerable portion of Major Priestley’s report was 
embodied in the recently published report of the Government 
Committee on the treatment by the enemv of prisoners of 
war on the conditions obtaining at Wittenberg during the 
typhus epidemic. The question, however, of the separate 
publication of the reports made by officers of the R.A.M.C. 
who have returned from Germany will be considered. 

Mr. Hendepson : Surely the reports from men who have 
actually lived in the camps must be much more reliable and 
important than a report of a casual visitor.—Lord Robert 
Cecil: I quite agree, and the Government Committee was 
set up on purpose to consider all such reports and to get a 
true account of the condition of the prisoners drawn from 
those reports. 

Medically Unfit Soldiers. 

Major Hamilton asked the Under Secretary for War 
whether he would consider the possibility of posting men 
who were medically unfit after return from the front to the 
Army Reserve, or of demobilising them in the case of 
Territorial units, so that they could return to their home 
comforts for a few months while receiving massage or other 
medical attention by attending daily the nearest military 
hospital.—Mr. Tennant wrote in repl v: From a medical 
point of view the proposal is not advisable. The men 
described are much more likely to get fit to return to duty if, 
on discharge from hospital, they are treated in command 
depbts where they have the advantage of medical treatment 
and graduated exercises under proper control. 

Tuesday, May 9th. 

Medical Examination of Recruits. 

Mr. Ashley asked the Under Secretary for War whether 
he was aware that till recently Southern Command orders 
included an order to medical officers of units that they 
should at once medically examine all men joining to ascertain 
whether they were fit for general military service; that a 
short time ago an officer high in the medical service informed 
these officers that it was no business of theirs to inspect 
recruits, and that a fortnight ago an order was issued in this 
command that no medical inspection shohldtake place except 
for infectious diseases; and whether he would at once give 
instructions that medical examination by the medical officers 
attached to units was to be resumed, so as to avoid waste of 
public money by inefficient soldiers being retained for a con¬ 
siderable time in the public service.—Mr. Tennant answered: 
I am aware that there has been a change in the orders 
of the Southern Command in respect of this matter. Previous 
to the adoption of the system of examination of recruits by 
selected boards of R.A.M.C. officers, a large number were 
examined in the first instance by civil medical practitioners, 
and it was considered necessary that these men on joining 
their units should be re-examined by the regimental 
R.A.M.C. officer as the civil medical practitioners have not 
always the necessary experience in examining recruits. But 
now that all recruits are examined before enlistment by 
selected recruiting boards, the second examination by the 
regimental R.A.M.C. officer is not considered necessary 
except for the purpose of detecting infectious disease. As it 
is unnecessary, public money and public time is saved by its 
being abolished. 

Medical Men in Ross-shire and Petrol Supplies. 

Mr. Macpherson asked the Parliamentary Secretary to 
the Board of Trade whether he was aware that there was no 
petrol available in Ross and Cromarty for the use of mer¬ 
chants, surveyors, and doctors who had to use cars on 
account of the long distances and the lack of convenient 
railway facilities; and whether he would take the necessary 
steps to remedy this hardship.—Mr. Pretyman said in 
reply: I am afraid that in present circumstances there are 
bound to be difficulties in certain cases in securing adequate 
supplies of petrol. I believe that I have received a complaint 
from the district mentioned, and it is being dealt with by the 
Committee which the Board of Trade has recently appointed 
to take steps for the control of the supply and distribution 
of petrol. 

Wednesday, May 10th. 

Medical Men and Motor-car Taxation. 

Mr. Cathcart Wason asked the Chancellor of the 
Exchequer whether he was aware that the increased taxation 
of motor-cars used by doctors pressed on the medical pro¬ 
fession, and that the public interests suffered ; and whether 
he would take into consideration the desirability of making 
a further concession, with especial consideration to the in¬ 
creased price of petrol and the difficulty of obtaining it.— 
Mr. McKenna replied: I am considering all questions 
relevant to the proposed increase of motor-car licence 
duty, but I must add that it would be difficult to justify 
any change which would give members of the medical pro¬ 
fession—who only pay half duty—a greater proportional 
preference over other users of motor-cars. 


appointments. 


Successful applicants for vacancies. Secretaries of Public Institutions , 
and others possessing information suitable for this column, are 
invited to forward to Thh Lancet Office , directed to the Sub- 
Editor, not later than 9 o'clock on the Thursday morning of each 
week, such information for gratuitous publication. 

Ash, Alfred Edwin, M.D., Ch.B. Ylct., L.R.C.P. Lond., M.R.C.S., has 
been appointed Medical Officer of Health for Honiton (Devon). 

Bai>o, A. J., M.R.O.S., L.B.G.P. Lond., Resident House Surgeon at 
St. Thomas’s Hospital. 

Bluett, D. C., Casualty Officer at St. Thomas’s Hospital. 

Buatia, S. L., M.R.C.S., L.R.C.P. Lond., Resident House Surgeon at 
St. Thomas's Hospital. 

Campbell, Andrew, M.B., Cb.B. Edln., D.P.H., Resident Surgical 
Officer of the Birmingham and Midland Bye Hospital. 

Oastle. H. H., M.R.C.S., L.R.C.P. Lond., Ophthalmic House Surgeon 
at St. Thomas’s Hospital. 

Clarke, A. H., M.R.C.S.. L.R.C.P. Lond., Casualty Officer and 
Resident Anesthetist at St. Thomas’s Hospital. 

Crombie, W. M., M.R.C.S L.R.C.P. Lond., Obstetric House Physician 
at St. Thomas’s Hospital. 

Grose, John Sobey, L.R.C.P. Lond., M.R.C.S., Medical Officer and 
Public Vaccinator for the Abbotsham, Buckland Brewer, and Bide- 
ford Districts, and Medical Officer to the Workhouse, by the 
Bideford (Devon) Board of Guardians. 

Harris, J. C. N., M.R.C.S., L.R.C.P. Loud., Casualty Officer and 
Resident Anesthetist at St. Thomas’s Hospital. 

Harris, J. B., Resident House Physician at St. Thomas's Hospital. 

Hay, Percival J., M.D., Ch.B. Rdin., Honorary Ophthalmic Surgeon 
to the Sheffield Royal Hospital. 

Hensley, E. H. V., Resident House Physician at 8t. Thomss’s Hospital. 

Higgins, F. E., M.R.C.S., L.R.C P. Lond., House Surgeon and Resident 
Anesthetist at St. Thomas's Hospital. 

Howell, E. G., M.R.C.S., L.R.C.P. Lond., Resident House Surgeon 
at St. Thomas’s Hospital. 

Huxley. Frances M., M.D. Viet., Assistant Surgeon to the South 
London Hospital for Women. 

Hyman, O. H., Reddent House Surgeon at 8t. Thomas’s Hospital. 

Mackenzie. Lewis, F.R.C.9. Eog., L.R.C.P. Lond., Acting Tuber¬ 
culosis MedicAl Officer for the Borough of Barnstaple (Devon). 

Mavrogardato, A., M.R.C.S., L.R.C.P. Lond., Resident House Phy¬ 
sician at St. Thomas’s Hospital. 

Moulson, G., M.R.C.S., L.R.C P. Lond., Casualty Officer and Resident 
Anesthetist at St. Thomas's Hospital. 

Nairnk. N. 8., Casualty Officer at 8t. Thomas’s Hospital. 

Nutt, W. Harwood, M.D., Ch.B. Edin., reappointed Honorary Medical 
Officer in the Electrical Department of the Sheffield Royal Hospital. 

Pearson, Bllis, F.R.G.S. Edln., L.R.C.P. Edln., appointed Medical 
Officer for the Milton District by the Barnstaple (Devon) Board 
of Guardians. 

Simpson. Graham, F.R.C.S.Eng., reappointed Honorary Surgeon to 
the Sheffield Royal Hospital. 

Stormkr, H. G., M.R.C.S., L.R.C.P. Lond., appointed Casualty Officer 
and Resident Ansesthetist at St. Thomas's Hospital. 

Umanski, Augusta, M.B., B.Ch. Leeds, Assistant Medical Officer to 
the Infectious Diseases Hospital, Seacroft, Yorks. 

Vet, F. H., Resident House Physician at St. Thomas’s Hospital. 

Wilkinson, George, M.B., B.C. Cantab , F.R.C.8. Eng., reappointed 
Honorary Aural Surgeon to the Sheffield Royal Hospital. 


fatanms. 


For further information regarding each vacancy reference should be 
made to the advertisement (see Index). 

When the application of a Belgian medical man would be considered 
the advertisers are requested to communicate with the Editor. 

Barnsley, Beckett Hospital and Dispensary.— House Surgeon. 
Salary £250 per annum, with apartments, Ac. 

Belfast Municipal Sanatorium.— Temporary Assistant Resident 
Medical Officer. Salary £200 per annum, with board, Ac. 

Birkenhead Borough Hospital.— Junior House Surgeon. Salary 
£170 per annum, with board, Ac. 

Birmingham General Dispensary.— Resident Medical Officer, un¬ 
married. Salary £250 per annum, with apartments, Ac. 

Bolton Infirmary and Dispensary.— Female Second House Surgeon. 
Salary £200 per annum, with apartments, Ac. 

Bolton Union.— Resident Assistant Medical Officer for Townleys 
Hospitals, Farnworth, near Bolton. Salary £250 per annum, with 
apartments, Ac. 

Bristol Royal Infirmary.— House Physicians and House Surgeons. 
8alary at rate of £120 per annum, with board. Ac. 

Burnley, Victoria Hospital.— Female House Surgeon. Salary £160 
per annum, with residence. Ac. 

Bury Infirmary.— Female Senior House Surgeon and Female Junior 
House Surgeon. Salary £250 and £150 per annum respectively, 
with board, Ac. 

Cambridgeshire Asylum, Fulboum, near Cambridge. — Junior 
Assistant Medical Officer, unmarried. Salary £200 per annum, 
with board. Ac. 

City of London Hospital for Diseases of the Chest, Victoria 
Park, E.—Assistant Resident Medical Officer. Salary at rate of 
£150 per annum, with board, Ac. 

Dekhy County Asylum, Mickleover, Derby.—Locum Tenens. Salary 
£6 6 8. per week, with board, Ac. 

Dewsbury County Borough.— Female Medical Practitioner. Salary 
£300 per annum, and out-of-pocket expenses. 

Dudley, Guest Hospital.— Assistant House Surgeon for six months. 
Salary at rate of £120 per annum, with board, Ao. 

Galway Hospital.—R esident Medical Officer and Compounder of 
Mediolne. Salary £100 per annum, with apartments, Ac. 

Hastings, Bast Sussex Hospital —House Surgeon. Salary £100 per 
annum, with residence, Ac. 
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Hyde, Borough of.— Medical Officer of Infant Clinic and School 
Medical Officer. Salary at rate of £350 per annum. 

Kent Education Committer.— Temporary School Medical Inspector 
and Medical Officer of School Clinic. Salary at rate of £350 per 
annum, with travelling and sustenance allowances. 

King Edward VII. 'a Hospital for Officers. 9, Grosvenor-gardens, 
S.W.-lteaident Medical Officer. 

Leeds Public Dispensary.— Two Resident Medical Officers. Salary 
£200 per annum, with board. Ac. 

Lewisham, Borough of.— Tuberculosis Dispensary Medical Officer. 
Salary at rate of £250 per annum. 

London Temperance Hospital, Hampstead-road, N.W.—Non-resident 
Assistant House Surgeon for six months. Salary at rate of 
120 guineas per annum. 

Manchester Children’s Hospital, Pendlebury. — Two Female 
Resident Medical Officers, unmarried, for six months. Salary 
at rate of £100 per annum. 

Manchester, City of.— Female Medical Officer, to hold Consulta¬ 
tions and Infant Clinics at Maternity and Child Welfare Centres, 
Ac. Salary £350 per annum. 

Manchester Northern Hospital for Women and Children, Park- 
place, Cheetham Hill-road.—Female House Su-geon. Salary £120 
per annum, with apartments, Ac. 

Manchester, St. Marys Hospitals for Women ak» Children.— 
Resident Surgical Officer at High-street Hospital. Salary at rate 
of £150 per annum, with board, Ac. 

New Hospital for Women, Euston-road. N. W.— Female Senior Clinical 
Assistant to Out-patients. Also Two House Surgeons, House 
Physician, and Obstetric Assistant (all females), for six months, 
with board, Ac. 

Nottingham General Hospital.— Assistant House Surgeon. Salary 
at rate of £250 per annum, with board, Ac. 

Paddington Green Children’s Hospital, London, W.—Female 
House 8urgeon for six months. Salary at rate of £80 per annum, 
with board, Ac. 

Rochester, 8t. Bartholomew’s Hospital. Kent.—Clinical Assistant. 
Salaiw at rate of £110 per annum, with board. Ac. 

Royal College of Surgeons of England.— Examiners and Pro¬ 
fessors and Lecturers. 

Salisbury General Infirmary.— House Surgeon and Assistant House 
Surgeon, unmarried. Salary £150 and £100 per annum respec¬ 
tively. with apartments, Ac. 

Sheffield, Jessop Hospital for Women.— Female Junior House 
8urgeon, unmarried. Salary £80 per annum, with board, Ac. 

Sheffield Royal Infirmary.— House Physician. Salary £120 per 
annum, with board, Ac. 

Sheffield Union Hospital, Fir Vale, Sheffield —Resident Assistant 
Medical Officer. Salary £400 per annum, with apartments, Ac. 

Vkntnor, Isle of Wight, Royal National Hospital for Con¬ 
sumption and Diseases of the Chest.— Assistant Resident 
Medical Officer. 

Victoria Hospital for Children, Tite-street, Chelsea, S.W.—House 
Physician. Salary £200 per annum, with board, Ac. 

West End Hospital for Diseases of the Nervous 8ystbm, 
73, Welbeck-street, W.—Clinical Assistants to Out-patients’ Phy¬ 
sicians. 

Wigan, Royal Albert Bdward Infirmary and Dispensary.— 
Senior House Surgeon. Salary £250 per annum, with board, Ac. 


$irtj|s, JStarriages, anb Jeatfta. 


BIRTHS. 

Barendt.— On May 3rd, at 65, Rodney-street, Liverpool, W., the wife 
of Frank Hugh Barendt, M.D. Lond., F.R.C.S. Eng., of a daughter. 

Cbagg.—O n May 1st, at Wymering, Hampshire, to Florence Bverllda, 
wife of Cecil Claude Cragg, M.D., Lieutenant. K.A.M.C.. a son. 

Dottridge.— On April 4th, at Portland Court, W., the wife of Cecil A. 
Dottrldge, M.B. Lond., of a daughter. 

Stephens.— On May 5th, at St. Giles. Malvern Link, Worcestershire, the 
wife of H. N. Stephens, late Staff Surgeon, Royal Navy, of a son. 


MARRIAGES. 

Fkhrsen—Nicholson.— On May 1st, at St. Augustine’s, Kilburn, Guy 
Fehrsen, Lieutenant, R.A.M.C., to Dorothea Bdith Warren, elder 
daughter of the Rev. J. B. Nicholson, C.F., and Mrs. Nicholson, of 
Swindon. 

McLly— Bartlett. —On May 6th, at Holy Trinity Church, Folkestone, 
Samuel McMurrlch Me Lay, Captain, R.A.M.C., to Florrie, only 
daughter of Mr. and Mrs. W. J. Bartlett, of Woodstock, Ontsrio, 
Canada. 

Parley—Elliott.— On May 8th, at St. Mary’s, West Kensington, 
Claud John Burgoyne Pasley, M.R.C.S., West African Medical 
Staff, to Blossom Emily, youngest daughter of the late Major 
William Elliott, Royal Artillery. 

Thatchkb—Annandale.— On April 27th, at the Episcopal Church of 
St. Leonard’s. Lass wade, Midlothian, Lewis Hay F. Thatcher, 
M.D., F.R.C.P. Edin., Captain. R.A.M.C.. to Sibyl Muriel, third 
daughter of James H. Annandale, of The Vale, Polton, Mid¬ 
lothian. _ 


DEATHS. 

Chester.— On May_5th, at Coney Gree, Upper Hatherley, Chelten¬ 
ham. Colonel William Litchfield Chester (late R.A.M.C.), aged 
65 years. 

Donald.— On May 3rd, at Oakley-street, Chelsea, Robert Donald, 
L.H.C.P. Edin., Captain, R.A.M.O. (T.F.). aged 55 years. 

Goddard.— On May 2nd, at Montalt-road, Woodford, Essex, Bertram 
Goddard, M.R.U.S., L.R.G.P. Lond., in his 49th year. 

Mansfield.— On May 7th, at Royal Naval Hospital, Haslar, Gosport, 
Deputy Surgeon-General 0. J. Mansfield, R.N., M.V.O., In his 
56th year. 

Wakley.— On May 3rd, at Laburnum Cottage, Chertsey, Harrlette 
Anne, widow of Thomas Henry Wakley, F.R.C.S. Eng. 

NJL— A fee of be. is charged for the Insertion oj Notices of Births , 
Marriages , and Deaths. 


Holes, j%rt Comments, anti Jttsfoers 
to Correspondents. 

SHOCK AND THE SOLDIER. 

To the Editor of The Lancet. 

Sir,—M any besides myself must have read with pleasure 
Professor G. Elliot Smith’s papers in The Lancf.t under 
the above heading. Talk of “ cowardice,” slacking,” 
“ malingering,” and the like, comes so readily from the 
superior but somewhat pedantic people, who so largely 
control our politics, and, I am afraid, are not altogether 
unknown in the domain of medical psychology, that it is 
almost a surprise to come upon articles written with snch 
engaging freshness, with so Kindly and comprehensive an 
appreciation of the real inwardness of the problems which 
Professor Smith discusses. 

Particularly valuable is the insight which we here obtain 
into the kind of temperament and character which furnishes 
the greater number of the victims of shock. No one 
who has even a small first-hand knowledge of the facts 
will suppose that these people are any less courageous 
than others. Many of them have given evidence of an 
effusive patriotism, of a willingness to risk careers and life 
itself in the present crisis, which makes the ineffectiveness 
of their sacrifice not a little disappointing and even tragic. 
What rendered their efforts unavailing was the disastrous 
reaction on their too sensitive nerves of the high strains, 
actual or anticipated, of the battle-field. 

In searching for remedies there is really no need to discuss, 
as some authorities are disposed to do, whether the 
phenomena are more psychical or more physical. In their 
ultimate analysis the two things do not perhaps admit of 
absolute differentiation. What is alone of importance is 
the pathological condition, with this double mental and 
material aspect, with which, as physicians, we have to 
deal. We are face to face with the fact that there 
is a class of persons who, by constitution and by their 
previous liie experience, are unfit for military service, 
and who yet, by enlistment or otherwise, are now in the 
army in considerable numbers. They are, in the main, 
gentle, often mentally brilliant creatures, for whom the 
rough and tumble of fife, whether in war or peace, are a too 
ungenial setting. In war they go under in the way we see. 
In peace they are fated to succumb in the struggle with less 
sensitive, stronger-nerved competitors, but in favourable 
circumstances may develop gifts which are ultimately of far 
greater importance to the world than the war aptitude of the 
more stably-organised. Unless work can be found for them 
for which they are qualified by previous training and 
experience the only thing to be done is to discharge them 
from the army, whatever expense the necessary pensioning 
of them until they have recovered from the injury sustained 
in the war may entail. We may perhaps hope that the 
knowledge we are now gaining will enable the neurologist 
of .the future by study of the life-history and heredity of 
applicants for military service to reject a large proportion of 
those who are liable to suffer from shock. 

A thing which has greatly surprised me is the naming of 
the symptoms in so many of the descriptions that are given 
of them “hysteria.” “Neurasthenia,” “melancholia,” 
even “hypochondria” I can understand, but “hysteria” 
seems to me in nearly all cases dubious, and, in far the 
majority, wholly inappropriate. Apart from soldiers 
returned from service, 1 nave notes of some 60 patients who 
suffered from Zeppelin scare during last summer’s raids. 
Among the men thus affected there was not a single instance 
which could with the utmost latitude of language, or at 
least by any stretch of the language which I am accus¬ 
tomed to use in describing symptoms, be appropriately spoken 
of as “ hysterical.” In the case of two women, who, on hear¬ 
ing the explosions, became at once unconscious and remained 
so for a considerable time, the name might apply; but in 
the large majority, even of my female cases, the symptoms 
had no relation to what is ordinarily understood by hysteria. 
Neurasthenia, verging towards melancholia and often 
involving complete and prolonged inability to concentrate 
upon work, was the main feature of the trouble in 
men. Among women the chief complaint was of dyspepsia 
and insomnia. How far the nervous system is permanently 
damaged or has its reactions thrown out of order only 
temporarily will not be known till we have more complete 
records or till peace is declared. In many cases, more espe¬ 
cially in men, it is impossible to feel any assurance that the 
disease will ever be entirely cured. One patient, a woman, 
has become definitely insane. I think it will be found in 
the end that many temperamental instabilities, which but 
for the war would have remained latent, or at least 
unobserved, have become more or less permanently 
manifest. I am, Sir, yours faithfully, 

London, April 25th, 1916. I. B. Muirhead. 
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HEALTH AND SANITATION IN NIGERIA. 

A -REPORT on the affairs of Nigeria for 1914 by Sir Frederick i 
Lngard has recently been presented to Parliament, the delay 
in its production being due to the unusual importance of 
the events of the year under review, which witnessed the 
amalgamation of the two Administrations of Northern and 
Southern Nigeria into a single Government, and the out¬ 
break of war in Europe with its consequential war in the 
Cameroons (adjoining Nigeria). The European population 
of the Colony and Protectorate is estimated at 3000, of whom 
about 1300 are officials. The native population is estimated 
at 17ft millions, the average density in the Northern 
Provinces being about 37 to the square mile, and in the 
Southern Provinces about 106. During the year there 
were 27 deaths amongst the European population, as com¬ 
pared with 13 in 1913, the increase being mainly due to war 
casualties on the Cameroon frontier. The number of 
European officials invalided was 61, as against 50 in 1913. 
Malaria is still the prevailing cause of ill-health among 
Europeans. There were amongst Europeans 6 deaths due 
to blackwater fever and 4 to yellow fever. The most 
common diseases among the native population are 
pneumonia, constipation and diarrhoea, anaemia, neu¬ 
ralgia, and rheumatic affections. Pneumonia is one of 
the most serious acute diseases from which the native 
suffers; it is most common during the cold harmattan 
season. There was a large increase in the number of cases 
of beri-beri reported, almost entirely in the Cross River 
districts ; 227 cases occurred with 5 deaths, none of these 
being Europeans. Dysentery showed an increase, and 
there was an epidemic of it in* the Udi prison, where there 
were 9 deaths. Emetine has been largely used in treat¬ 
ment, with good results. Nearly 90 per cent, of the cases 
of leprosy in the Southern Provinces occur on the River 
Niger in the neighbourhood of Onitsha, while the Eastern 
Provinces appear to be almost free from the disease. A 
modified system of segregation and isolation, by the estab¬ 
lishment of leper settlements or “villages” maintained 
by the native community, principally in the neighbour¬ 
hood of the larger towns^ has been introduced. A severe 
epidemic of small-pox occurred in the Ekiti country in 
the Southern Provinces. This district is believed to be 
the last stronghold of what remains of the now almost 
extinct Shopono, or smal 1-pox worship, which was once 
the scourge of Yorubaland. Action is now being taken by 
the Government to stamp out what remains of this per¬ 
nicious juju in the Ekiti country. A systematic investi¬ 
gation of the prevalence of ankylostomiasis has been 
’ instituted with a view to determining, if possible, to 
what extent this disease and malaria are responsible for 
the anaemia so common to the country, and drawing 
conclusions as to the efficacy of treatment by thymol and 
other drugs. There is no doubt that the disease is very 
widespread; the average number infected works out at 
about 43 per cent., but Europeans are practically exempt. 

Sanitary progress has been well maintained. The water- 
supply of Kano, which had been a source of anxiety for 
some time, was thoroughly investigated by the sanitary 
officer, who, inter alia , succeeded in isolating a hitherto 
unknown bacillus closely allied to the typhoid group. 
Drastic steps were taken, and the end of the year found the 
water-supply as much improved as it is ever likely to be 
until the installation of the proposed new supply from the 
River Shalawa. Two European officers were invalided 
from the Benue with trypanosomiasis, while 5 natives 
were admitted to hospital with the same infection, one of 
whom died from sleeping sickness. The sanitary officer pro¬ 
ceeded up the Benue to investigate the extent of the 
disease and to devise preventive measures. Special atten¬ 
tion has been given to steps directed against the possible 
introduction of plague from the Gold Coast and propaga¬ 
tion and spread of yellow fever. A beginning was made 
with the systematic training of intelligent young natives 
as sanitary inspectors, and the teaching of hygiene in. 
schools and by practical demonstrations is being continued. 

A REQUEST FOR INFORMATION. 

To the Editor of’TEE LANCET. 

Sir,— “Family Histories” should have little difficulty in 
solving his three queries. 

1. Xeic Sydenham Society. —You have already supplied him 
with information upon this point. 

2. Dr. Sanders, of York No medical directory 

was published at that time. As, however, Dr. Sanders 
was Lord Mayor of York, the town clerk of that citv would 
supply your correspondent with Dr. Sanders’s Christian 
name and details of his civic career. Possessed of his 
Christian name, Foster’s “Alumni Oxoniensis,” Greene’s 
“ Atheme Cantabrigiensis ” and graduate lists of other 
Universities (generally found in large public libraries) 
should be consulted as to Dr. Sanders’s parentage and 
academic achievements. 

3. Dr. llnl, t rt “dear old Pope.” as he was affec-| 

tionately called by the children of the Royal Family, resided 


at Staines, from which he was frequently summoned to 
Windsor Castle by Queen Charlotte to attend the Princess 
Amelia, then dying of consumption. He was a Quaker, and 
his memoir will be found in the “ Biographical Catalogue of 
the Society of Friends,” 1888. Under the heading “Medical 
Adventures on Hounslow Heath,” I published a short 
account of Dr. Pope in the IVest London Medical Journal, 
January, 1912. He is also frequently referred to in 
Pemberton’s “ Romance of the Princess Amelia.” 

I am, Sir, yours faithfully, 

S. D. Clippingdale, M.D. 
Holland Park-avenue, W., May 6th, 1916. 

SOUTH TRAVANCORE MEDICAL MISSION. 

This branch of the London Missionary Society in its report 
for the year 1915, giving a record of excellent work, seeks 
financial help for the better equipment of the branch hos¬ 
pitals and dispensaries in the coming year, pointing out 
that £8 supports a nurse annually, £5 a cot, and £3 an 
orphan. A summary of the work of the mission shows 
that it deals with 11* hospitals and eight dispensaries—189 
beds. There are 18 trained assistants and eight medical 
students. The new patients for the year were 115,482, and 
the surgical operations, including 642 major operations, 
8480. There were 36 male and 7 female patients in the 
Leper Asylum, and 21 children in the Orphanage. 

TO PIPE SMOKERS. 

To the Editor of The Lancet. 

Sir,—I think it is generally admitted that pipe-smoking in 
the tropics does not possess the same charm which it has in 
colder climates. The smoke seems to burn the tongue too 
readily, and the use of the pipe is generally abandoned in 
favour of cigars and cigarettes, until a return to cooler 
climates makes the smoker search for seasoned friends in odd 
forgotten corners. This was my own experience for nearly 
20 years until a few months ago I was introduced to the well- 
known calabash pipe. The result was a revelation, and pipe- 
smoking in the tropics became an abounding pleasure to me 
for the first time. It then struck me that perhaps the well- 
known sensation of “burning the tongue” might be really 
a temperature effect rather than au increase in ammonia 
content, acridity, or other chemical factors. 

The following experiments were therefore undertaken; 
and the results, with their tentative conclusions, may perhaps 
be of interest to your readers:— 

Data .—(«) A 5-inch bull-dog briar. Vulcanite mouthpiece. 
One month old. Bowl not much caked. (b) A small-sized 
calabash pipe. Removable inner bowl of meerschaum. 
Vulcanite mouthpiece. Two months old. Bowl fairly caked. 
(<•) Each pipe artificially smoked to the very end, by"the use 
of a rubber tube and a gas-pump, simulating normal condi¬ 
tions as closely as possible, (d) Bulb of a centigrade thermo¬ 
meter (certificated, non-registering) inserted in the rubber 
tube at i inch from the opening of the mouthpiece, and direct 
continuous observations taken. ( e ) The pipes allowed to get 
quite cool between each experiment. (/) Only well-known 
tobaccos used. 


Table of Maximum Smoke Temperaturee in. Degrees Fahrenheit. 



Air at 56° F. (i.e., 

| Air at 82 4° P. 

— 

mean temperate 

* (i.e.. mean 


climate) 

tropical climate 

Briar Pipe— 



Tobacco A (tine-cut and very 
moist) . 

107-6 

j 113*0 

Tobacco B (fine-cut, dry) . 

1058 

: m2 

,, C (coarse-cut, very dry) 

98-6 

100 4 

Calabash Pipe— 

> (N.B., Breath temperature, 91*4) 

Tobacco A . 

878 

89-6 

„ B. 

86*0 

87-8 

•• c .! 

82-4 

86-0 


Conclusions.— 1. Moist tobacco gives hotter smoke than 
dry tobacco. 2. Fine tobacco gives markedly hotter smoke 
than does coarse-cut tobacco. 3. Smoke from a briar is very 
considerably hotter in the tropics than in cold climates, 
especially with line-cut tobaccos. 4. Smoke from a briar is 
alienys hotter than the breath temperature, although with a 
coarse tobacco on a cold winter’s day the difference of 
temperature would be hardly noticeable. 5. Variations in 
air temperature or in the type of tobacco used hare compara¬ 
tively slight effect on the temperature of the calabash smoke 
—the latter being always cooler than the temperature of the 
breath. 6. According to the tobacco used, a calabash gives 
smoke which is 14 to 24 degrees cooler than a briar. 7. A 
coarse-cut tobacco, dry, and smoked in a calabash pipe 
would seem to be the acme of “ cool ” pipe-smoking. 

Iam, Sir, vours faithfully, 

Singapore, March 28th, 1916. * Gilbert E. Brooke. 
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MATERNITY DEATH-RATE IN CORNWALL. 

The medical officer of health for Cornwall, in hie annual 
report for 1915, alludes to the mortality from child-bearing 
in Cornwall, the death-rate being 4-5 per 1000 births com¬ 
pared with 4-0 for England and Wales. This mortality, 
rate depends principally on the quality of skilled assist¬ 
ance, before, during, and after the delivery of the mother, 
and the Cornwall County Nursing Association are trying 
to provide nurse-midwives in the rural districts, where at 
present none are resident. 

C. D. S.—lt is generally supposed that the Dr. Cains of 

. Shakespeare was in no way meant to represent the learned 
physician and second founder of Gonville and Gaius 
College, Cambridge. 

0. If'.—The academical costume of a Member of the Royal 
College of Surgeons of England is a black stuff gown 
with crimson satin facings. The gown of the F.R.C.S. is 
similar, but has more oonspicuous facings and a modified 
sleeve. The usual mortar-board with black tassel is the 
regulation cap, but hoods are not provided, having been 
considered emblematic of university degrees. 

Communications not noticed in our present issue will 
receive attention in our nest. 


METEOR.O LOGICAL READINGS. 

(Taken daily of 8J0 a.m. by Btewartfs Instruments.) 

Tn Lanoxt Offlee, May 10th, 1918. 
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BOYAL SOCIETY OF MEDICINE, % WlmpolB-Streat, W. 

MEETINGS OF SECTIONS. 

Tuesday. May lltb. 

THERAPEUTICS AND PHARMACOLOGY (Hon. Secretaries- 
W. Langdon Brown, Philip Hamtll. J. Gordon Sharp) r at 4,30 p.m. 

Annual General Meeting.—Election of Ofleen and Council for 
Session 1916-1917. 

Discussion : 

On the “Treatment of Diabetes by Alimentary Rest," will be 
opened by Dr. O. Leyton. 

Dr. Spriggs, Mr. Joseph Barcroft, F.B.S., Dr. Byffel, and Dr. 
Langdon Brown will take part. 

PSYCHIATRY (Hon. Secretaries—Bernard Hart, G. F. Barham): 
at 6 p.m. 

Annual General Meeting.—Election of Officers and Council for 
Session 1916-1917. 

Thursday, May 18th. 

DERMATOLOGY (Hon. Secretaries—A. M. H. Gray, J. B. R. 
McDonagh): at 5 p.m. 

Annual General Meeting.—Election of Officers and Council for 
Session 1916-1917. 

Exhibition of Cases (at 4.30 p.m.). 

Cases: 

Dr. George Pernet: (1) Tertiary Syphilis in a Woman treated by 
Intramine; (2) Urticaria Pigmentosa in an Intent. 

Dr. Graham Little •. (1) Parakeratosis Variegata; (2) Lichen 
Sorofuloeorum with Scrofulodermia. 
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(Hon. 


E. D. D. Davis): 
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at 5 p.m. 
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Will be shown by Mr. J. S. Fraser, Sir William MHUgan, Mr. 

Sydney Scott, Mr. W. M. Mollison, and others. 

Mr. W. M. Mollison : A Note on the Monochord. 
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Oumberb&tch): at 8.30 p.m. 

Annual General Meeting.—Election of Officers and Ootmcil for 
Session 1916-1917. 

Exhibition of X Ray and Electro-Medical Apparatus. Radiographs, 
Lantern Slides, Ac , will also be exhibited. 

Members wishing to show Plates, Ac., will kindly communicate as 
noon as possible with Mr. S. Gilbert Scott, 6, Bentinck-street, W. 

MEDICAL SOCIETY OF LONDON, 11, Chandoa-street. Cavendish- 
eqnare, W. 

Monday.— 8 p.m., Annas! General Meeting to receive the Reports 
of: —(1) Council, (2) Hon. Librarian. (3) Chairman, House and 
Finance Committee, and to Elect Officers and Council for next 
Session. 

LONDON DERMATOLOGICAL SOCIETY, St. Johns Hospital, 
49, Leicester-square, W.C. 
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BOOIBTY OF TROPICAL MEDICINE AND HYGIENE, 11. Ohandoe- 
street, Cavendish-square, W. 
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Operations. Mr. B. Hannan: Diseases of the Bye. Dr. Simeon: 
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Tuesday.— 2 p.m., Medical and Surgical Clinics. X Bays. Mr. 
Addison : Operations. Dr. Banks Davis: Diseases of the Throat, 
Nose, and Bar. Dr. Pernet: Diseases of the Skin. 

Wednesday.— 10 a.m. , Dr. Saunders: Diseases of Children. Dr. Banks 
Davis : Operations of the Throat, Nose, and Bar. 2 p.m.. Medical 
and Surgical Clinics. X Rays. Mr. Pardoe: Operations. Dr. 
Slmson: Diseases of Women. 

Thursday.— 2 pji., Medical and Sunrical Clinics. XRays. Mr. Gray: 

Operations. Mr. B. Harman : Diseases of the Bye. 

Friday.— 10 a.m.. Dr. Slmson: Gynroological Operations. Evjf., 
Medical and Surgical Olinios. X Rays. Mr. Addison: Opera¬ 
tions. Dr. Banks Davis: Diseases of the Throat, Nose, and Ear. 
Dr. Pernet: Diseases of the Skin. 

Saturday.— 10 a.m., Dr. Saunders: Diseases of Children. Dr. Banks 
Davis: Operations of the Throat, Noee, and Bar. Mr. B. Hannan: 

S pe Operations. 2 p.m,, Medloal and Surgioal CUnios. X Bays, 
r. Pardoe: Operations. 

NORTH-EAST LONDON POST-GRADUATE COLLEGE, Prince of 
Wales’s General Hospital, Tottenham, N. 

Monday.— Clinics:—10.30 a.m.. Surgical Out-patients (Mr. B. 
Gillespie). 2.30 p.m.. Medical Out-patients (Dr.T. R. Whlpham): 
Gynaoological Out-patient* (Dr. Banister). 3 P.M., Medical 
In-patients (Dr. R. M. Leslie). 
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LINKS IN A CHAIN OF RESEARCH ON 
SYPHILIS. 
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Mr. President and Gentlemen, —It will be remembered 
that, in the “side-chain” theory, Ehrlich considered that 
the anion between antibody and antigen was due to chemioal 
affinities which each of these bodies possessed for one 
another. Then Ehrlich conceived the idea that the principle 
could be applied to treatment, “chemotherapy” being the 
oame wiiMi the application later received. 

Chemotherapy. 

The principle was shortly this : To Hod drags, the chemical 
groups of which would combine with the chemical groups of 
the parasites to be attaoked, without combining with the 
chemical groups of the host’s cells. The chemical groups 
of both the drags and the cells received the name of 
44 chemoceptors.” The disease which Ehrlich hoped to com¬ 
bat was sleeping sickness, and as arsenic was the body which 
appeared to have the greatest influence upon the disease 
experiments were undertaken with this metal. 

For some time after the commencement of his experiments 
Ehrlich appears to have been of the opinion that the sole 
receptors between the chemical groups in the protoplasm 
of the parasites and in the drugs used were the arsenic 
receptors. How Ehrlich could ever think that arsenic would 
find ite chemical affinity in the protoplasm of cells, and it is 
to be remarked, in only certain cells, is difficult to understand, 
and it is surprising that most of ns should still consider that 
this element is of paramount importance in the synthetic 
antisyphilitic remedies. That other receptors existed as 
well was shown only when it was noted that the action of 
areeno-pheny 1-glycine was not affected by previously sub¬ 
jecting the parasites to the action of the arsenic derivative 
of phenyl- oxy-acetic acid. Then it was assumed that acetic 
acid receptors existed as well. As fatty acid receptors were 
said to exist in the protoplasm of the parasites, it was only 
logical to suppose that amino-acid receptors would be found 
there also. Working upon this hypothesis Ehrlich discovered 
salvarsan. 

According to Ehrlich, salvarsan works by means of its 
arsenic reoeptors and its ortho-amino-phenol receptors. 
When it was discovered later that a certain drug had a fatal 
action on one kind of parasite and not upon another kind, 
although in both instances a “combination” occurred 
between the drug and the bodies of the parasites, some 
farther explanation of the action of salvarsan was required. 
Consequently, salvarsan was stated to act in the following 
way : The arsenic was considered to be the toxophore group, 
the benzene ring the carrier, and the amino groups the 
faaptophore groups. 

Summing up Ehrlich’s views as to the mode of action of 
salvarsan, we find that a union takes place between the drug 
and certain parasites, with a destructive action upon the 
latter. What the nature of the union is, and why the death 
of only certain parasites should follow, are not explained. 

There are two facts which stand out in Ehrlich’s work on 
ohemotberapy, and which appear to have been overlooked by 
him and his school, but which, nevertheless, are important, 
as they go some way towards explaining the modus operandi 
of the subject. The first fact is that trypanosomes can be 
rendered arsenic-fast, and that organisms which hare been 
rendered arsenic-fast are immune to arsenical compounds 
only. To this there Is an important exception. For 
instance, it was found that organisms which had been 
rendered immune to the arsenical compounds were algo 
immune to pyronin. The other fact is that, although 

1 Lecture I. waa published in The Lakcat of May 13th, 1916, p. 981. 
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salvarsan could be proved to enter into 11 combination ” with 
the bodies of many, if not of all, parasites in vatteo, it did 
not necessarily exert a fatal action upon them all, bat only 
upon organisms such as the trypanosome, the spiroohssta 
pallida, the spirillum of recurrent fever, &c. 

From the points I have already brought forward dealing 
with the cause of syphilis, the chemistry of the organism, 
and the rationale of the Wassermann reaction, I will 
attempt to explain what is the probable action of salvarsan. 
When this is complete I will deal with some points about 
the chemistry of the drug aDd its allied bodies, and then 
with the lines of research along which I thought chemo¬ 
therapy would afford the best results, culminating in my 
discovery of some new drags whieh are considerably less 
toxic than the arsenical compounds. 

Mode of Action of Antisyphilitug Drjjos. 

Before discussing the mode of action of the antisyphilitio 
drugs it is necessary first to pay some attention to the way in 
which the body naturally protects itself against syphilis. 
The protective power of the body can be divided into two 
groups: (1) the power which acts generally-—i.e., the lipoid-, 
globulin molecules of the serum ; (Z) the power which acts 
locally—i.e., the plasma cells. 

The plasma cell is typical of chronic inflammation, what¬ 
ever be the cause thereof. In all instances the plasma cell 
is morphologically the same, but, although its gross action is 
similar in every instance, it is nevertheless specific in each 
case. To be more exact, one shonld call the specificity a 
group specificity, not an individual specificity, since the 
plasma cells behave in the same manner, as is to be hare 
described, in trypanosomiasis as in syphilis, and also in some 
other diseases. This speoifioity exhibited by the pla sm a 
cells is the same as that exhibited by the lipoid-globulin 
molecules of the serum, and, so far as it concerns cheraon 
therapy, it is solely due to certain physical properties which 
these two protective powers possess in protozoal diseases. In 
other words, the specific notion of the synthetic antisyphi- 
litic remedies is not due to chemico-physical properties 
which constitute specificity, as ws see it in infections and in 
specific immunity reactions. 

Properties of Antiprotozoal Lipoid-globulin Molecule*. 

Consideration must now be given to these peculiar 
physical properties of the antiprotozoal lipoid-globulin 
molecules. The lipoid-globulin molecules in the serum of 
protozoal diseases, especially in syphilis, are characterised 
by their large size and their increased adsorptive capacity. 
As the disease becomes more and more chronic, the size of 
the molecules and their adsorptive capacity increase. As 
has been already explained, a parasite is vanquished in vivo 
by a change which takes place on its surface. This change 
causes a local alteration of the surface tension, which so 
disturbs the normal permeability that the organism perishes. 
This change is brought about by adsorption. Like most 
physical and chemiao-physioal reactions, the phenomenon of 
adsorption is dependent upon active oxygen. Therefore some 
ratio exists between the destructive power of a molecule and 
its supply of active oxygen. In the early stages of the 
disease it is naturally to be expected that the supply of 
active oxygen will be as great as the body without extra- 
assistance can manage. If the supply of active oxygen is 
not sufficient to rid the host of its parasites, the disease 
becomes chronic, and, all the direofc methods of producing 
active oxygen having failed, the host is obliged to obtain 
it indirectly. Active oxygen is obtained indirectly by in¬ 
creasing the reducing action ; hence the reason why the 
lipoid-globulin molecules are larger and have a greater: 
adsorptive and reducing, action in late than in early cases of 
syphilis. 

There are three actions exhibited by the lipoid-globulin, 
molecules in the serum : (1) adsorption ; (8) oxidation ; 
(3) reduction. In virtue of the size and of the increased 
adsorptive capacity of the antiprotozoal lipoid-globulin 
molecules, it will follow that their powers of oxidation 
and reduction may be enhanced by oxidising and reducing 
agents, and that a ratio must exist between the amount 
of active oxygen and active hydrogen produced and the 
degree of the adsorbed state in which the oxidising and 
reducing agents are. 

More light can be thrown on this interesting subject if 
attention be now paid to the active oxygen and active 
hydrogen Contents of cells. This may be best done* by 
x 
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referring to the oxygen positions in the cells as a chain, 
“ the oxygen chain,” and then by referring to the hydrogen 
positions. Each link of the oxygen chain is made np of a 
peroxide and a ferment (peroxidase), which activates it in 
various degrees, according as to whether the first or last 
link of the chain is being dealt with. The first link is the 
red blood corpuscle, which contains a peroxide and a 
peroxidase; the ferment action is further increased by the 
iron ip the haemoglobin, which acts as a catalyst in the form 
of an hydroxide. Oxidising enzymes have their action 
increased by metals; attention need only be drawn to the 
accelerating action manganese has upon some plant oxidases 
in support of this statement. Red blood corpusoles supply 
every tissue with oxygen in an active state 

The next link in the chain is a mast cell, one of the func¬ 
tions of which is to supply the basal cell layer of the 
epidermis with the active oxygen for the tyrosine* tyrosinase 
reaction, which results in the production of pigment, and 
this is one of the protective mechanisms of the body. In 
support of this statement reference need only be made to the 
well-recognised increase of mast cells in urticaria pigmentosa, 
ephelides, and all known pigmentary affections of the skin. 
Another function is, possibly, to supply the next link with 
free active oxygen—namely, the nuclei of the cells of 
inflammation. 

The next link in the chain is an eosinophile cell, the action 
of which is probably analogous to that of the mast cell. 
Between these two cells there is a fundamental difference, 
which is a difference of reaction. The mast cell granules are 
basophilic, the eosinophile granules are acidophilic. In 
some chronic infections the mast cell predominates; in 
others the eosinophile cell is most to the fore; both are 
carriers of peroxidases, hence the reaction of the base, as to 
whether it is acid or basic, possibly plays some r61e in the 
combating of infections. 

The nuclei constitute the next link, as they contain a 
peroxide and a ferment (peroxidase) for activating the same, 
but this ferment is not nearly so strong as the peroxidase in 
the first three links. The activated oxygen in the nucleus is 
used mainly for the purpose of division, and partly by the 
protoplasm of the cell. 

The last link in the chain is the protoplasmic, which con¬ 
tains a peroxide, but only a feeble peroxidase. The main 
peroxidase probably comes directly from the nucleus, and 
indirectly from other cells which contain peroxidases, through 
the blood serum. The oxygen positions are those in which 
active oxygen can be demonstrated, the active oxygen being 
formed by the action of ferric hydroxide protein (per¬ 
oxidase) on hydrogen peroxide (peroxide) according to the 
following equations:— 

R.Fe + 4H*0 = R.Fe (OH) 8 + 4H- + OH' 

R.Fe (OH) 8 + 5H + 2 H 2 O 11 = R.Fe + 6H a O + O" 

The hydrogen positions are to be found very marked in 
the mast cell granules, in the lipoid-globulin “envelope” of 
nucleoli and in the protoplasm of plasma cells. These 
positions are recognised by the affinity they possess for 
pyronin, and by the ease with which they decolourise 
methylene violet, methyl green, and malachite green. 

The reducing action of the lipoid-globulin molecules, or, 
as it may be called, the reducase system, is analogous to 
the oxidising action or the oxidase system. A perhydridase 
takes the place of a peroxidase, and a perhydride the place 
of a peroxide. The action of a perhydridase on a perhydride 
is to form active hydrogen, whioh corresponds to the active 
oxygen in the oxidase system. The perhydridase is a 
di-sulphide protein, and the equation of its action is as 
follows: — 

2 R.8H + S = Ha8 + R.8.8.R. 

R.8.8.R. + 2H + 40H = R.S. + R.8H. + 2H a O a + H* 

It is seen, then, that in the reducase system a non- 
metal takes the place of a metal. 

Besults of Treatment with Metals and Non-Metals. 

Summing up the last few points, it may be noted that 
metals increase the production of active oxygen, and non- 
metals the production of active hydrogen. Therefore, from 
what has gone before, it will now be seen that extra active 
oxygen can be produced in the serum of the host, directly 
by the administration of strongly adsorbed metallic com¬ 
pounds, and indirectly by the administration of strongly 
adsorbed non-metallic compounds. Without treatment, the 


lesions of syphilis vanish because the lipoid-globulin 
molecules of the serum and the plasma cells contain a 
stereo-chemical moleculal configuration homologous to those 
of the parasitic lipoid-globulin molecules, an homology which 
is necessary for perfect adsorption, and because they contain 
active oxygen necessary for the adsorption which is formed 
directly by iron hydroxide and indirectly by a disulphide. 

Since we do not know the chemical formula of the 
protozoal lipoid-globulin particles, it is impossible to 
synthesise a compound homologous to them. Therefore the 
only way in which we can assist the host is to increase his 
supply cf active oxygen, which we do directly with arsenic, 
aluminium and iron, and possibly also with antimony, and 
indirectly with iodine and sulphur. The degree of action of 
these elements is regulated by three factors, which will be 
more fully discussed later, but it may be mentioned here 
that they are (1) molecular weight; (2) valency; (3) as to 
whether the compound is strongly adsorbed or not. 

Treatment then assists the host’s resistance by increasing’ 
his amount of active oxygen. Therefore, treatment destroys 
the parasites indirectly, and not directly, as Ehrlich 
thought. 

A most interesting point now arises—namely, why are the 
spiroebsetae destroyed more quickly than the other phases, 
and why so quickly by the metallic compounds ? Chemistry 
showed that the male gamete, or spirochseta pallida, had the 
strongest reducing action of all the phases. In in vivo 
staining it showed a marked affinity for methylene-red, and it 
increased the reducing action of the female cell after 
impregnation. In this very strong reducing action in my 
view lies the solution of the problem as to why the adult 
male phase, the female phase after impregnation, and not 
the other phases, stain with silver nitrate in Levaaiti’s 
method of staining, and as to why metallic compounds act 
more markedly upon the first two than do the non-metallic 
compounds. 

The reducing action is due to an unsaturated fatty acid—a 
substance in which the male cell is specially rich—for two 
reasons: (1) because it is the result of an intracellular 
development; (2) because it has a very important function 
to perform—namely, that of impregnation. In other phases 
where the metabolism is less active and the cells are more or 
less in resting forms, the fatty acids are more likely to be 
saturated than unsaturated. The more unsaturated a fatty 
acid is in a complex the more free hydroxyl groups will there 
be. To these free hydroxyl groups different chemical sub¬ 
stances can become attached, especially if they are free 
metals possessing a positive charge; therefore the spirochseta 
pallida, owing to the fact that it contains more free hydroxyl 
groups, can have its lipoid-globulin molecules altered by 
substances which combine immediately with them. 

In staining tissue with silver nitrate in order to get a black 
colour two things are necessary: one is that the silver must 
be adsorbed ; the other is that it must be reduced in situ. 
Owing to the free hydroxyl groups in the lipoid-globulin 
14 envelope ” of the spirochaeta pallida the silver is readily 
taken up and reduced by the pyrogallic acid. In the other 
phases, on the other hand, there are no free hydroxyl groups 
to take up the silver, so they therefore cannot stain black. 
The action of the metallic compounds is also to be explained 
in this way. 

The arsenic, aluminium, and iron in their respective 
compounds—sal varsan, aluvine, and ferrivine—become 
liberated after the amino groups in the compounds have 
become adsorbed by the lipoid-globulin molecules. The free 
metals, being positively charged and tri-valent, will adsorb 
three atoms of the negatively charged hydroxyl ion, and, as 
more of the metal becomes deposited in those positions in 
which the parasites are located in their avidity for free 
hydroxyl ions, they will naturally seize upon some belonging 
to the adult male phase and to the female phase after 
impregnation, hence the immediate death of these two 
phases. 

As there are no free hydroxyl groups in the other phases 
the metals cannot become so readily attached to them. 
The destruction of the other phases is brought about 
indirectly by the stimulating effect the metals have upon 
the adsorptive action of the protoplasm of the plasma cells 
and of the lipoid-globulin molecules (antibody) of the serum. 
Therefore, the action of sal varsan upon the spiroch&tse is 
wholly a direct one, and upon the other phases an indirect 
one. 
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Mode of Action of Saloanan. 

The question might now very naturally be asked, if the 
action of salvarsan is an indirect one, why arsenic should 
be more active than mercury, since under ordinary circum¬ 
stances the latter is a more powerful antisyphilitic remedy. 
In my opinion, arsenic acts as a catalyst— i.e., it accelerates 
a reaction going on spontaneously, but more slowly without 
its assistance. Mercury possibly acts in the same way, but 
in virtue of its high atomic weight, its action is more probably 
felt in the influence it exerts on mechanical adsorption. 

A ratio exists between the intensity of action of a 
catalyst and the degree of the colloid state in which the 
catalyst is. In salvarsan the arsenic is in a colloidal state, 
hence its action would necessarily be greater than that of 
any mercurial compound which we are in the habit of using. 
The proof of what has been said can be found, if we com¬ 
pare the action that different manganese compounds have 
on plant oxidases. Manganese formate, for instanoe, has 
nothing like such a powerful accelerating action upon plant 
oxidases as manganese hydroxide. The latter is colloidal, 
and the former is not. 

In many other synthetic organic arsenical compounds the 
arsenic is also in a colloidal state, but the action of the drug 
is very inferior to that of salvarsan. Therefore this fact at 
once suggests that salvarsan, when injected, becomes fix?d 
to the substance which the arsenic is going to accelerate, 
and it proves that a ratio exists between the therapeutic 
action of a drug and the degree of its adsorbed state. 

Since the “ 606 ” molecule enters into adsorption with the 
lipoid-globulin molecules of a syphilitic serum and of the 
plasma cells in a case of syphilis, it will be seen that 
Ehrlich’s statement that the drug is parasitotropic only 
and not organotropic cannot hold good. For a drug to be 
parasitotropic it must be organotropic; indeed, its organo¬ 
tropic properties are far more important than its parasitotropic 
properties. 

The importance of the two points which were brought out 
in Brhlich's work can now be discussed. If there is a 
relationship between arsenical immunity and pyronin 
immunity it cannot be the arsenic to which the parasites 
become immune. If the formula of pyronin is studied it 

will be noticed that there are 
two amino groups. Now 
there are two amino groups 
in salvarsan, and from what 
has been already said it 
would appear to be due to 
these two amino groups that 
the drug becomes attached 
to the syphilitic parasites, to 
the plasma cells, and to the 
lipoid-globulin molecules of a 
syphilitic serum. 

In view of the fact that 
parasites which are salvarsan- 
proves that immunity is not 
acquired against the arsenic, therefore the parasites cannot 
be strictly said to be arsenic-fast. So far as future experi¬ 
mental work is concerned, it is a very important fact to have 
in front of one—namely, that an immunity cannot be pro¬ 
duced against a catalyst. The fact that salvarsui can 
become attached to parasites, and yet not be fatal to them, 
is an observation in which there is a great deal wrapped up. 
It must be observed that such an adsorption could only 
have been proved by experiments conducted in vitro . 

Daring the time when I was working at the rationale of 
the Wassermann reaction I thought that for adsorption to 
take place between two molecules, both of which possessed 
amino groups, it was necessary that they should have 
homologous stereo-chemical molecular configurations. This 
idea soon proved to be wrong, when fixation occurred 
between both a non-specific antigen and an antigen whose 
amino groups had been converted into methylene-imino 
groups by formalin, and the reagin or the lipoid-globulin 
molecules of the serum (antibody) from a case of syphilis. 
As a result of further experiments I proved that the 
complement-fixation test, as applied to syphilis, in contra¬ 
distinction to the true bacterial complement-fixation tests, 
depended not upon the molecules having a homologous 
stereo-chemical molecular configuration, but solely upo i their 
number and size. 


Application of this to the action of salvarsan and of the 
other synthetic compounds confirms the points just men¬ 
tioned. The attachment of these compounds to the syphilitic 
parasites, to the plasma cells, and to the lipoid-globulin 
molecules in a case of syphilis, cannot possibly be due 
to an homologous stereo-chemical molecular configuration 
between the adsorbed molecules, since, for one thing alone, 
the synthetic compounds are optically inactive bodies. 

The adsorptive capacity as a whole appears to be greater 
in the case of a syphilitic serum than in the case of a serum 
from any bacterial disease, and it appears to be greater the 
later the case of syphilis. As the lipoid-globulin molecules 
from a late case of syphilis a-e richer in carboxyl groups 
than those from an early case of syphilis, it follows that 
any substance they happen to adsorb will tend to break 
down the molecules. The first action of breaking down the 
lipoid-globulin molecules is to increase the area over whioh 
they can work ; hence the probable reason why late syphilitic 
lesions disappear more quickly under treatment than do early 
ones. In my opinion, in the case of syphilis, and in all 
protozoal diseases, the lipoid-globulin molecules appear to be 
bigger, and to have a greater adsorptive capacity than the 
lipoid-globulin molecules in the serum of bacterial diseases. 
I do not wish to infer that there is a hard-and-fast line 
between protozoal and bacterial diseases, since in chronic 
bacterial diseases the lipoid-globulin molecules of the seram 
approach in their action to those in protozoal diseases, since 
the continued use of oxidising and especially of reducing 
agents has a marked remedial effeot. I need only refer to 
the use of iodine and intramine in tuberculosis, chronic ulcus 
molle, and chronic gonorrhoea. 

The bigger the size of the molecule, and the greater its 
adsorptive capacity, the more easily will a drug like salvarsan 
be adsorbed, and the more readily the adsorbed compound 
will break down. When the lipoid-globulin molecules first 
break down, the area of their action is widened, hence the 
catalytic aotion of the arsenic will have its fullest play. If 
salvarsan became attached to small molecules the adsorbed 
compound would not break down ; at all events, not until 
much later than it does in the case of syphilis. Moreover, 
as much of the arsenic compound would not be adsorbed, this 
would mean that the arsenic would get little chance of acting 
as a catalyst. Therefore, salvarsan seems to act especially 
in protozoal diseases because of the physical state of the 
lipoid-globulin molecules of the serum, and it fails to act 
as a bactericidal agent, because the lipoid-globulin molecules 
in the serum of bacterial diseases do not possess the 
requisite physical properties. From the fact that Ehrlich 
noticed that it was only such organisms as the spirochseta 
pallida, the spirillum of recurrent fever, and the trypanosome 
which were killed by the action of salvarsan in vitro, two 
conclusions are to be deduced : (1) that the spirillum of 
recurrent fever ani the trypanosome are killed directly 
because of the free hydroxyl groups their molecules contain ; 
(2) that the trypanosome cannot be the dole cause of sleeping 
sickness. 

To sum up the points which stand out, we can, in short, 
say that strongly adsorbed metallic and non-metallic 
compounds become attached to the lipoid-globulin molecules 
of the syphilitic para«ite, the plasma cells, and the serum 
by virtue of their amino groups and of the peculiar physical 
properties of the protozoal lipoid-globulin molecules. The 
metallic compounds attack those phases of the leucocytozoon 
syphilid is in which reaction is most marked, especially the 
spirochaetal phase, in virtue of its free hydroxyl groups. 

Both metals and non-metals act as catalysts—that is to 
say, they accelerate the complementary or oxidase-redacase 
action of the lipoid-globulin molecules of the serum and of 
the plasma cells by increasing direotly and indirectly the 
supply of active oxygen, which is necessary for the action 
of adsorption—a chemico-physical action which destroys 
the parasites. 

Chemistry of the Arsenical Compounds. 

As the chemistry of the arsenical compounds is well known, 
and as I have other and more important points to discuss, I 
will pass over the main part of this subject. 

If salvarsan is compared with atoxyl and arsacetin it 
will be seen that in salvarsan the arsenic is tri-valent, while 
in atoxyl and arsacetin the arsenic is penta-valent. Arsenic 
in a penta-valent state is less active in exerting its thera¬ 
peutic influence on protozoa than when it is in a tri-valent 
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state. This is due to the fact that, in a molecule in which 
all the valencies are satisfied, the influence desired is leas 
likely to act than when some of the valencies are not 
satisfied. In this connexion Hardy’s rule is an important 
one to bear in mind—viz., that the precipitating power of an 
electrolyte depends upon the valency of the ion. From this 
it is clear that no compound of a uni-valent ion would be 
likely to have a therapeutic action at all akin to that of 
sataarsan. Therefore, so far as future research is con¬ 
cerned, the element must at least be a di-, or, better, a 
tri-valent ion. 

Apart from mere valency, two other important considera¬ 
tions present themselves : (l)the degree of adsorption of the 
compound ; (2) the atomic weight of the element. Ishizaka 
made the important observation that a strongly adsorbed 
organic anion, suoh as salicylic acid, was more powerful in 
precipitating aluminium hydroxide than a weakly adsorbed 
uai-valent inorganic ion. Hence, to obtain the best thera¬ 
peutic action with the compound, we see that it must 
be organic, and the more strongly adsorbed it is the 
better, the reason being that a ratio exists between CHs. 


prove to be as efficacious as and less toxic than salvarsan. 
Seeing that the metal must be tri-valent and not of high 
atomic weight, 1 began to experiment with iron* manganese, 
and aluminium. In a short time I was able to prepare some 
compounds of iron and aluminium, which turned out to be 
non-toxic and to have, if used in sufficient doses, as good as 
if not better therapeutic action than salvarsan. 

New Synthetic Antisyphilitici Drugs. 

I will only briefly touch upon the drugs I have prepared, 
as I am anxious to give a short account of the practical value 
of my researches. 

N&n-Metallic Compounds (Sulphur). 

I prepared two basic and two acid compounds. The first 
acid compound was the acetyl derivative of di-orthoramino- 
thio-benzene, and the second acid compound was the con¬ 
densation product of the base with mono-chloracetic acid. 

S - S aCHj.CXIOH 

10.IIN /\ /'^NH.CO.CHa /\ NH.CO.CHa 


the strength of adsorption of the compound and 

the power it has in diminishing the mechanical surface 

energy. 

It is now clear why salvarsan should be so much more 
effective that a rseno-phenyl-glycine, arsacetin, or atoxyl. 
Freundlich and Schucht found that, in the precipitation of a 
negative colloid by kations, those of the heavy metals and of 
organic bases were more active than would be expected 
from their valency, and that this was to be accounted for by 
the fact of their great mechanical adsorption. This obser¬ 
vation shows us, then, riot only why mercury should be 
useful in syphilis, but aLo why it should be toxic. Owing to 
thetgreat mechanical adsorption exerted by the heavy metals, 
it is at once obvious that strongly adsorbed organic com¬ 
pounds of them would be too toxic for injection. 

Studying the rationale of chemotherapy in this way, one 
may be saved from doing an amount of useless experimental 
work by excluding all uni-valent and di-valent elements and 
all those elements which have high atomic weights. Seeing 
that arsenic, a tri-valent element in the form of a di-oxy-di- 
amino-benzene compound, may be toxic, the atomic weight 
being only 75, and that the corresponding compound of 
antimony, di-oxy-di-amino-stibino-benzene, is more toxic still, 
the difference in the atomic weight being only (120 — 75 =) 
45, it is perfectly clear that if we wish to And a non-toxic 
compound we shall have to seek for elements which are 
tri-valent with a smaller atomic weight. Before mentioning 
the elements I tried there are one or two other points to be 
considered. 

Di-oxy-di-amino-stibino-benzene, according to Hiigel, is not 
only more toxic than its corresponding arsenic compound, 
but its therapeutic action is infinitely less. Comparing the 
two bodies, we find that the arsenic in salvarsan is both 
metallic and non-metallic, while in the antimony compound 
just mentioned the antimony is entirely metallic. It there¬ 
fore struck -me that a less metallic element than arsenic 
might prove to be its therapeutic superior ; in any case the 
probability was great that it would be considerably less 
toxic. Salvarsan is a strong oxidising body ; indeed, its 
arsenic acts catalytically, as a peroxidase, but at the same 
time it is a reducing agent, although its properties in this 
direction are probably not made use of in the body. This 
led me to think that a similar body to salvarsan, which 
had stronger reducing properties, would probably do just 
what salvarsan failed to do. 

I wanted, then, an element which had the following 
properties: (1) of more than one valency; (2) an atomic 
weight of less than 75 ; (3) a non-metal ; (4) a reducing 
agent. Only two elements occurred to me which would 
fulfil these conditions, and those were phosphorus and 
sulphur. I discarded phosphorus, owing to the fact that it 
can produce very toxic symptoms, such as fatty degeneration 
of the liver, so I conducted experiments with sulphur and 
succeeded in making a compound which has in some 
respects a more powerful therapeutic action than that of 
salvarsan. I prepared several compounds, but soon found 
that one was much superior to the others, and this one was 
di-ortho-amino-thio-benzene, or “intramine,” as it is com¬ 
mercially called. 

Further research showed me that it was highly probable 
that other metallic compounds could be found, which would 



These two products may be quickly dismissed, as both, were 
extremely painful when injected intramuscularly, and t&eir 
therapeutic action was practically nil, which was to be 
expected since the amino groups have been interfered with. 
The two basic compounds prepared were di-p&raramino-ihio- 
benzene and di-ortho-amino-thio-benaenei As the thera¬ 
peutic action of the former was not as good as that of the 
latter it was discarded. 


S - S 


S -- S 



Dl-ortho-Amino-thlo-benzene H 2 N NHa 

(intramine). Dl-para-amino-thio-benzene. 

Intramine can be prepared as a mass which goes into a fine 
amorphous powder when dried, or as crystals ; both are light 
yellow in colour with a greenish tint. Intramine is abso¬ 
lutely non-toxic, consequently any dose may be employed, 
and it may be repeated as often as is thought necessary. The 
usual dose I employ for an adult is lgm., this quantity 
being suspended in 9 c.c. olive oil or liquid paraffin, and 
injected intramuscularly. Intramine does not oxidise on 
exposure to air, therefore the unused contents of a phial need 
not be thrown away, and a wide-mouthed bottle containing 
several grammes may be kept and used like mercurial cream. 

When compared with salvarsan 1 soon found that in the 
primary and generalisation stages salvarsan was superior to 
intramine, bub that in the recurrent stages the opposite was 
the case. Further experiments showed me that in the early 
stages of syphilis previous administration of a metallic com¬ 
pound greatly increased the action of inbranrinet but that in 
the recurrent and late stages intramine increased the action 
of the metallic compounds. 

When I came to realise that metals acted as oxidising 
agents and non-metals as reduoing agents—a realisation 
fully justified when I found that salvarsan was better in 
early syphilis and that intramine was better in late syphilis, 
oxidation being more marked than reduction in the former, 
and vice vena in the latter—I tried other metallic compounds 
to see how their therapeutic action compared with that of 
salvarsan. The two metallic compounds used were the 
hydroxides of aluminium and iron. As both these hydroxides 
are suspensoid colloids, and therefore cannot be injected 
intravenously without producing anaphylactic shock, unless 
calcium chloride is injected beforehand or the animal is 
anaesthetised with ether, &c., it was necessary to convert 
them into emulsion colloids, which I did with glycine, 
albumini or gelatin. Injected intravenously into human 
beings as emulsoids, both the hydroxides of iron and 
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aluminium caused an amelioration of the symptoms in 
cases of esrly syphIHs, and enhanced the value of intramine 
injected afterwards, hat they did not prove so valuable as 
satanan. This result was to be expected, sinoe these 
hydroxides are not powerfully adsorbed bodies like salvarsan 
and intramine. Although when converted into emulsoil 
oolloids with glycine .albumin, or gelatin, amino groups exist 
in the compound, there is no powerful adsorption between 
the metal and the amino groups as there is in salvarsan and 
intrsmine. 

Mode of Action of Intramine. 

Before describing the metallic compounds I prepared it 
will be as well to dilate farther upon the mode of action of 
intrsmine. Having already made several allusions to the 
modus operandi of intramine, to save recapitulation I will 
begin with its action in the oxidase-reduc&se system. The 
oridase-reduoase system can be expressed in short as the 
hydroxyl-hydrogen system of the internal phase. On to the 
hydroxyl group the metallic ion becomes attached ; normally 
the metal is iron ; when salvarsan is injected it is arsenic, 
kc. This metallic hydroxide combines with hydrogen ions 
and hydroxyl ions in the iorm of hydrogen peroxide to form 
active oxygen, as per following equation :— 

R.Fe. (OH)s -f" 5H - 4 - 2 HaO -2 — R.Fe -j- 6 HqO 4 - O v 
The iron-protein, which is formed as the result of the 
reaction, soon becomes rec inverted into iron hydroxide- 
protein, as in the following equation 

R.Fe + 4HaO = R.Fe(OH) a + 4H + OH. 

When intramine gets into the body the compound 
presumably breaks down at the link between the two sulphur 
atoms. The sulphur then forms di-sulphide-protein, which 
reacts with the hydrogen and hydroxyl ions of the external 
phase to form snlphur-protein, mercaptan-protein, hydroxyl 
ions in the form of hydrogen peroxide and active hydrogen, 
as per this equation :— 

R.8.8.R. + 2H + 40H = R.S. + R.SH + 2HaOa + H* 

In this way two molecules of peroxide hydrogen are formed, 
exactly the amonnt required for the metallic hydroxide to act 
upon, to form active oxygen. Metals, then, form active 
oxygen directly, and non-metals indirectly. The mercaptan- 
protein is able to combine with any free sulphur, to form 
hydrogen sulphide and di-sulphide-protein, as in the 
following equation :— 

2R.SH -j- 8 = HaS -f- R.S.S.R. 

The mercaptan-protein is also able to combine with any free 
oxygen, to form water and di-snlphide-protein, as in this 
equation:— 

2R.SH + O = R.S.S.R. + H a O 


That the above is quite logical follows from the relationship 
between oxygerf and sulphur, as shown in such compounds 
as cyanates: thio-cyanates (R.CNO:R.CNS), and urea: 
thio-urea. 


CO/ 1 ™’ 

^NHa 


/NHa 

OS' 

^NHa 


Adding the knowledge just obtained to that gained by 
clinical observation, farther light is thrown upon the affinity 
of mercaptan-protein for oxygen. If the mercaptan group 
becomes oxidised by the active oxygen present there will be 
lets active oxygen resulting from the oxidising action of the 
metallic hydroxide ; hence, if intramine is given first and 
salvarsan afterwards in early syphilis, when the greatest 
quantity of active oxygen is present, one would expect that 
thme phases of the leucocytozoon syphilidis which are most 
easily killed by oxidation would be able to flourish, that the 
customary therapeutic action of salvarsan would not be 
witnessed, and that the symptoms might even be temporarily 
aggravated. This is exactly what happens clinically. The 
apiroebaetae are not killed quickly by intramine, and if 
salvarsan is given directly afterwards it appears to have no 
immediate influence on the symptoms. 

If the metallic compounds are allowed their full play first, 
as the catalysts of the oxidase system, the introduction-sub- 
seqnently of a strong reducing agent like intramine would, 
in virtue of its motion, set free sufficient peroxide to be sub¬ 
sequently converted into active oxygen by the metallic com¬ 
pounds, thereby preventing the adverse- action of the 
®eroaptan^protein. If this is so, one would expect that 
foe phases of the leueocytosoon syphilidis would be quickly 
vanquished, trad that Hie symptoms of the disease would 


rapidly disappear. Once again this is exactly what happens 
clinically. If metallic compounds be first administered in 
early syphilis the spirochaetae are killed at once and the 
symptoms improve. If intramine be now injected the other 
phases are killed immediately, and the symptoms vanish at 
a very much quicker rate than they otherwise would have 
done. 1 need only cite one case to show the truth of this. 

A patient had a typical Hunterian chancre in the oorona 
there was a moderate loss of surface, and the sore was 
markedly indurated. I gave an intravenous injection of 
galyl (40 eg.), and three days later an intramuscular injec¬ 
tion of intramine (3 gm.). There was practically no change in 
the chancre when the intramine was given, but a few days 
later not only had the sore completely healed but the 
induration had entirely vanished. 

I have seen severe papular syphilides so&roely influenced 
by galyl alone, as the following oase shows, disappear in a 
few days when intramine was injected. 

The patient had a primary sore in the corona, hard infil¬ 
trative oedema of the whole of the penis, and a generalised 
papular syphilitic eruption. No improvement followed three 
intravenous injections of gaivl : instead more papules 
appeared. Within ten days after one injection of intramine 
every lesion had vanished. 

In the recurrent and late stages of syphilis the exact 
opposite to what has just been said would be expected, since 
in these stages the reducing action of the resisting substance 
is more powerful than the oxidising action. One case again 
will suffice to prove this. 

A patient had a gumma which encircled the oorona and 
spread on the under surface of the penis on to the scrotum. 
In less than one week, after receiving only one intra¬ 
muscular injection of intramine (2 gm.), the ulceration had 
completely healed. If this oase had been treated with 
salvarsan alone it would have taken about three weeks for 
the sores to have healed up, and during this time it would 
have been necessary to have given two or three intravenous 
injections. 

I have treated with immediate success by intramine late 
syphilitic lesions which had remained practically un¬ 
influenced by salvarsan with mercury and iodides sub¬ 
sequently. I must cite a case which bears this out to the 
letter. 

A man, 70 years of age, had had syphilitic glossitis for 25 
years. Eighteen months before he was given intramine he had 
two intravenous injections of salvarsan, and these were 
followed by three courses of mercury and iodides, with practi¬ 
cally no improvement in the clinical condition. When an 
intramuscular injection of intramiue was prescribed (2 gm.) 
the tongue exhibited the following features. There was an 
ulcer in the centre about the size of a sixpence, with a 
lateral fissure running from it ou both sides. Just posterior 
to the ulcer a hard wart was situated. The movements of 
the tongue were impeded and very painful. In a few weeks 
after the injection the ulcer had completely healed, the 
fissures and wart had vanished, the natural movements of 
the tongue and its suppleness had returned, and in the words 
of the patient, “ My tongue has never been so well as longAS 
j I can remember.” 

Metallic Compounds. 

Manganese. 

In view of the experimental work which had been done 
in connexion with the activation of oxygen by manganese 
hydroxide, I tried to see what effect adsorbed colloidal 
compounds of manganese would have in syphilis. As 
the atomic weight of manganese is only 20 below that of 
arsenic (As = 74-96, Mn = 54 93), the therapeutic effect to 
be obtained from the use of the former would, on a priori 
grounds, be less than that from the use of the latter. On 
the other hand, it was possible that, if manganese proved 
less toxic than arsenic, the loss of action might be com¬ 
pensated by using a greater quantity of the drug. Further 
work showed me that, if one metallic drug was less potent 
than another, the same therapeutic effect might be obtained 
by using a greater quantity of the former, but that there 
was no direct proportionality between the quantity used fend 
the effect produced. This is an extremely important point, 
as it shows that the metals, and, for that matter,-the non- 
metal sulphur, as in intramine, are catalysts. 

As intramine is a drug which is best administered intra¬ 
muscularly, I thought it would be better, if possible, to 
prepare soluble compounds of the metals so that they 
could be injected intravenously. To prepare soluble com¬ 
pounds I thought metallic compounds of sulphanilic acid 
would be the easiest to manufacture, in view^of the diffi¬ 
culties which are presented by 4he ortho-amino* beta zone 
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compounds, consequently the first manganese preparation 
made was di-para-amino-benzene-manganese aulphonate. 

Di - para-amino-benzene-man- 
g&nese aulphonate forms a 
Claret-coloured solution in water, 
it is acid, and is readily broken 
down oh the addition of an 
alkali. When injected intra¬ 
venously into rabbits, the 
animals die almost instanta¬ 
neously from anaphylactic shock. 
The excess of hydroxyl ions in 
the blood doubtless breaks the 
compound down at once and 
forms manganese oxy-hydroxide (MnO*(OH) 9 ). 

Mn + 20H + 20 = MnOa(OH) a . 

It will be noticed in the equation that two atoms of oxygen 
are used up; therefore, not only is the metal not acting as an 
oxidising agent, but it is increasing the hydrogen-ion con¬ 
centration, with the result that the animal dies at once. To 
avoid this it is necessary to prepare the tri-para-body, so that 
the moment the manganese became free, it could combine 
with three hydroxyl atoms to form manganese hydroxide 
(Mn(OH) 3 ), but, unfortunately, the tri-valent compounds of 
manganese are so very unstable. 

Aluminium. 

. Aluminium struck me as a useful metal to experiment 
with, as it can only form tri-valent compounds. Although its 
atomic weight is low, only 27, I nevertheless thought I might 


be able, if its compounds proved non-toxic, to achieve 
good results, by using very big doses. Aluminium is well 
known as an oxidising metal; Gessard showed that the 
red oxidation product which results from the action of 
tyrosinase on tyrosine may be quickly converted into 
the black melanin by salts of aluminium. Bach also 
showed that aluminium had the action of converting 
.the oxidation product which results from the action of 
phenolase on pyrogallol into purpurogallin. 

In passing, it might be interesting to note that 
melanin, the pigment in the epidermis, is formed 
by the action of tyrosinase on tyrosine. This action 
is an oxidase reaction, and it is an action which 
is increased by metals. Syphilitic lesions, especially 
when they have been treated with arsenic, are 
very apt to leave pigment stains behind them, 
showing that the oxidate reaction is very marked in such 
lesions and that it is increased by metals. This simple 
observation goes far to prove my theory that the syphilitic 
parasites are destroyed indirectly by oxidation, and that 
arsenic and some other metals act in virtue of their oxidising 
action. 

The aluminium bodies prepared were the di-para-amino- 
hydroxy-benzene-aluminium sulphonate and the tri-para- 
amino-benzene-alumininm sulphonate, the formulas of which 
are as follows :— 

HaN 


forms a flocculent precipitate, which is, in part, the metallic 
hydroxide. The observer might be alarmed at injecting 
such into the vein, but as it is an emulso-suspensoid, it is 
perfectly safe. The method of injecting fluids intravenously 
is so much better than allowing the solution to enter by 
gravity, because if a suspensoid is present in the solution, 
the blood which enters the syringe will quickly give it an 
emulsoid coating. I am of the opinion that the reason why 
I have had so little trouble with the thousands of intra¬ 
venous injections which I have given is due to the fact that 
I use a syringe. 

If properly prepared, the aluminium compoands, of 
which the tri-para body appears to be the better, are 
absolutely non-toxic, and, as far as I have been able to 
determine, any dose may be given, and it may be repeated 
as often as is desired. Patients can be treated as out¬ 
patients because no immediate or late manifestations arise. 
The first dose does not, as a rule, make much difference to 
the lesions, but within a few days after the second they 
quickly disappear. 

Iron . 

As iron seemed to me to be the natural peroxidase, and 
having obtained such good results with intramine, a drug 
which increases the natural perhydridase, I anticipated 
equally good results from the use of an adsorbed iron com¬ 
pound. The iron bodies prepared were the para-amino- 
di-hydroxy-benzene-ferric sulphonate, the di-para-amino- 
hydroxy-benzene-ferric sulphonate, and the tri-para-amino- 
benzene ferric sulphonate, the formula of Which are as 
follows:— 

NH* H 2 N NHa H t N NH, 
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Tri - para-amino • benzene - 
aluminium sulphonate, or, as 
it is commercially called, 

“Aluvine,” is a crystalline 
body, soluble in water, in 
which it forms a colourless 

solution. Aluvine is acid and readily breaks down on the addi¬ 
tion of an alkali; therefore, when it is injected intravenously 
some of the metal quickly oombines with three hydroxyl atoms, 
to form aluminium hydroxide. If a syringe is used for giving 
the injection, the blood which enters the syringe quickly 


NH* 

T ri • para-atnlno-benzeneal umlnlum- 
sulphonate. 


Tri-para-amino-benzene-ferric sul¬ 
phonate, or, as it is commercially 
called, “ Ferrivine,” is a seal ycrystal- 
i line substance, soluble in water, 

| in which it forms a red solution. Ferrivine, like aluvine, is 
! stable; it does not oxidise on exposure to air; it is acid, 
and therefore quickly becomes converted into the hydroxide 
when it comes in contact with the alkaline serum. Ferrivine 
is absolutely non-toxic and the. same doses can be used as 
are advised for aluvine—e.g., 1-3 gm. 

Methods of Treatment. 

It would be as well now to give a sketch of the clinical 
value of these new drugs, and how they should be used with 
the already known remedies in the treatment of syphilis. 

Aluvine and ferrivine act like salvarsan, in some cases 
with not only greater rapidity, but more effectually, in 
others not so well. Generally speaking, the symptoms of 
primary and generalised syphilis disappear within four days 
after the second intravenous injection. Induration in 
chancres and those dense, infiltrated, brownish papules 
are not quite as resistant to aluvine and ferrivine as they 
are to salvarsan ; but if intramine be prescribed after the 
second injection, the hardest induration and the most 
resistant papule will have vanished inside of a fortnight. I 
had a case of generalised syphilis in which the papules not 
only did not move under galyl, but more appeared while 
the arsenical preparation, mercury and iodides, were being 
administered. Five days after an injection of intramine 
every papule had vanished. 

In the recurrent and late stages of syphilis intramine 
should always be prescribed first, when the symptoms vanish 
in a few days. In cases of cerebro-spinal meningitis the 
pains disappear within 24 hours; in degenerative myelitis 
the subjective symptoms are often improved, and I have 
also seen considerable benefit follow intramine in cases of 
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degenerative encephalitis. I will describe a case of 
degenerative encephalitis treated with intramine, as it 
shows so well what can be done by combining reducing and 
oxidising remedies. 

The patient was suffering from the depressive type of 
degenerative encephalitis; he showed no change of facial 
expression, would not speak, he had no control over his 
sphincters, and was at times violent. I prescribed two intra¬ 
muscular injections of intramine, with the most extra¬ 
ordinary improvement—facial expression returned within a 
few days ana the patient entered into conversation. Hoping 
that the condition might be still further improved, a third 
injection was given, with the result that the patient became 
worse than he had ever been. I had suggested that after the 
second injection of intramine a metallic compound should be 
administered, but as the medical man in attendance wished 
to see what intramine alone would do it was not prescribed. 
Seeing that the patient had become worse after the third 
injection, which was what I expected, I hazarded the opinion 
that if a metallic compound was given now his improvement 
would be sudden and greater than on the first occasion. An 
intravenous injection of galyl was administered, with the 
result that in 48 hours’ time the patient became a rational 
individual. For how long the improvement is going to 
be maintained I cannot say, but this case is especially 
interesting to me as a proof of my theory of oxidation and 
reduction. 

A9 the maximum therapeutic action is obtained in early 
syphilis if intramine follows the administration of aluvine 
or ferrivine, likewise is it the case if in late syphilis one or 
other of the metallic compounds follows intramine. I have 
treated some cases of cerebro-spinal meningitis with first 
an intramuscular injection of intramine, then with two 
intravenous injections of a metallic compound, and, finally, 
with mercury and iodides, with the very greatest success— 
so much so that I think such patients are better advised to 
have the treatment just outlined in preference to intraspinal 
injections of salvarsanised serum. Owing to the non-toxicity 
of intramine, aluvine, and ferrivine, serum withdrawn after 
their administration and injected intraspinally has a most 
beneficial influence upon central nervous lesions far superior 
to that of salvarsanised serum, and, moreover, no toxic 
symptoms occur, as are too often witnessed when galyl and 
the other arsenical substitutes are used. The following case 
is one in point:— 

A man, aged 34, came to me complaining of double vision. 
He had contracted syphilis five years previously, and had 
been treated thoroughly with mercurial inunctions and injec¬ 
tions before the symptoms of the generalisation stage 
manifested themselves. The patient had also had nine intra¬ 
venous injections of salvarsan at various periods, but had 
never had another symptom of syphilis. On examination 
I fonnd that there was a unilateral partial third-nerve 
paralysis, the pupils were unequal, and the reflexes were 
sluggish. The patient had no knee-jerks, and there were 
areas of diminished tactile sensation. I elicited from the 
patient that he had lost much weight, and that all sexual 
aesire had vanished in the last few months. I gave three 
intramuscular injections of intramine, and alternated them 
with three intravenous injections of aluvine. After each 
injection I gave an intraspinal injection of the prepared 
serum. The cerebro-spinal fluid when first examined 
exhibited the typical features of degenerative myelitis, after 
the fifth injection it was practically normal, and by this time 
all the objective and subjective symptoms had vanished. 
The double vision disappeared after the first injection of 
intr&mine, showing clearly that the cranial-nerve lesions in 
degenerative myelitis must be of meningeal origin, com¬ 
mencing in the meninges covering the nuclei in the base of 
the brain. 

The introduction of a reducing agent like intramine into 
our therapeutic armamentarium is going to have not only a 
very marked effect in combating syphilitic lesions, but also 
lesions of possibly all chronic infections. The following 
case will show its influence in the former :— 

A medical man, aged 42, contracted a digital chancre nine 
months ago. In all, he had seven intravenous injections of 
neosalvarsan and galyl, the last two injections of galyl being 
given after the appearance of a big recurrent syphilitic 
ulceration of the right tonsil, but without any therapeutic 
action. The patient had taken some mercury, but rather 
irregularly. Igave an intramuscular injection of intramine; 
in a few hours the subjective symptoms in the throat 
vanished, and by the fourth day it would have been difficult 
to say that the tonsil had been ulcerated. The improvement 
in the general health was just as remarkable. 

Cases of lupus which Dr. H. G. Adamson has treated with 
intramine, upon which a report will appear shortly, show its 


influence in the latter. 1 have also had some success with 
intramine in the treatment of chronic cases of gonorrhoea. 
The future alone will show what effect these new drugs are 
going to have upon the cure of syphilis and upon the inci¬ 
dence of recurrences; therefore there is no point in discuss¬ 
ing this problem now. 

Two Important Question*. 

In outlining the treatment I now adopt in the various 
stages of syphilis there are two very important questions 
which arise, the correct answers to which it is necessary to 
find, in order that we may treat our patients in the best way 
possible. 

1. Assuming that in the doses given the oxidising effect of 
salvarsan, aluvine and ferrivine are equal, is that effect going 
to be enhanced by giving an injection of each, or is the 
effect going to be the same if three injections of any one are 
prescribed ? Theoretically, I should doubt whether any 
difference in effect would be produced, but whether this is 
the case practically remains to b8 seen—a point by no means 
easy to determine. 

2. If we fail in curing a case of syphilis at once are we 
right in continuing treatment after the disappearance of the 
symptoms, or might it not be better for the patient to be 
treated symptomatically only ? The syphilitic parasites are 
attacked first and foremost by the resisting substance—i.e., 
the lipoid-globulin molecules in the serum. The resisting 
substance has an oxidising and reducing action, actions 
which we increase by salvarsan, aluvine, and ferrivine, on the 
one hand, and by intramine and iodine on the other. An 
increase in size of the lipoid-globulin molecules, produced by 
the administration of the synthetio remedies just mentioned, 
results in a breaking down of the molecules, with ultimately 
a diminution in the amount of the resisting substance. 

The properties of the resisting substance may be lessened, 
not only to below those of the resisting substance in bacterial 
diseases, but also to below those of the normal resisting 
substance. Therefore the continued administration of 
powerful oxidising and reducing remedies might possibly be 
expected to result in so little of the compound being adsorbed 
that their oxidising and reducing actions would be reduced 
to perhaps nil. Knowing that both oxidation and reduction 
are catalytic reactions, it might theoretically be possible that 
only the minutest traces of the metallic hydroxide and the 
di-sulphide are necessary to continue the good work. Since 
mercury acts mechanically and probably not as a peroxidase 
at all, and considering that its action is entirely dependent 
upon the size and adsorptive capacity of the lipoid ^globulin 
molecules, it might again theoretically be assumed that 
the administration of mercury. Once the properties of the 
resisting substance have been reduced, would be entirely 
superfluous. 

Ever since the advent of salvarsan I have been struck by 
the enormous increase of cases of meningeal syphilis and the 
very frequent occurrence of lesions, in spite of the fact that 
the patient was well under the influence of mercury. I have 
also seen many cases in the latent stage precipitated into a 
condition of degenerative myelitis and degenerative encepha¬ 
litis by the administration of our powerful remedies. So far 
as dealing with patients in the latent stage is concerned, I 
have for some time made up my mind never to prescribe 
treatment if I found no symptom after a thorough clinical 
examination. I have also long since made up my mind to 
treat symptomatically only those patients who have once 
entered Lhe recurrent stage, but as to how a case in the 
generalisation stage should be best treated a tittle further 
discussion is necessary. 

Treatment in the Generalisation Stage. 

To make the subject clear I will picture the body as con - 
stating of two parts: (1) the systemic part; (2) the nervons. 
The nervous part is largely dependent upon the systemic 
part for its resisting substance. 

If the resisting substance in the systemic part has been 
reduced by treatment, spores which are resistant to treat¬ 
ment may be possibly prevented from developing if small 
doses of the remedy are continually being prescribed. The 
rule is far from being invariable. Against this one must 
consider the frequency of recurrences when mercury and 
iodides are not prescribed after a course of several injections 
of salvarsan, and how the protective action of mercury and 
iodides compares with that of the resisting substance when 
working alone 




1032 The Lanokt,] MR. J ; B. B. McDONAGH: LINKS IN A OHAIN OP RESEARCH ON SYPHILI8. [May 20,1916 


Systemic recurrences are far more common when salvarsan 
is not followed by mercury and iodides, but the frequency of 
the same, and as to when they appear, depend upon the 
number of injections given. If three or less injections of 
salvarsan are given the recurrences are more frequent than 
when six or more injections are given in one course of treat- 
ment, but they appear much later. Usually 12 or 18 months 
have elapsed before they make their appearance, while after 
a course of several injections a recurrence may appear in 
two or three months. Unless the individual has the oppor¬ 
tunity of observing many cases, this somewhat paradoxical 
result might easily lead to false conclusions being made. 

The explanation of this disparity as to the time at which 
the recurrences appear is as follows. When three injections 
of salvarsan are prescribed the resisting substance is 
scarcely reduced, with the result that it continues exerting 
its power until the parasites ultimately get the upper hand, 
which is hardly ever under 12 months. When several injec¬ 
tions have been administered, the resisting substance is so 
reduced that the spores which have not been killed by the 
treatment will be able to develop on a soil which to them is 
the same as a new soil; consequently, symptoms will appear 
after the usual incubation period; therefore, two or three 
months later. 

The early syphilitic lesions are far less dangerous and 
cause much less local damage than late syphilitic lesions, 
hence the systemic recurrences after a course of several 
injections are preferable to those which occur when only 
three injections have been given, since the former produce 
fewer degenerative changes, especially in the vessels, which 
in most lesions are primarily attacked. Therefore a course 
of several injections produces better results than a course of 
a few injections, and since the recurrences after both are 
fewer in number when the injections are followed by 
mercury and iodides, these two drugs should not be omitted 
in the treatment of syphilis. 

As mercury and iodides can have such an infinitesimal 
action when the resisting substance is reduced, might it not 
be better for the patient after a course of several injections 
to wait 8 to 12 weeks before taking mercury? Eight 
to 12 weeks is about the time the resisting substance 
takes to get back to its normal state. Now mercury and 
iodides have nothing like the influence in altering the state 
of the resisting substance that the strongly adsorbed com¬ 
pounds have, and since both may have some power in 
preventing the spore from developing, it would seem wiser to 
allow no interval to elapse between stopping the salvarsan 
and commencing the mercury. As to whether mercury 
should be given continuously or intermittently, does not, I 
think, matter much. As mercury in the form of injections is 
more powerful than when taken per os, from the patient’s 
point of view the intermittent treatment is the only one 
which is practicable. 

A question which is impossible to answer is, How long 
should the mercurial treatment be maintained? A correct 
answer could only be given if we knew that a spore would 
not develop if it had been dormant for a certain number 
of years. As we know that spores may re-develop years after 
they have been quiescent, we are obliged to let our clinical 
experience guide us, and to give that amount of treatment 
which we have found in the majority of cases to be sufficient 
and that is, roughly, one year’s treatment when the case of 
syphilis is in the primary stage, and two years’ treatment 
in the generalisation stage. 

Owing to the fact that the nervous part is dependent for 
its protective substance upon the systemic part, it will be 
readily understood that if the organisms have reached the 
nervous part before treatment has commenced they will be 
able to develop therein the more readily the quicker the 
resisting substance in the systemic part has been reduced. 
It will follow, therefore, that the incidence of cerebro-spinal 
meningitis will be greater when many injections of salvarsan 
than when a few have been prescribed. Cerebro-spinal 
meningitis is a curable condition and, moreover, its 
occurrence practically precludes the patient from getting a 
degenerative lesion later. 

Now let us consider what happens to the nervous part if 
only a few injections of salvarsan are administered. The 
resisting substance is not strong enough to kill the parasites, 
but strong enough to prevent them developing sufficiently to 
produce symptoms. In this state the spores can migrate 
and do migrate into nerve tissue proper, where they meet 


with still less resistance, with the result that now any 
symptoms which appear will be degenerative in character, 
and, therefore, more or less incurable. Once again we see 
that a course of several injections is preferable to a course of 
only a few. 

The onset of nervous lesions is naturally dependent upon 
the number of organisms that reach the meninges before 
treatment is begun. Cerebro-spinal meningitis is much more 
common in patients who have severe generalised symptoms 
than in those in which the so-called “secondaries ” are slight. 
For all practical purposes it may be said that a ratio exists 
between the severity of the early cutaneous eruptions and 
the occurrence of early cerebro-spinal meningitis. As the 
symptoms of cerebro-spinal meningitis almost invariably 
occur between 8 and 12 weeks after the last injection of 
salvarsan, it is wise to give every patient in the generalisa¬ 
tion stage an extra course of powerful treatment round 
about this time. 

Outline of Treatment in Various Stages. 

What effect the introduction of intramine is going to have 
upon the points just raised I am not in a position yet to say, 
but one thing is clear—namely, that the administration of 
intramine reduces the number of the long course of the 
metallic compounds by about half, and increases the result 
produced. 

As iodides increase the action of intramine, possibly 
owing to the fact that the mercaptan-protein will react with 
iodine as it does with oxygen, thereby saving the free oxygen 
which is so necessary, and with the result that the iodine 
conveys it back into di-sulphide protein, I now often pre¬ 
scribe iodides one week before and one week after any big 
dose of intramine is going to be administered. The equation 
of the interaction is probably as follows :— 

2R.8H + 21 = R.8.8.R. + 2HI. 

Furthermore, iodine acts as an indirect oxidising agent, 
because it has the power of forming peroxide for the oxidase 
system, as per following equation :— 

41 + 5H+ 40H = 4HI + 2H*Oa + H. 

In the primary stage I order 30-60 gr. of potassium iodide 
to be taken daily, and inject intravenously a large dose of a 
metallic compound. Three days later I give an intra¬ 
muscular injection of intramine (1-2 gm.), and between the 
fourth and seventh days after I inject intravenously another 
maximum dose of a metallic compound, and continue 
mercury, intramine, and iodides for one year as follows : 
1. Eight fortnightly intramuscular injections of grey oil, 
2-3 gr. of Hg. 2. Eight fortnightly intramuscular injections 
of intramine, 1-3 c.c. Mercury and intramine alternately. 
3. One month in every three iodides should be given 
internally. The first month of iodides should be commenced 
after four doses each of mercury and intramine have been 
injected. 4. One month’s rest should follow every eight 
injections each of mercury and intramine. 

In the generalisation stage I order iodides at once, and 
prescribe two intravenous injections of a metallic compound 
both before and after one or two intramuscular injections of 
intramine, allowing four days to intervene between each 
intravenous injection. I then give four courses of the mixed 
mercury, intramine, and iodide treatment, and two months 
after the last intravenous injection I inject intravenously a 
maximum dose of a metallic compound before and after a 
large intramuscular injection of intramine, as outlined in the 
primary stage. 

In all recurrent and late cases I first of all give one or two 
intramuscular injections of intramine, then one or two intra¬ 
venous injections of a metallic compound, and follow up the 
same with one course of the mixed treatment. This treat¬ 
ment will also do for cases of non-degenerative meningo¬ 
encephalitis and myelitis. 

In cases of degenerative encephalitis and myelitis in which 
more drastic treatment might be expected to give more satis¬ 
factory results I give the following:—1. An intramuscular 
injection of intramine 2. Four days later an intraspinal 
injection of prepared serum which has been drawn off on the 
third day. 3. Three or four days later an intravenous injec¬ 
tion of a metallic compound. The metallic compound should 
not be galyl, kharsivan, neo-kharsivan, or any of the other 
French substitution-products for salvarsan, as they are too 
toxic. 4. Three days later an intraspinal injection of pre¬ 
pared serum, which has been collected the day before. The 
injections of the non-metallic and metallic compounds should 
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be continued alternately, until the cerebro-spinal fluid is 
normal or approaching dose thereto. 

Women who are pregnant should be treated as first 
described under the heading of the generalisation stage, and 
two courses of the mixed treatment should be given without 
any pause in between. The extra injections at the second 
month are unnecessary. 

Congenital syphilitics should have the mixed treatment 
for two years, with the exception that the mercury should 
be administered per os and continuously. All recurrent 
symptoms should be treated symptomatically and intravenous 
injections prescribed if practicable, as suggested in recurrent 
and late cases of aoquired syphilis. 

As intramine is a new drug, some points with regard to 
its administration might with advantage be given. All intra¬ 
muscular injections are apt to be painful; the intensity of 
the pain varies with different individuals, and is mostly due 
to the bulk of the injection and the oedema and contraction 
of the muscle fibres which follow it. There are several 
ways in which the pain can be reduced. First and foremost, 
the intramine should be well warmed before it is injected. 
Immediately after the injection pain is experienced; 
this lasts for a few minutes, then vanishes, to reappear 
some hours later when the oedema and contraction set in. 
The patient should be well massaged after the injection has 
been given ; he should walk about to aid absorption, and 
the moment the stiffness begins to set in he should have 
a very hot bath in which som&soda has been dissolved. For 
the next two or three days the leg should be moved as much 
as possible, hot baths should be repeated, and the part should 
be well massaged. By the fourth day every trace of intra¬ 
mine will have vanished from the buttock, no induration will 
remain, and the patient should be able to move about in the 
normal way. There is usually a rise of temperature on the 
second and third days, the degree depending upon the 
severity of the case; the patient may perspire freely, and 
sometimes a few days later an erythema appears over the 
injected buttock, which either remains localised or spreads 
over the body, in every case to disappear 24 or 48 hours 
later. The erythema is probably due to the sulphur. How¬ 
ever big be the dose, and however frequently it be repeated, 
I have never noticed any other ill-effects than those already 
described; therefore it may safely be assumed that intramine 
is an entirely innocuous drug. 

Conclusion. 

I cannot help closing my lectures with the prophecy that 
intramine, especially when alternated with powerfully 
adsorbed oxidising agents, is going to play a very important 
part in the treatment not only of syphilis but of all chronic 
infections, since it has already proved itself to be of con¬ 
siderable value in cases of tuberculosis and chronic gonorrhoea. 
It is even probable that intramine may have a place in the 
treatment of malignant disease. 

Finally, I must express my very deepest gratitude to Mr. 
J Ernest Lane for the way in which he has facilitated my 
work at the Lock Hospital. I must also thank Mr. J. 
Patterson, Mr. R. L. Mackenzie Wallis, and Dr. H. Spence, 
for their invaluable assistance, and the British Drug Houses, 
Limited, for the help given and interest taken in my work. 


Petrol for Doctors in Ireland.— Owing to the 
proclamation of martial law, all the petrol in the country 
was commandeered by the military. As a result, medical 
practitioners have had to get permits from military officers 
to obtain petrol, and every effort has been made by the 
authorities to allow them as little as possible, forgetful of the 
fact that no profession has been doing so much war work for 
the country as the medical, and that many are away at 
present at the front. It iB a great pity that the arrangements 
necessary to control the petrol-supply were not left in the 
hands of practical business men, who could appreciate the 
difficulties of the situation, and act accordingly. 

East-End Mothers’ Lying-in Home.— The report 
of this charity for the year 1915 was submitted to the annual 
meeting at the Home, 394-6-8, Commercial-road, Stepney, E., 
on May 17th. The report states that among the in-patients 
549 women were delivered, 539 children being born hlive. 
There were 15 still-births, 10 sets of twins, 5 miscarriages, 
111 premature births, with deaths in 13 cases before leaving 
the Home. The special day and night calls attended to in 
the district numbered 145, and among out-patients 1166 
women were delivered with 1138 infants born alive, 35 still¬ 
births, and 20 sets of twins. 


NOTES ON A CASE OF SYPHILIS OF THE 
AORTA. 

By Sir CLIFFORD ALLBUTT, K.C.B., M.D. Cantab., 
F.R.C.P. Lond., 

REGIUS PROFESSOR OF PHYSIC, UNIVERSITY OF CAMBRIDGE, ETC. 

With Pathological Report by Hubert M. Turnbull, 
D.M. Oxon., ETC., 

DIRECTOR, PATHOLOGICAL INSTITUTE, LONDON HOSPITAL. 


About six months ago I happened to be present in 
Addenbrooke’s Hospital at the necropsy of a man, aged 33, 
whose death was due to chronic syphilitic meningitis (pia- 
arachnitis). The Wassermann reaction had been positive. 
To the naked eye the thoracic and abdominal viscera seemed 
to be normal. The prosector (Dr. Aldren Wright) at first 
passed, as I did, the heart and great vessels as normal. 
But on concluding the inspection it occurred to us that a 
closer examination should be made of the aorta. The heart 
and the few inches of the great vessel still attached were 
then carefully re-examined. But again, on a cursory view, 
and in the fresh state, these parts seemed normal until 
Dr. Wright so supported them in their proper position that 
they could be inspected within and without; then we 
became aware that the first portion of the arch was a little 
dilated. A slight but definite, rather irregular bulging was 
visible within and without. When the parts collapsed this 
bulge was scarcely manifest; at any rate, not obvious. 
Furthermore, on yet closer inspection the inner coat of the 
vessel was seen to be not quite normal, even to the naked eye. 
In colour and continuity it was unaltered, but inside the 
dilated portion the lining membrane, over an area about the 
size of a shilling, seemed a little granular or finely pitted. 

The arch was therefore removed and preserved, and 
sections of it were made. When the vessel had been 
stiffened by the preservative fluid the dilatation became 
more fixed and obvious, and on examination of these sections 
microscopically I was so much impressed by the appearances 
that—in the shorthandedness of our pathological department, 
and the absence of Professor G. Sims Woodhead himself on 
military service—I sent the sections, and afterwards the 
heart and portion of the aorta, to Dr. Turnbull, with whom I 
happened then to be in correspondence. His letters I append 
in full, as they illustrate, what I think we have not on record, 
a syphilitic aortitis caught at an early stage; or rather 
perhaps during a very chronic attack which, whatever its 
duration, had progressed very slowly. For a description of 
the Hodgson-Welsh aorta, afterwards described by D6hle, 
Heller, and others, I may venture to refer to my recent work 
on “Diseases of the Arteries.” 

In the present specimen I would draw especial attention to 
the entire absence of atheroma, taking this term in the sense 
of Jores’s sub-intimal changes, with splitting of the elastica, 
an absence which is the more striking as in advanced cases 
atheroma commonly, indeed usually, supervenes, and 
although distinguishable from the syphilitic process blends 
with it. The description of the blood-vessels also is 
interesting. To a true hypertrophy of the intima Dr. 
Turnbull has drawn attention before. 

From this case let us draw the lesson in all necropsies on 
syphilitic cases to submit the thoracic aorta, and especially 
the ascending arch, to minute scrutiny, to section and micro¬ 
scopic examination. In current necropsy work this aorta 
might well have passed unnoticed; and had the patient 
suffered from angina pectoris we should have been assured 
that the aorta was intact. 

Pathological Report by Dr. H. M. Turnbull. 

( 1 .) 

I have examined the two transverse sections of the aorta 
which you sent me. I am much averse to expressing an 
opinion on sections which are stained by one method only, 
but if only one stain is employed the van Gieson method is 
certainly the best. 

The adventitia is abnormally broad and dense. In one 
section this alteration in the adventitia contrasts sharply 
with the adventitia of a portion of relatively healthy aorta, 
at one side of the intimal thickening. In one section there 
is some perivascular infiltration, round a vessel which passes 
from the adventitia into the media. 

The media shows extensive fibrosis, and in this respect 
contrasts sharply with the slight fibrosis in the relatively 
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healthy portion of the vessel. In part of the fibrosis the 
collagen fibrils are directed normally, but in the greater 

E art of the fibrosis, particularly in one section, the collagen 
bres are directed at angles, even right angles, to their 
normal course. The increased vascularity of the media is 
very marked. Round these vessels there is seldom any 
cellular infiltration, but dense fibrosis is frequent. The 
elastic has been destroyed in patches. There also appear to 
be patches of degenerate swollen elastic. Fibrosis of the 
outermost layers of the media fuses with the fibrotic 
adventitia. In one section the preparation is, unfortunately, 
folded over a portion of media in which more active changes 
appear to be present. 

Only one vessel is present within the thickened intima. 
The thickened intima is certainly degenerate, but numerous 
muscle fibres are still present. These fibres are very regular 
in arrangement; the great majority lie in the long axis of 
the aorta. There is no area of pultaceous (true atheromatous) 
degeneration in the intima. 

The great vascularity of the media, the abnormal arrange- 
ment of the bulk of the collagen fibres in the fibrotic areas of 
the media, the perivascular infiltration, and the focal fibrosis 
of the adventitia all bear witness to an inflammatory 
reaction, and a reaction of considerable intensity. Such a 
reaction might be secondary to the irritation of products of 
degeneration. There are indications in the sections that 
special stains would have shown some calcification of the 
media, but there is no evidence that medial calcification 
was of a degree sufficient to stimulate such a reaction. 
Calcification of a degree sufficient to cause so much inflam¬ 
mation would have been obvious, even in the sections pre¬ 
pared as they have been. Further, degeneration of the 
media would not have led to permeation of the intima by 
vessels. The degree of degeneration in the intima is very 
much less than that which is found to stimulate vascularisa- 
tion and infiltration of the media and intima. 

I think, therefore, that there can be no doubt that the 
inflammation of the adventitia and media is primary. The 
inflammation is of a very chronic sclerosing type, and there 
is little evidence of present activity; the inflammatory tissue 
is chiefly dense collagenous scar tissue; young, infiltrated 
granulation tissue is scanty. Further, apart from the one 
vessel in the outer part of the intima, there is no evidence of 
inflammation in the intima. The intimal thickening does 
not consist of granulation tissue, but is a degenerate thicken¬ 
ing which has contained muscle fibres arranged definitely, 
for the most part longitudinally. The intimal thickening has 
the appearance of a musculo-elastic hypertrophy which has 
undergone degeneration. 

I take the specimens to be examples of a very chronic 
syphilitic inflammation of low intensity, in which the 
inflammation has been almost confined to the adventitia 
and media. It is in such cases that one finds, as I think here, 
a hypertrophy of the intima over the inflamed, and, there¬ 
fore, weakened media, instead of an inflammatory thickening 
of the intima. 

In this diagnosis I have not been influenced by your 
intimation that the patient had had syphilis. 1 should, in 
view of the histology, have put my money on a positive 
Wassermann even had there been no other lesion in the body 
and no history. 

London Hospital, Dec. 7th, 1915. 


(II.) 

I received the heart and aorta, and two sections of aorta, 
safely. I have given instructions for their return. 

The sections appear to be from the same blocks as the pre¬ 
vious pair, which I diagnosed as syphilitic. 

The ascending aorta and the arch, from the commissure to 
the origin of the left subclavian artery, are without doubt 
affected by syphilitic inflammation. It is a beautiful speci¬ 
men, and shows (1) the confinement of the lesion to one 
portion of the aorta (macroscopically), and in this affected 
portion (2) diffuse dilatation ; (3) focal*pouches and numerous 
sulci; and (4) the very characteristic, widespread, white, 
succulent thickening of the intima. 

I can see no evidence of inflammation of the aortic valves. 
There is very little constriction of the orifices of the coronary 
arteries. 

London Hospital, Dec. 24th, 1915. 


Royal College of Physicians of London.— 

A Comitia was held on May 11th, Dr. Frederick Taylor, the 
President, being in the chair. The following Members were 
admitted to the Fellowship, having been elected at the 
previous meeting: Dr. M. G. Foster, Dr. J. M. Hendrie 
MacLeod, Dr. H. L. McKisack, Dr. C. H. Miller, Dr. H. W. 
Wiltshire, Dr. C. E. Dakin, and Dr. E. A. Cockayne. A 
communication was received from the Society of Members of 
the Royal College of Surgeons of England. The President 
then dissolved the Comitia. 


THE TREATMENT OF HEAD INJURIES IN 
A CASUALTY CLEARING STATION. 

By ALEXANDER DON, M.B.,C.M.Aberd., F.R.C.S. Eden\, 

MAJOR, R.A.M.C. (T.) 


This paper is based on a series of over 150 cases operated 
on since the war began, and most of them in a Casualty 
Clearing Station. Much has already been written on the 
subject, but there still remains great divergence of opinion 
as to the best mode of treatment, and especially as to the 
place where this treatment should be carried out. In France, 
for the past year at least, casualty clearing stations have 
occupied a somewhat anomalous position owing to the effect 
of trench warfare on their mobility. They have taken the 
place of stationary hospitals, less adequately equipped, 
perhaps, than the units going under that name, as the neces¬ 
sity for being able to move quickly must always limit their 
equipment. But the better opportunity for dealing with the 
more urgent cases of serious injury in a quasi-fixed unit 
has afforded the specialist in surgery in a casualty clearing 
station an experience he has not hoped for and which has 
made the work more interesting than that in any other 
medical unit. Most of the patients are birds of passage, and. 
even head cases do not remain long enough for a final 
decision being arrived at as ter the value of the treatment, 
but the serious cases have been kept in this station tUl 
they have either succumbed to their injuries or have got 
over the immediate danger of shock, and are sent down 
usually sufficiently well to take an interest in life again. 

An X ray installation would be a great acquisition in 
dealing with such cases, and it has been argued that they 
should not be touched in its absence, but the difficulty in 
moving such an apparatus has to be considered as well as 
the danger to the patient of not relieving urgent symptoms. 
With the knowledge of the size and position of the missile 
which a radiogram affords the surgeon, better and more 
satisfying work could undoubtedly be done, but this is not a 
sufficient reason for passing all head cases hurriedly through 
to the base. An operation to remove the foreign body has 
often to be planned from altogether another avenue of 
approach than the entrance wound. The external, or soalp, 
wound, the injuries to cranium, dura, meninges, and brain, 
all require early attention to prevent sepsis and other im¬ 
mediate bad effects, and this can be given with better results, 
because earlier, at a casualty clearing station than will be 
possible at any later stage. Still better results might be 
attained nearer the front by symptomatic treatment; but, 
on the other hand, less time is given for symptoms to 
develop which may guide the surgeon as to how far operative 
interference is likely to benefit the patient. 

Nor is it desirable to convert even a portion of a field 
ambulance into a hospital suited for major operations. But 
that is a matter for others to decide upon—C’est la guerre— 
and we must do our best for cases as they reach us. Head 
cases, I find, travel badly in motor ambulances, especially in 
winter. This is not to be wondered at. Much depends on 
the driving and on the state of the roads. Speed may be a 
desideratum in oases of severe hemorrhage, but it adds 
much to the shock both in penetrating wounds and in simple 
concussion. The shock from the missile itself is often 
apparently trivial. I have known a man to steer his aero¬ 
plane for 30 miles after being hit, to walk afterwards into 
hospital, and to die suddenly three hours after admission. 
In flying there is comparatively little vibration. The running 
of the engine in a stationary plane or motor-car is specially 
irritating, but this vibration is not felt when the vehicle is 
in motion. A post-mortem examination in the case of the 
airman referred to disclosed multiple haemorrhages and oedema 
throughout the brain and in the pons, yet the man showed 
no signs of head injury or shock to the casual observer. A 
long drive in an ambulance nearly always means serions 
collapse if the patient is lying, while sitting cases do not 
seem to suffer much from the journey. Thus it is that among 
patients with head injuries admitted to the hospital there 
is no middle class. The lying cases are nearly all un¬ 
conscious, while the sitting cases walk in as if there were little 
the matter with them. It is the old experiment of the effect 
of a series of repeated small blows on the head in producing 
concussion or shook. Many of the lying cases recover 
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consciousness quickly after admission. They are at first 
cold, pale, and dazed, but after a couple of hours of rest 
they get warm and are fit for operation. 

There is no contra-indication to immediate treatment in 
these cases as a rule. Some of the lying cases do not 
improve, but go steadily downhill. They are really moribund 
on arrival, though the end may not be yet awhile, and they 
are better left alone. I have operated on quite a few 
almost without an anaesthetic, but I have rarely seen any 
improvement follow operation if the patient did not react 
to what one might call intelligent nursing on admission. 

In the majority of the unconscious cases from two to four 
hoars will suffice to combat the shock of the journey, for the 
jolting does not produce gross lesions. They are then taken 
to the operating theatre and the wound cleaned as far as 
possible to prevent the spread of infection. 

Operation. 

The scalp is cleaned of all dirt, blood, and hair, either by 
washing and shaving, or preferably by a depilatory. In 
theory the whole scalp should be done, but in practice and 
with the military table with no head-rest it is sufficient to 
clear an area of two inches all round the wound. A sterile 
towel is then fixed by clips half an inch to the inner side of 
the edge of the prepared area, and through this space all 
operating is done. Iodine is painted over the scalp, and the 
wound is excised freely, leaving an edge which appears per¬ 
fectly undamaged to the eye. This is 'best done with a 
scalpel by making two elliptical incisions down to the bone 
and enclosing the wound. Further incisions may now be 
made in the same line or at any angle, but only sufficient 
scalp should be opened to give a perfect view of the skull 
below the entrance of the missile. The skull is examined 
and further interference decided upon from its appearance 
and from previously observed symptoms. Where there is no 
obvious injury to the bone and no cerebral indications for 
opening it, the scalp wound is immediately and completely 
closed, and healing by first intention is the rule. 

Where the skull shows signs of injury, or where cerebral 
symptoms show need for trephining, this is done. A trephine 
hole three-quarters of an inch in diameter is made at the 
side of the opening or fissure, and the dura is examined. 
The edges of the trephine opening are nibbled away to 
any desired extent, and if no blood clot lies underneath, 
or if there is no opening, nothing further is done. In 
the presence of subdural clot or penetrating dural wound 
the dura is slit up, and blood clot is removed and any 
bony spicules that are easily detected. Pulsation should 
then be free. Extensive probing with either a metal 
instrument or a catheter will usually reveal nothing further 
and may do damage, and finger probing is no more sensitive 
and much more destructive. The only indication for touch¬ 
ing the brain is knowledge of the position of spicules of 
bone or metal or to relieve pressure from intracranial blood 
clot. Foreign bodies or bony spicules if sticking in the 
dara or felt just under it may be removed, and blood clot 
generally oozes out if the brain is gently depressed away from 
the dura all round the opening. The position of the missile 
can as a rule be determined safely only by a radiogram. 

At the beginning of the war I used the flap operation for the 
scalp and excised a big piece of cranium by Vilbiss’s forceps, 
bat the exposure obtained is no advantage in a casualty clear¬ 
ing station, and the operation is more severe and more 
spectacular than is necessary. The flap incision also in 
some degree interferes with any future operating through 
the same or a bigger cranial opening, though this difficulty 
is surmountable if the radiogram should show this to be the 
nearest and best point from which to remove the missile. 

Almost all shell wounds are followed sooner or later by 
cerebral abscess from in-carrying of hair and dirt to the 
brain, but there are no means of deciding which cases will 
form abscesses and which will not. Generally speaking, 
and this is borne out by experience, rifle bullets which 
enter point first and make a clean wound may be considered 
as innocuous, for a time at least, so far as sepsis is 
concerned. Their ultimate effects have not yet been 
definitely determined, but from the number of cases already 
reported as healed or recovered, and from the paucity of 
re-evacuations of such wounds from the front, as com¬ 
pared with those previously wounded in other parts of the 
body, it is fairly well established that the soldier with a 
rifle bullet lodged in his brain is hors do combat for this war, 


and that all Buoh bullets should be removed in home 
hospitals. This is a work for brain specialists, for those 
alone who have acquired skill and dexterity in this field of 
surgery. It would surely be a simple matter to have three 
or four small hospitals throughout Britain specially equipped 
for this work. At present a surgeon may advise no inter¬ 
ference, if he cannot perform the operation with confidence 
himself, and who can blame him for not attempting what he 
feels he is not qualified to perform 1 

Pieces of shell come under another category. Most of 
these will give trouble earlier from abscess formation, and 
the choice of the operating surgeon at present is between 
letting such patients die or opening the abscess and removing 
the peccant morsel of shell. This is a much simpler 
problem, for the life of the patient is at stake, and being 
an urgent operation, it must come within the scope 
of the specialist in surgery in every hospital where an 
X ray installation is available. No septic wound can heal 
if there is a foreign body in it; it matters not what part of 
the body is concerned. The brain is no exception to this 
general rule. We must remove the foreign body ere healing 
will begin. Few casualty clearing stations possess an X ray 
installation, and for that reason only very urgent cases of 
abscess will remain there for operation. It is wiser to send 
all penetrating wounds of the skull to the base hospitals as 
soon as they are fit to stand the train journey. The only 
advantage of doing anything to head cases—and it is a great 
one—in casualty clearing stations is that a majority of them 
present urgent symptoms which may be relieved and that 
the wounds are not yet grossly infected, and healing takes 
place by first intention after excision. Fear of opening the 
dura mater should never prevent a surgeon from doing what 
is necessary for his patient. He must not (1 funk ” the 
necessary treatment for fear of criticism if urgent symptoms 
indicate its advisability. It is the patient’s only chance, 
and a day is lost by transferring him to the base. The 
damming-off of the meningeal space is a well-known early if 
uncertain occurrence, but it is in no way comparable to the 
formation of peritoneal adhesions. It is a very limited 
process, and the subarachnoid space must be opened at any 
future operation, when a spreading general meningitis is 
likely to be much more serious. I have never understood the 
rationale of vaseline and other similar applications which I 
have seen used to dam off spaces or to prevent adhesions. 
They are unsuitable, as from the first they act as foreign 
though sterile substances, and they can never mix with the 
cerebral fluid or the blood serum. 

I have been privileged to see some of the brain work both 
in English and French hospitals since the war began and to 
compare the results obtained. In the English units the 
huge scalp flap and large cranial opening are the rule, and 
the operation to reach the dura is a tedious, serious, and 
bloody one. I have seen an English surgeon stop and not 
open the dura, where intracranial pressure symptoms were 
the sole reason for an operation, and I thought he acted 
wisely in not proceeding further in view of the patient’s con¬ 
dition and the time already spent. In the French hospitals 
the linear or angled scalp incision and small trephine 
opening are the vogue, and I am bound to say their results 
are better than ours. This is borne out by published 
statistics, so far as I have been able to examine them. 
Naturally my own experience is limited, but the desire of 
the soldier in the new armies when he first goes into the 
trenches to get a look at the enemy has led to a com¬ 
paratively large nnmber of rifle bullet wounds of the head. 
It is the sniper’s opportunity. The high-explosive shell also 
caused a number of head injuries previous to the adoption of 
the useful steel helmet. Bombing accidents at practice are 
also fairly frequent. In quieter times all these cases have 
received first treatment, and I am convinced that the minor 
operation I have lately practised is the more beneficial. The 
patients are seldom any more collapsed after a head opera¬ 
tion. The scalp incision causes little shock, and the 
trephining and nibbling practically none, and if opening of 
the dura is indicated there is often marked improvement 
from relief of pressure. The removal of depressed bone is 
also of great benefit. 

The indications for operation are three: (1) The presence 
of a penetrating wound of the head; (2) the fitness of the 
patient to take a general anaesthetic; and (3) a surgeon 
with some experience in cranial surgery. The first two are 
fairly definite. The third is the crux, and here, as in most 
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matters in surgery, the operator is a law unto himself. If 
he finds his patients do badly after operation he should 
abstain from interfering. He alone can judge, but he may ! 
not draw the conclusion from this that operative inter¬ 
ference on the part of others is a mistake. To tinker with 
scissors to trim the edges of the wound in the scalp, to 
remove an unnecessarily large piece of cranium, to open 
widely the dura mater to allow him to poke his finger into 
the brain, are all detrimental at the time, and the futare 
advantages to the patient must be great to warrant such. 
But to remove the dirt from the scalp wound by a clean cut, 
to open the cranium just wide enough for the extraction of 
pieces of bone pressing on the dura or sticking into the 
brain, to allow the escape of blood clot and pent-up brain 
debris, and to restore pulsation, involves slight shock, takes 
a minimum of time, and gives excellent immediate results. 
Primary healing is the rule, hernia of brain the exception. 

Drainage .—At first I drained all cases with tubes, stuck even 
into the brain opening, from a fear of infection by gas and 
other organisms. Gas infection is rare in head wounds. These 
saprophytes thrive only in dead tissues, and consequently 
only in the graver lacerated wounds of the head, and these 
are usually rapidly fatal. A cellulitis, almost erysipelatoid 
in appearance, is not uncommon, especially in wounds of 
the frontal region, but it is rarely extensive. Tubes do not 
drain deep sinuses in brain tissue till abscess has formed 
and the walls are lined with granulations, as they become 
quickly blocked by blood-clot and brain d6bris. It is 
better to drain superficially with a small piece of rubber 
dam, which is removed at the first change of dressing. 

In a clearing station one cannot treat all head cases. In a 
rush after an attack this would be impossible, and many 
oases have to be passed on after a change of dressing. At 
such times one reckons patients by the standard of their 
relative fitness to be safely sent down by train, and only the 
worst cases are retained for treatment. In normal times of 
comparative quiet I have treated all the head injuries on the 
above lines. The patients are then sent to the base as soon 
as they are fit to travel with safety, whether the stitches 
have been removed or not. A few hernise cerebri have been 
controlled by bridging. Bone has in no case been replaced. 
Fits supervened in one case after bridging, and were relieved 
by readjusting the dressing, and in another case by a second 
operation to relieve pressure when the dura had not been 
opened. The deaths after operation amount to a little over 
9 per cent., and some of these were hopelessly bad on 
admission. % 

Some Typical Cates. 

Case 1.—2050, Private - , admitted at 6 p.m. with shell 

wounds of arm, leg, and hand on right side. Some twitching 
of left arm and leg. He had a long, lacerated wound running 
horizontally along the upper part of the right parietal bone. 
Partial paralysis of left leg. Pulse 99, temperature 102 4° F., 
respirations 25. Quite unconscious, cold, and collapsed. Next 
morning pulse 130, temperature 103°, respirations 32. Now 
complete paralysis of left leg. Operation 11 a.m. Wound 
excised and two angular incisions made to form a flap. 
Vertical fracture extending whole depth of flap and beyond. 
Slight horizontal scar on bone. 2 inch trephine opening at 
lower edge of scar. An area of cranium 2* inches by lft inches 
removed with Vilbis’s forceps. No extradural clot or per¬ 
foration. Dura bluish-black in colour. Opened by crucial 
incision and a blood clot enough to fill an egg-cup removed. 
Drain across dural opening, and wound closed. Third 
morning: Pulse 99, temperature 100-6°. During night 
following a good deal of twitching of left side. Fourth 
day: Only muscles supplied by left facial showed clonic 
spasms. Temperature 98*4°, pulse 90. He recognises ward 
orderly and sister. Does not sneak, but calls out when leg 
and arm are being dressed. These wounds are very septic. 
Head wound clean. Transferred to base eighth day greatly 
improved. I think immediate operation was here justifiable. 

Case 2.—2279, Private -. Lacerated wound left side 

2$ inches in length, centre just above ear level. Pulse 70, 
temperature 97*8 F. on admission. Fairly conscious, but 
slow in expressing himself. Second day : Not so well; pulse 
116, temperature 101-5°, respirations 28. More dazed, and 
roused with difficulty. The wound was excised. In skull, 
small irregular wound g inch by ft inch blocked by blood clot. 
A Hnch trephine opening made above and depressed bone 
removed and edges of shell wound snipped away. No 

ulsation. The dura was opened by an oblique slit 

inch in length, including the small* entrance wound. 
About 1 ounce of blood clot and brain debris came out. 
Pulsation now good. Wound closed with split drain down 
to dura. Third day: Pulse 64, temperature 99*4°, respira¬ 
tions 24. Bowels opened with calomel. Fifth day: Pulse 


60, temperature 98*6°. Recovered consciousness to great 
extent. Sent to base next day. Scalp wound clean. 

Case 3.—18345, Private -. Shell wound left side and 

back of head. Entrance wound small, 1 inch above and 
behind top of ear. Exit wound on postero-lateral aspect of 
occipital bone on same side. Very ragged and edges everted 
i inch in diameter. Free bleeding, patient collapsed, cold, 
and unconscious. Pulse very rapid and feeble. Operation 
one hour after admission, owing to haemorrhage persisting 
and free escape of brain debris. Patient still drowsy, but 
conscious. A horseshoe incision was made between the two 
wounds, which were excised. The cranium between the 
wounds was shattered into fragments, one loose piece being 
3 by 1ft inches. Brain much lacerated and oozing through 
thetorn dura. Very free haemorrhage, which was controlled 
by ligature and hot water. A split drainage-tube was 
opened out and placed flat across the gap in the dura, and 
the scalp wound closed except behind where tube protruded. 
Second day : Unconscious. Urine and faeces passed in bed. 
Pulse 108*, temperature 98 4° F. Third day: Conscious 
and able to talk. Still free discharge, blood and brain matter. 
This continued and became purulent, with hernia cerebri. 
Hernia shaved off, when a large amount of pus escaped. He 
died two hours after being returned to bed. 

Necropsy.— Injury to brain running downwards and for¬ 
wards from posterior wound to region of left Gasserian 
ganglion, where a piece of shell was found. The second 
wound must have been caused by a splinter of bone, as no 
second piece of shell was found. This case would have been 
better left alone, but record on card showed gunshot wound, 
and the two wounds suggested entrance and exit. 

Case 4.—2760, Private-. Rifle bullet wound right side, 

running along direction of Rolando’s fissure for 2 inches, 
beginning above 1 inch from the midline. Not quite uncon¬ 
scious. Came down lying. Recovered consciousness, and 
ot warm after being in hospital two hours. Operation was 
one then. Small furrow fracture along Rolandic area. 
A trephine opening made at lower end and depressed bone 
removed. The dura was not opened, as there was not much 
discolouration. Wound completely closed. Next day he 
complained of “ pins and needles ” in left arm and hand. 
Third day: There was complete paralysis of left arm and 
tremor of upper eyelid. Pulse 82, temperature 100-2° F. He 
remained in same condition till evening of fifth day, 
when he said he felt better, and could move his 
fingers. He sat up when orderly’s back was turned 
in the evening, and a fit ensued with left deviation of the 
eyes. As he continued unconscious and having spasms, 
he was again taken to the operating theatre, dura 
opened, and a small clot removed from underneath it. The 
fits did not return, but again he had the sensation of “ pins 
and needles,” which left him after three days entirely. He 
went to base on twentieth day, having regained the use of 
his arm completely. 

The dura should have been opened at the first operation. 

Case 5.—12351, Private -, admitted in early morning 

with a wound 2 inches above and 1 inch in front of right 
ear. Ragged and g inch by ft inch in size ; shell wound. Very 
collapsed, cold, dazed, but conscious. Pulse 106, tempera¬ 
ture 100° F., respiration 20. Recovered towards mid-day. 
Pulse 84, temperature 99-6°, respiration 20. Some swelling 
round wound and escape of brain debris and blood clot. 
Operation 5 p.m. Elliptical incision obliquely, excising 
wound. Piece of shell found sticking in bone with small 
opening at its lower side. Trephine opening below. Inner 
table splintered ; some fragments removed. About a dessert¬ 
spoonful of debris of brain and clot escaped through a small 
hole in dura. Dura not opened as no clot was visible through 
it round the puncture. Rubber dam put in and wound 
closed. Second day : Temperature normal, pulse 68, respira¬ 
tion 24. No further symptom of note till he left hospital on 
seventh day. 

Case 6.-2967, Private-. Rifle bullet at hair-line above 

right eye, passing in downward direction. No exit wound, 
but bleeding from mouth and nose. Came in as sitting case, 
and quite conscious and fit. Taken to operating theatre 
one hour later. Wound excised and cranial splinters removed, 
leaving an opening in skull 2 inch in diameter. Wound of 
exit found in hard palate. Pulse 100, temperature 101° F. 
on third day, which was highest. He was conscious and 
remembered that his upper plate of teeth was lost at the 
time of the injury. Temperature normal and pulse 76 on 
fifth day. Wound*clean. Went to base sixth day, quite tit, 
and face wound quite healed. 

Case 7.—Lieutenant-, age 21. Admitted 10 p.m. with 

multiple small grenade wounds over front part of head and 
face. One penetrating wound 1ft inches above root of nose. 
Right eye destroyed. He was very irritable, but conscious, 
though difficult to rouse. The eye was excised by Lister’s 
method. Several wounds excised, but only one found with 
penetration of cranium as above stated. About a score 
of wounds over brain area, but mostly small. Second day: 
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Still irritable. Pulse 102, temperature 101° F. Eve dressed 
and looking well. Face much swollen. Third day : Pulse 95, 
temperature 100*6°. Irritable and refused aperient. About 
a teaspoonful of thin fluid escaped from puncture on brow 
when dressing was taken off. Fourth day: Took calomel, 
but refused mag. sulph. later. No movement of bowels. 
Lies with head covered and on right side. Sent to base on 
fifth day. There was evidently a good deal of cerebral 
irritation, and he will probably not do very well. 

Case 8.— Lieutenant , admitted 12 p.m. in fair con¬ 
dition, drowsy but conscious. Gunshot wound forehead. 
Entrance wound small, 1 inch above .root of nose. Exit 
wound right side above attachment ’ of ear. Right eye 
destroyed and soft. Angular incision made excising wound 
and running along supra-orbital ridge to external angular 
orocess of frontal bone. Whole upper wall of orbit detached 
downward and almost loose. Pieces of bone removed. Eye 
excised and rubber dam drain at external end of skin wound. 
Wound above ear excised. There was much laceration of 
right frontal lobe. Second day: Conscious. Pulse 88, 
temperature 99*6° F. Complains of headache. Eye dressed. 
Wound in forehead clean. Sent to base sixth day, conscious 
and feeling pretty fit. 

ICase 9.—Sergeant - , admitted 2 a.m. unconscious, cold, 

and very collapsed. Wound over vertex, half an inch to right 
of middle line and over the parieto-ocoipital fissure. 
Bandages very blood-stained. Dressed and kept warm. 
4.30 a.m. operation. Wound excised and extended trans¬ 
versely across scalp both ways. Large hole i inch by £ inch 
close to the longitudinal interparietal suture passing inwards 
to left. Trephine opening made to right of wound. Depressed 
bony splinters removed. One large piece was sticking into 
longitudinal sinus and its removal was followed by free and 
persistent bleeding. Plugged with gauze, and wound closed 
over a piece of rubber dam covering the outer side of gauze. 
Several other wounds of right side and back, one large of 
right Bhoulder dressed. Patient very bad at end of operation. 
Same evening, pulse 70, fairly strong, temperature 101*4°, 
respirations & and stertorous. Fairly conscious. Second 
day: Still much the same. Head wound not dressed but 
other wounds dressed and looking fairly clean. Pulse 90, 
temperature 100*5°, respirations 26, and quiet. Taken some 
nourishment. Third day: Gauze plug removed. No 
bleeding. Wound dressed. Pulse 86, temperature 101° in 
evening. Conscious and looking well. Was sent to base on 
fifth day. 

This is the only case where the longitudinal sinus has been 
badly torn, but in several cases there has been free bleeding 
suggesting injury to lateral and occipital sinuses. All cases 
have been plugged with dry sterile gauze which has been left 
in for 48 hours. 

Summary. 

1. All scalp wounds should be completely excised as early 
as possible. 

2. Where cranium has been injured or there are cerebral 
symptoms suggesting intracranial pressure the* trephine 
should be used and the dura opened if necessary. 

3. Drains into the brain tissue are useless in early wounds 
and are probably detrimental to brain tissue. 

4. No probing of any kind should be done in absence of a 
radiogram showing missile. 

5. Early movement of cases of head injury in motor 
ambulances causes considerable shock to lying or stretcher 
cases. 

6. The mortality in cases reaching a casualty clearing 
station 15 to 20 miles behind the firing line will be about 
1 in 10 if every case not moribund is operated on for urgent 
symptoms only. 

7. All pieces of shell and bullets sooner or later cause 
brain trouble, and should be removed in specially equipped 
hospitals. 


Notification of Infectious Disease : the Pro¬ 
posed Reduction of Fee.— At a meeting of the medical 
men of Gorton, Manchester, the proposal by the Local 
Government Board to reduce the fee for the notification of 
infectious diseases was discussed and the opinion strongly 
expressed that snch parsimonious action was dishonourable 
Mm ungrateful, particularly at the present time, when 
extra and heavy calls have been made upon the medical pro¬ 
fession for voluntary and charitable work, such as attending 
the wives and children of soldiers and sailors, signing many 
thousands of certificates per week for those unable to attend 
At the post-office to draw their weekly pay. The heavy work 
of attending to the private and panel patients of those doctors 
who are serving in the forces, the increase in the price of 
drugs and chemicals, and the enhanced cost of professional 
living made the aotion of the Local Government Board, it 
was held, very wrong. 


TWO CASES IN WHICH THE LATERAL 
VENTRICLE WAS OPENED 

IN THE COURSE OF OPEBATION8 FOR THE REMOVAL 
OF A BULLET. AND INDRIVEN BONE FROM 
THE BRAIN. 

By H. F. WOOLFENDEN, M.D. Liverp., F.R.C.S. Eng., 

CAPTAIN, B.A.M.C. (T.C.) ; ASSISTANT SURGEON, ROYAL INFIRMARY, 
LIVERPOOL. 


The extreme fatality that follows the opening of a lateral 
ventricle during an operation for the removal of a foreign 
body, whether a bullet, shell fragment, or depressed bone, 
makes perhaps this record of two cases in which recovery 
followed the operation justifiable. 

In about 200 cases that have come under my notice there 
have been some half-dozen cases where after the removal of 
the foreign body cerebro-spinal fluid has been found escaping 
from the depth of the wound, either at the operation or 
daring the dressings some little time after the operation. 
In these cases the marked infection present had compelled 
an operation to be undertaken, although X rays showed 
the likelihood of the ventricle being involved, and, further, 
this marked infection had reluctantly compelled one 
to leave in a drain. These patients mostly died from 
cerebral hernia following infection of the ventricle and 
basal meningitis, but one died from extreme emaciation and 
wasting due directly to the persistent escape of cerebro¬ 
spinal fluid from a fistula that connected the lateral ventricle 
with tne scalp wound. In view of this high mortality I 
ventured in the following two cases to depart from the 
general rule in early cases of always draining the track 
after the operation for the removal of foreign bodies or 
depressed skull fragments which were embedded in the 
brain. In these two cases the signs of sepsis were absent 
or slight, and so I felt justified in taking the risk of leaving 
a possibly infected track of the brain undrained to the risk 
of establishing a cerebro-spinal fistula. Fortunately, this 
procedure was justified, and either the wound was not 
infected or probably the patient’s tissues were able to over¬ 
come the infection that was there. Unfortunately, in the 
vast bulk of wounds of the head where missiles or fragments 
of bone are embedded in the brain marked sepsis is only too 
obviously present, and a fatal result is very likely to follow 
when the ventricle is unavoidably laid open at the opera¬ 
tion. Both the cases occurred at a base hospital in France, 
where the head cases were usually very severe and the 
wounds heavily infected. 

Case 1.—The patient was admitted to hospital on 
August 28th, 1915. No history was obtainable. There was a 
small penetrating wound 2 inches behind and 1 inch above 
tip of the right pinna. Temperature 97° F., pulse 56. The 
patient was restless and would not speak, his face was con¬ 
gested, and the respirations were slow and shallow*. He was 
able to move. There was no paralysis of face, limbs, or 
tongue, and the reflexes were normal except for a diminished 
abdominal reflex and a doubtful Babinski. X ray examina¬ 
tion showed a rifle bullet embedded in the brain opposite the 
wound, and this was localised to be with its point at about 
the middle line. On the 31st the patient was worse. There 
was more unconsciousness; the pulse-rate was 50 and the 
temperature was 97°; and the breathing was stertorous. 
Operation was decided upon. ' 

Operation .—A large scalp flap was turned down and a small 
hole in the skull was exposed. A small trephine hole was 
made in the skull, and the bone round the wound 
was removed with the forceps. A small opening, too 
small to take the little finger, was found in the dura, 
and the brain beneath the dura was felt to be under 
extremely high tension. The bullet could be felt with a 
probe at a depth of 6*5 cm. The cerebral tension was 
relieved by lumbar puncture which showed the cerebro¬ 
spinal fluid to be blood-stained. After slightly enlarging the 
opening in the dura the end of the bullet was grasped by a 
pair of forceps and the bullet was removed. A gush of 
cerebro spinal fluid and disintegrated brain matter now 
escaped from the wonnd in the brain, and the flnid continued 
trickling away during the rest of the operation. The tension 
of the brain fell markedly. The wound in the scalp was 
floored by a flap cut from the pericranium and the scalp 
flap was sutured. No drain was left in. On Sept. 1st the 
temperature was normal. The patient was more conscious, 
there was no draining of fluid from wound, and no bulging of 
the flap. Lumbar puncture was performed, and lOc.c. of 
blood-stained flnid were withdrawn. Headache was present. 
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On the 3rd the patient was more conscious and had com¬ 
menced to speak, and the headache was less. There was 
a boggy swelling of the side of the scalp under the 
flap, and this swelling extended to the side of the face. 
The eyelids were markedly cedematous and almost trans¬ 
parent from the fluid in them. Temperature normal. The 
fluid was thought to be of cerebro-spinal origin, which had 
escaped from the lateral ventricle along the bullet track and 
was collecting in the tissues of the scalp and the face. 
There was no escape from the bullet or operation wounds. 
This swelling gradually subsided, having lasted for about a 
week. On the 11th the patient was quite bright. The pulse- 
rate was 80 and the temperature’was normal. There was no 
weakness, and except ior some slight affection of speech 
the patient seemed quite well. He was sent home to 
England about a week later and his condition appeared to 
be normal save for the slight affection of the higher speech 
centres. 

Case 2.—The patient was admitted to hospital on 
Oct. 24th, 1915. He had been wounded by a rifle bullet, 
the entrance wound being 3 inches above the nasion and 1 j 
inches to the right of the mid line and the exit wound 2 
inches behind the entrance wound and 3 inches to the right 
of the mid-line. The patient's mental condition was normal, 
as also were the cranial nerves and the motor system. The 
left abdominal reflex was greater than the right, and the 
knee-jerks and ankle-jerks were increased. Double Babinski 
was present. Temperature 98° F.; pulse-rate 64. An X ray 
examination showed a defect in the skull situated between 
the two wounds and several large pieces of bone imbedded in 
the brain at a depth of from 3 to 4 cm. below the defect in the 
skull. 

Operation.—On the 26th a large scalp flap was turned down, 
and disintegrated brain matter was seen to be escaping from 
the defect in the skull. A small trephine opening was made 
and the bone was removed around the dural defect. A large 
cavity was found in the brain Ailed with disintegrated brain 
matter and containing several large pieces of bone at its 
bottom. These were gently removed, but cerebro-spinal 
fluid was seen to be escaping from the bottom of the 
cavity in the brain. The wound in the scalp did 
not appear to be grossly infected; it was floored in by 
a pericranial flap and the scalp was sutured in place. 
No drain was used. The patient was put on urotropine. 
On the 27th the temperature was 99-5° F., and the pulse-rate 
60. There was some headache. The patient got out of bed, 
but he seemed rational. 28th: Temperature 100°; pulse- 
rate 66. More headache. Lumbar puncture showed slightly 
increased pressure. 29th: Temperature 101*8°; pulse- 
rate 78. Headache; patient irrational; marked bulging of 
flap and some oedema. A needle was put in under the flap 
bulb nothing was drawn off. 30th : Temperature 100°; 
pulse-rate 70. Patient quieter; flap bulging less. Nov. 2nd : 
Temperature 98*9°; pulse 76. Bulging of flap gone; 
patient usually quiet but at times delusional. He stated that 
nis sister had visited him, but such was not the case. Some 
headache; passed his urine in bed at times. 3rd: Better; 

S uite bright mentally; no incontinence; wound healed by 
rst intention; no bulging; power normal; knee-jerks 
normal; no Babinski. Some loss of sensation to pain on left 
side. On the 16th the patient was transferred to England. 
Condition the same. 

In the first of these cases it is quite likely that the wound 
was clean, or only very slightly infected, the marked 
increase in intracranial pressure being doe to oedema follow¬ 
ing the trauma, although the patient appeared to be likely 
to die from it. This was very markedly relieved after the 
bullet was withdrawn and the ventricular fluid allowed to 
escape. The track evidently kept open for some time, as was 
shown by the accumulation of fluid under the scalp, and it is 
probable that this kept down the intracranial pressure. 

In the second case a certain degree of infection was, I 
think, present. This is shown by the rise of temperature and 
the bulging of the flap. Whether this bulging was due to 
escape of fluid or to bulging of the brain is not certain, but 
probably to both, as there was some oedema, but nothing like 
to the same extent as in the former case. Fortunately the 
patient was able to overcome this infection after the removal 
of the bone. It is possible that he might have done so if 
he had been left without operation, but experience has 
shown this to be more dangerous than operative treatment. 
In the early stages of the war cases were seen in which 
patients with indriven fragments of skull were left alone on 
account of the complete absence of symptoms and rise of 
temperature, yet almost invariably they developed abscesses 
around the fragments. Still, it must be admitted that an 
occasional patient apparently recovers with an inaccessible 
foreign body in his brain. 


THE TREATMENT OF HEPATIC FAILURE 
IN YELLOW FEVER, MALARIA, AND 
OTHER CONDITIONS: A 
SUGGESTION. 

By ANDREW BALFOUR, O.M.G., M.D. Edin., 

TEMPORARY LIEUTENANT-COLONEL, R.A.M.C. ; MEDICAL ADVISORY 
COMMITTEE, MEDITERRANEAN EXPEDITIONARY FORCE; 
DIRECTOR-IN-CHIEF. WELLCOME BUREAU OF 
SCIENTIFIC RESEARCH. 


In The Lancet of Nov. 21st, 1903, I described a case of 
multiple liver abscess which terminated fatally. At the 
time I thought that death was due to shock, but I was 
puzzled by the symptoms, which were peculiar and suggested 
some failure of the emunctories. Months afterwanls Mr. 
Harold Stiles, of Edinburgh, informed me that, having read 
the account of the case, he had no doubt that death was in 
reality due to delayed chloroform poisoning, a condition 
which at that time was scarcely recognised. I know now that 
Mr. Stiles was correct, and I am convinced that symptoms 
similar to those present in delayed chloroform poisoning may 
occur in tropical diseases where the liver, so to speak, is 
thrown out of action, where it fails to perform its functions, 
and where, as a result, the patient is in imminent peril of 
his life. A study of tropical pathology has led me to the 
conclusion that sufficient stress has not been laid on this 
hepatic failure, at least so far as remedial measures are con¬ 
cerned. Recently, as a member of the Yellow Fever Com¬ 
mission, I have had my attention closely directed to the 
state of the liver in yellow fever. Recently, also, I have 
been brought directly or indirectly into contact with cases of 
so-called “ infectious jaundice,’’ and I have been privileged 
to hear my colleague, Colonel William Hunter, A.M.S., 
expound his views on the pathology and treatment of this 
and allied conditions. I have also had opportunities, at 
Panama and elsewhere, of studying sections of the liver 
from cases of yellow fever, toxic jaundice, blackwater fever, 
and malaria associated with icterus, and of noting the 
marked destruction of liver cells which occurs in those 
diseases. These studies have brought to my mind a case of 
malarial infection in the Sudan where, although quinine 
eventually cleared the blood from a heavy infection of 
P. falciparum, death occurred after a peculiar set of 
cerebral symptoms. At the time the medical officers in 
attendance on the case felt themselves between the devil 
and the deep sea, for they had difficulty in deciding whether 
these symptoms were due to the action of malarial toxins or 
were evidence of a tendency to quinine poisoning in a 
subject very susceptible to the effects of the drug. 

In the light of recent work and remembering the con¬ 
dition of the liver as revealed post mortem, I have no 
hesitation in saying that the symptoms in this case also 
were an expression of hepatic failure. 

Now what are the symptoms associated with the destruc¬ 
tion of liver cells? They are chiefly of cerebral origin, 
pointing to a poisoning of the higher nerve centres. The 
patient begins to grow restless, watchful, excited, anxious, 
and light-headed. He complains of severe headache and, 
it may be, of photophobia. He wanders in his mind and 
suffers from an incoherency of ideas and from hallucinations. 
His muscles twitch and tremble and delirium ensues. It 
may be of a low, muttering type, or may become active, 
the patient trying to get out of bed, but it is not usually 
very violent, for there is great weakness. Convulsions may 
set in, and if cardiac or respiratory failure does not oocur 
coma ends the scene. In addition, we find that if jaundice 
is already present it deepens, while hiccough, clammy 
sweats, and anuria are not infrequent. 

It will be found that these symptoms are common to 
delayed chloroform poisoning, yellow fever, severe oases of 
epidemic jaundice, the so-called Mediterranean yellow fever, 
Weil’s disease, whatever that may be, 1 blackwater fever, 
certain forms of fatal malaria, acute yellow atrophy, 
phosphorus poisoning, Ac. 

All this Is well known, but confining ourselves to the 
tropical diseases, it would seem that these symptoms have 


1 Recent Japanese work goes to show that Wetl’s disease Is due to a 
spirochetal infection (Journ. Exp. Med., March, 1916). 
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been vaguely attributed to the action of the toxins of the 
virus causing the disease and that little or no attempt has 
been made to treat the serious liver condition which is 
present. It is true that in yellow fever a lessening of the 
area function of the hepatic cells and resulting ammonisemia 
with its toxic cerebral effects has been recognised, and we 
are advised to dilute the toxins in the blood and to stimulate 
the action of the kidneys by an alkaline treatment such as 
that of Sternberg. This treatment has the further benefit of 
counteracting the blood acidosis which is present in these 
cases, and which may be recognised by the occurrence of 
acetonuria. It is noteworthy that Burkitt has quite recently 
treated with success cases of black water fever by means of 
intravenous injections of oalcium chloride and either 
potassium or sodium bicarbonate. By this means he combats 
the diminished blood alkalinity, for the urine in blackwater 
cases contains acetone. The acidosis, of which it is the 
expression, is due to the fatty acids being poured into the 
blood owing to the disordered hepatic condition, and the 
above line of treatment is undoubtedly based on sound 
principles. The object of this note, however, is to suggest 
that we may go further and, on the lines indicated by 
Colonel Hunter in cases of toxaemio jaundice, Ac., endeavour 
to prevent or at least cut short the rapid destruction of liver 
cells which, it seems to me, plays so important a part in 
bringing about a fatal issue in such diseases as yellow fever 
and bilious remittent fever. 

It is necessary briefly to consider how this destruction is 
brought about. Colonel Hunter's views are fully set forth 
in Allbutt’s “ System of Medicine," Yol. IV., Part 1. He 
believes that in such diseases the antitoxic functions which 
the liver cells discharge in relation to the portal blood are 
first of all depressed and then suppressed by the poisons 
generated by the disease viruses. Strain is thrown on the 
liver cell. It endeavours to maintain its energy by taking 
ap carbohydrate material. If sufficient cannot be obtained 
from sugar it turns to fat, and when this also fails to yield 
the supply to tissue proteins. There is thus increased fat 
metabolism with acidosis and acetonuria. and the liver cell, 
coming under the influence of its own ferments, undergoes 
antolysis and thus presents the characteristic appearances 
leeo poet mortem. Colonel Hunter further thinks that 
ammonia, as a rule, keeps the ferments in check, and 

that the practice, common alike before operations and 

in the early stages of febrile diseases, of purging the 
patient with oalomel and of withholding food, prevents 
the formation of ammonia and thus the hepatic ferments 
have full play. As already stated, the liver cells being thus 
l thrown out of action fail to deal with the poisonous 

* portal blood. The latter passes unchanged into the 

| general circulation and the characteristic cerebral symptoms 
result. 

I am aware that Colonel Hunter's views have not met with 
acceptance in all quarters and that the precise manner in 
which the disease toxins act on the liver cells has not been 
ascertained. It may, as has been suggested, be a neutral¬ 
ising action upon anti-ferments which, quite apart from any 
question of ammonia, normally preserve the hepatic cells 
j horn self-digestion. All this question requires further 
elucidation, but Colonel Hunter’s theory and researches have 
certainly led to one important practical conclusion—i.e., 
the necessity in oases of delayed chloroform poisoning and 
toxsmic jaundice of keeping up the supply both of sugar and 
of protein food, the latter in peptoniscri form. The former 
is ensured by the administration of glucose. It can be given 
hy the mouth or as rectal enemata, solutions of 5 or 10 
per cent, being used. If pure glucose cannot be obtained, 
preserved (candied) fruits may be given, or, indeed, sugar in 
any form. The necessity for protein is met by administering 
enemata of peptonised beef-tea, eggs, or other protein 
material. 

So far as I know, this line of treatment has not 
teen tried in those tropical diseases in which haemo- 
tepatogenous jaundice is a marked and important feature, 
mid it is with the object of directing attention to 
the advisability of employing it that I submit these few 
notes. They make no claim to any originality, but 
merely voice a suggestion which I trust may prove useful, 
for the treatment of yellow fever and other tropical 
diseases in which liver failure occurs is at present far from 
satisfactory. 

Cairo. 


HYSTERICAL MUTISM IN A BOY. 

By ARTHUR J. HALL, M.A., M.D. Cantab., 
F.R.O.P. Lond., 

MAJOR, M.M.C. (T.F.l, THIRD NORTHERN GENERAL HOSPITAL; PRO¬ 
FESSOR OF MEDICINE, UNIVERSITY OF SHEFFIELD ; SENIOR 
PHYSICIAN, SHEFFIELD ROYAL HOSPITAL. 


This case is recorded for two reasons. In the first place, 
because of its intrinsio interest as an example of psychical 
shocks succeeding each other at short intervals and culmi¬ 
nating in typical ‘ • hysterical mutism " with its sudden and 
dramatic recovery. Secondly, because it seems a particularly 
instructive case at the present time. Since the outbreak of 
war there has been a distinct tendency to suggest that 
various affections occurring as the result of war conditions 
are, in their nature, something essentially different from 
what one has observed previously in times of peace. This 
tendency shows itself by the giving of qualifying names to 
such conditions, thus: trench fever, trench feet, trench 
nephritis, camp jaundice, shell shock, Ac. Time will show 
whether any of these affections are actually something new 
or whether they are old acquaintances brought into special 
prominence by war conditions. 

History oj Case. 

A little’boy, aged 11 years, was sent to my out-patient 
clinic at the Royal Hospital, Sheffield, on Feb. 4th, 1916, 
by Dr. Thomas Chetwooa, school medical officer for Sheffield, 
with a history of having been completely dumb for five 
weeks. His mother dates the beginning of his illness, three 
years ago, when he was knocked down by a taxicab in 
Doncaster. After the accident he was unconscious for twelve 
hours. He sustained a long, deep cut over the right occipito¬ 
parietal region, which necessitated several stitches, and 
suffered from severe concussion. He was kept in a darkened 
room for five days and was not allowed to go to school for 
twelve months. Before the accident he was, according to his 
mother's statement, a bright, intelligent lad, but afterwards 
he became heavy in appearance, lethargic in his movements, 
and slow at learning his lessons. His condition remained the 
same until December, 1914. The family had removed to 
Hartlepool, and were living there when the bombardment 
took place on Dec. 16th, 1914. The boy was at breakfast 
when the shelling began, and immediately became very 
excited and terrified, much more so than his brothers ana 
sisters. This excitement and nervousness persisted for some 
time, and was intensified a few days later by a rumour that 
an air raid was expected. He would not be left alone, and 
insisted upon sleeping with his parents and keeping his 
clothes on all night. The excited condition wore on after a 
while, and he reverted to his previous dull mental state, but 
bis behaviour was still characterised by a certain nervous¬ 
ness. 8oon afterwards they removed to another part of the 
country, where his father was foreman of a gunpowder 
factory. This factory was blown up by an explosion of great 
violence on June 7th, 1915. The boy was in the village when 
the explosion took place. He became very excited, and 
anxious about his father, who was in the factory at the time 
of the explosion. The excitement occasioned by this 
accident wore off after a little time, but the boy’s mental 
apathy seemed more marked. He made no progress with 
school work, and his schoolmaster pointed out a lack of con¬ 
centration—“ his thoughts were always wandering.” This 
continued until November, 1915, when his mother began to 
notice symptoms of “ queerness ” in the boy, and on 
Nov. 19th, thinking his behaviour somewhat irrational, she 
asked him, <( as a test,” to sweep out the cellar, *' without 
providing him with a light.” He performed the task 
properly, but while his mother was upstairs later in the day 
he raked out the whole of the fire in the kitchen grate. This 
last incident was typical of his strange behaviour from this 
time onwards. Occasionally he would whistle or sing loudly, 
which he had not been accustomed to do previously. From 
being dull and lethargic in appearance, he became at times 
wild-looking and developed a vacant stare. He would not 
sleep alone. They had by then removed to this neighbour¬ 
hood, and his mother sought advice regarding bis condition 
at a local hospital. His symptoms were attributed to 
enlarged tonsils and adenoids,and tonsillectomy was advised. 
The correctness of this diagnosis was disputed by his mother, 
who remarked without being asked, that “ he did not snore, 
he did not breathe through his mouth, and he did not speak 
thickly.” However, it was decided to operate on him. On 
being told of this he became very terrified and remained so 
up to the date of operation on Dec. 29th, 1915, from which 
time until the date of admission he has been absolutely 
mute, never uttering a sound. 

When I saw him on Feb. 4th, 1916, five weeks after the 
operation, his condition was as follows. Rather small for 
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his age, face pale,'brows knitted, no appearance of excite¬ 
ment. When spoken to he makes no reply. Asked to say 
the words “ father,” “ mother,” he moves his lips slightly, 
and it is possible to distinguish a difference in the move¬ 
ments of his lips corresponding to the two words, but there 
is no sound uttered. He understands everything that is said 
to him, and responds bv suitable actions. Asked to whistle, 
he puts his lips in position but makes no sound. Various 
forms of treatment had been tried, including faradism, to 
the throat, but without effect; it was therefore arranged to 
take him into hospital, and further general examination was 
deferred until then. 

The patient was admitted into the Arthur Jackson ward 
during the afternoon of Feb. 9th, and I saw him there 
shortly afterwards. He was playing at draughts with 
another boy, and the condition of mutism remained just the 
same. On the following afternoon, whilst going round the 
ward, I found him in bed, and being unaware of what had 
occurred since my visit the day before I asked him to whistle. 
To my surprise he did so at once, and when I commented on 
his improvement he replied in normal speech. Inquiry as to 
when and how recovery took place elicited the following 
curious story. The ward is an adult male medical ward ; at 
one end there is a small single ward. The occupant of this 
single ward was an old man, of somewhat wild appearance, 
witn long hair standing straight up from his head. During 
the early hours of the morning this old man wished to go to 
the closets, which are at the opposite end of the ward. He 
therefore put on his dressing-gown and walked down the 
ward. As he came round the broad pillar of the central 
fireplace of the ward the little boy happened to wake up, 
caught sight of this bizarre figure in the semi-darkness, and 
screamed. The old man, who had heard of the arrival of a 
dumb boy, and wishing to be friendly, came up to the bed 
and asked him if he was the “dumb boy.” This intended 
kindness frightened the boy still further. The result was 
that he shouted for the nurse. The spell was broken! 

A considerable number of cases of mutism, attributed to 
shell explosions, have been recorded, and the question as to 
whether they are simply “ hysterical ” or not has been 
raised. This case seems in some respects to form a link 
between the hysterical mutism of peace and the mutism 
occurring under war conditions. The boy, although not in 
the trenches, was exposed for a short time to terrific shell 
fire at Hartlepool. Six months later he was in close 
proximity to an explosion which may fairly be compared in 
severity to that of a trench mine. Yet neither of these 
tremendous shocks was sufficient in his case to produce 
immediate “mutism.” It was reserved for an ordinary 
surgical operation of everyday occurrence in civil life to 
supply the back-breaking straw, and determine the onset of 
symptoms. Had the condition arisen as an immediate effect 
of either the Hartlepool shock or of that at the gunpowder 
factory, as it might easily have done, it would have gone to 
swell the total of cases due to the bursting of a high 
explosive. As it is, it favours the view that the cases of 
mutism occurring as a result of the war conditions are 
probably instances of hysterical mutism rather than any¬ 
thing distinct and different in their origin or nature. 

In this boy we see the cumulative effect of repeated 
psychical shocks, at considerable intervals of time. In the 
soldier of neuropathic tendency the conditions of modem 
trench warfare must produce psychical shocks quite over¬ 
whelming in their cumulative action—a summation of 
stimuli. As regards the determination as to what form the 
hysterical manifestation takes, it is interesting to note that 
in this boy the mutism followed an operation on the throat— 
the neighbourhood of voice production. So also, ordinary 
hysterical aphonia is often preceded by laryngeal catarrh. 

It does not seem unreasonable to suppose that, in cases of 
mutism following shell explosion, the particular form which 
the hysterical manifestation assumes is determined by the 
powerful effect necessarily produced upon the auditory 
apparatus, which, as we know, is intimately associated 
with the spoken word. 

I do not propose to discuss at length the relationship 
between hysterical aphonia and hysterical mutism, or the 
possible difference in the seat of the lesion. Wyllie 1 
divides the speech mechanism into two parts, the oral, com¬ 
parable to the violinist’s left hand stopping the strings and 
varying the notes, and the laryngeal, corresponding with the 
violinist’s right hand wielding the bow and producing the 
tone. The simile is an apt one. To produce normal effects 
both mechanisms must work harmoniously. In hysterical 
aphonia the laryngeal mechanism alone fails—the patient 
speaks, often volubly, but it is in a toneless whisper. To 

1 The Disorders of Speech, 1894. 


elaborate Wyllie’s simile, the bow wants “resin” or is loot 
properly applied. In hysterical mutism both mechanisms 
have failed—there is no sound produced at all. The bow is 
not pushed across ; the fingers are not applied to the strings. 
In this boy the conditions seem to be intermediate. The fact 
that he could place his lips into recognisable forms required 
for various words may be compared to the condition of 
a violinist who can still use his left hand to “stop” the 
notes, but produces no sound because he does fiot apply 
the bow to the strings at all. The seat of trouble 
in such cases is somewhere higher up than all these 
mechanisms. To apply Wyllie’s simile, it must be in the 
player himself, he simply cannot make himself play. That 
the mechanism in both parts is intact is proved by the com¬ 
pleteness of recovery following, as it so often does, imme¬ 
diately upon some sufficient emotional stimulus. 

In my experience hysterical manifestations are not very 
uncommon in boys. In 1900 2 I recorded a series of such 
cases taking various forms. Until recently, however, I have 
never seen a case of “ dermatitis artefacts ” in a boy. A 
few weeks ago a boy aged 13 was sent to my out-patient 
clinic with one of the most striking “artefact” eruptions 
that I have ever seen. In the middle of the right cheek 
there was an irregular area, about the size of a five-shilling 
piece, consisting of a group of small excoriations, obviously 
due to friction. In the centre was a circular black patch 
about the size of a shilling. The mother informed us that 
the eruption had first appeared a year before and was then 
said to be ringworm. It disappeared after a time and had 
recently appeared again. The black centre had only been 
noticed for the last few days, and had naturally caused 
considerable and gratifying alarm. The black pigment was 
easily removed by the application of wet lint, it appeared to 
be soot. If “dermatitis artefacta”is a hysterical manifesta¬ 
tion, and (at times) it certainly is, this boy was a hysteric. 

In conclusion, it is well to bear in mind that the 
correct diagnosis of these cases, satisfactory as it may 
be to the medical man, does not always determine their 
cure. The hysterical mute may continue mute for long 
enough; the “dermatitis artefacta,” though its nature is 
exposed, will recur again and again. The boy whose case 
forms the subject of this paper, after recovering his speech 
completely, has now (April, 1916) relapsed into a curious 
“ mumbling ” or “ lalling ” speech, which is at times almost 
unintelligible. His mother, who had shown her incapacity 
to deal with the boy previously by the incident of the “ dark 
cellar, ” has recently tried to cure him by a good 1 ‘ thrashing ” 1 
It has only made him worse. Such cases, as everyone knows, 
are most difficult to deal with. Sometimes the hysterical 
child is master of the household, or at any rate of that 
portion of it which counts ; at other times the parent has no 
idea of how to deal with the nervous child. If these things 
had not been so, there would possibly have been no hysterical 
manifestations. 

I am indebted to my former clinical clerk, Mr. F. G. E. 
Hill, for the notes of this case. 

Sheffield. 

A CASE OF PALPEBRAL CHANCRE. 

By H. J. McGRIGOR, M.D.N.Y., M.B., Ch.B., 
D.P.H. Abbrd., 

CA.PTA.IN, B.A.M.C.; SPECIALIST IN DERMATOLOGY, ALDERSHOT 
COMMAND ; 

AND 

DONALD M. LIVINGSTONE, M.D., B.Sc. Glasg., 

TEMPORARY LIEUTENANT, R.A.M.C. ; OPHTHALMIC SPECIALIST, 
CONNAUGHT HOSPITAL, ALDERSHOT. 

Oases of unmistakable palpebral chancre are sufficiently 
scarce to merit careful description. Moreover, early diagnosis 
is of considerable moment, alike from the standpoint of 
cure and prevention of infection. Microscopic examina¬ 
tion of scrapings may detect the treponema pallidum, or the 
Wassermann reaction may be positive; but there can be 
little certainty in the early weeks, at all events, without such 
confirmation. In the following case, recently in hospital 
under our care, several features were not in aocord with the 
usual text-book descriptions, and it illustrates the necessity 
of using all available diagnostic means. 

2 ^H^steria in Boys, Quarterly Medical Journal (or Yorkshire, vol. viii.. 
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The patient, a private aged 34, entered hospital on 
Oct. 28th, 1915. About 14 days previously his right eyelids 
were stuck fast in the morning; this continued each morning 
till admission. The lower lid then became swollen close to 
the nose, but there was little pain at any time. Two days 
before admission, when trying to open his eye, something 
“cracked,” and he found a break in the swelling near its 
middle. When first seen the lower lid was cedematous for 
most of its length. The palpebral and ocular conjunctiva 
was injected, and a firm oval swelling, about the size of a 
hazel-nut kernel, extended from beyond the lower punctum 
to the inner canthus. Its upper surface was slightly 
ulcerated and covered by a dirty greyish film, leaving on 
removal a grey mottled surface with a few bleeding points. 
On palpation a sensation of hardness and induration was 
imparted bv the swelling ; indeed, this dense cartilaginous 
feeling, with the absence of marked pain on pressure, first 
aroused suspicion of a chancre. Incision through the con¬ 
junctival aspect yielded no pus, and on scraping, the tissue 
was found to be friable and to bleed freely. There was no 
glandular enlargement, and thorough scrutiny revealed no 
other Bigns of syphilis past or present. On the three 
succeeding days scrapings and serum from the ulcerated 
surface were examined for treponemata by dark-ground 
illumination, with negative results. A sample of blood, 
sent to Rochester Row for investigation, was reported on 
Nov. 13th as giving a positive Wassermann reaction. 

During this interval the condition displayed no rapid 
tendency to increase. The ulceration spread* somewhat in 
depth and inwards, involving the caruncle and a small 
portion of the upper lid. The edges of the ulcer were better 
defined, and the induration had become even more marked. 
The preauricular gland was now palpable; no definite en¬ 
largement of other glands. A first injection of kharsivan and 
mercury was made on Nov. 13th, when the first photograph 
was taken. (Fig. 1.) By the 16th the swelling was less than 

Fig. 1. 



Before kharsivan treatment. 


half in size, induration had largely disappeared, and the ulcer 
showed a clean and rapidly contracting surface. Two more 
injections of kharsivan and four of mercury were given, 
forming a complete first course of treatment! By Dec. 2nd 
the lid was of normal outline, with complete disappearance 
of the swelling. Only a small fissure remained where ulcera¬ 
tion had been deepest, and obstruction of the lower canaliculus 
followed due to ulceration. The rapid disappearance of 
ulceration and induration and the final healing of the sore 
within one week from the first injection of kharsivan formed 
a remarkable and gratifying spectacle. 

The patient denied all knowledge of any possible source 
of contagion. In such cases the victim would rarely have 
any suspicion of the character of the infection, and thus 
its source can seldom be established. As in many instances, 
the infection here was purely accidental. He shared with 
11 other men a common sleeping-room, and it is at least 
probable that a contaminated towel or finger conveyed the 
organism. In all likelihood some irritation of the eyelid 
existed. For instance, watering of the eyes is accom¬ 
panied by frequent rubbing; this is likely to bring about 
irritation of the lids with more or less conjunctivitis, and 
also to introduce the infecting agent. Ramsay 1 describes a 
case where blepharitis existed before infection, and in our 

1 Maitland Ramsay : Atlas of External Diseases of the Eye. 


case watering of the right eye for three years followed facial 
erysipelas. 

In the first two weeks the lesion is most apt to be con¬ 
founded with a stye, and White and Martin 2 state that this 
mistake is frequent. The picture is of a reddened inflam¬ 
matory swelling of an eyelid near the inner or outer canthus 
with some oedema, but no ulceration at first. The stye, 
however, is acutely painful and quickly shows a spot on the 
lid margin where pus is about to point; an incision will 
promptly relieve both pain and swelling, with evacuation 
of a variable quantity of pus. A chalazion is rarely seen 
on the lower lid near the inner canthus ; it is, moreover, 
usually small, free from inflammation and pain. In 
acute dacryocystitis no confusion should arise, although 

Fig. 2. 



After kharsivan treatment. 

this case was sent as such. The main swelling is over the 
area of the lacrymal sac and is not localised to the lower 
lid, apart from other distinguishing features. 

When ulceration has taken place the floor is covered with 
a dirty greyish film, leaving on removal a bleeding surface. 
The margins are firm and fairly well defined and circum¬ 
scribed, with some slight elevation. The whole swelling is 
remarkably firm; and this characteristic induration, felt 
when grasped between finger and thumb, is as in penile 
chancre the most convincing feature. Secondary ulceration 
of syphilis, lupus, rodent ulcer, and epithelioma ought rarely 
to present difficulty in diagnosis. The age of the patient, 
situation of the sore, previous history, and other indications 
should differentiate them. 

Enlargement of preauricular, submaxillary and other 
glands is described as an early and constant symptom in 
chancre of the eyelids. In our case the preauricular gland 
alone was enlarged by the end of the third week, and 
swelling of no other glands could at any time be detected, 
though carefully sought for. 

To recapitulate, a palpebral chancre may present the 
following features: a papular swelling of lower or upper 
eyelid near either canthus, accompanied by some oedema of 
the lid and injection of the conjunctiva, closely resembling a 
stye, but without much pain, and yielding no pus on incision ; 
later forming a circumscribed ulcerating surface covered with 
greyish membrane, with slightly raised firm margins, and 
giving a characteristic cartilaginous feeling on palpation ; 
and with or without enlargement of preauricular, sub- 
maxillary, and other glands. The presence of the treponema 
pallidum in surface scrapings or, failing that, a positive 
Wassermann reaction forms positive proof; while rapid 
disappearance and healing of the lesion under salvarsan 
treatment puts the diagnosis beyond a shadow of a doubt. 

We have, in conclusion, to express our thanks to Colonel 
William Turner, R.A.M.C., O.C. Connaught Hospital, for 
his kindness in permitting the publication of this case. 


By an oversight, no acknowledgment was made 
in Sir StClair Thomson’s article on Malignant Disease of 
the Nose or Accessory Sinuses, in The Lancet of May 13th, 
of the courtesy of the Oxford Press Warehouse in lending 
the blocks of Figs. 2, 3, and 4, which were taken from 
Burghard’s “ System of Operative Surgery.” We regret the 
omission. 

2 White arul Martin : Genito-Urinary Surgery. 
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BRIGHTON AND SUSSEX MEDICO- 
CHIRURGICAL SOCIETY. 


The Diagnosis of Nerve Injuries in War Time. 

A meeting of this society was held on May 4th, Major 
A. H. Buck, R.A.M.O. (T.F.), the President, being in the 
chair. 

Major C. F. Bailey, R.A.M.O. (T.F.), read a paper 
on Diagnosis of Nerve Injuries in War Time. He men¬ 
tioned the importance of not jumping at the conclusion 
that because it did not appear probable that a nerve 
injury could have occurred in any particular case, 
therefore no such injury had taken place. He em¬ 
phasised the importance of careful search for sensory 
defects, particularly loss of epicritic sensibility, and men¬ 
tioned various fallacies which might arise, adverting to the 
difficulties experienced with foreigners, malingerers, and 
patients of low degrees of intelligence. In Major Bailey's 
opinion condenser-testing was of the greatest value, and 
superseded faradic and galvanic muscle-testing. His 
method for obtaining extreme accuracy was to test doubtful 
muscles against normal muscles of the opposite side. He 
also referred to the difficulty experienced in preventing the 
powerful currents, which were necessary to cause contraction 
of damaged muscles, from overflowing and causing con¬ 
traction of the damaged muscles’ opponents, which in 
electrical treatment would be harmful instead of beneficial. 
The cases which had been operated on at the 2nd Eastern 
General Hospital had repeatedly proved the accuracy of the 
diagnosis as given by the condensers. He gave accounts of 
various cases of injured nerves—more especially of severed 
hypoglossal, spinal accessory, third and fourth cervical, 
posterior thoracic, ulnar, median, musculo-spiral, sciatic, and 
other nerves. 

The President discussed cases of nerve shock. He 
inquired whether in cases in which the nerve is oonstricted, 
but not divided, paralysis of the nerve is shown by complete 
reaction of degeneration. If the nerve trunk is ruptured in 
its course does it recover function without operation 7 

Captain H. Geryis, R.A.M.C. (T.F.), commented on the 
extreme accuracy of modem methods of testing, and asked 
how the difference in the skin resistance is allowed for. 

Lieutenant-Colonel R. F. Jowers, R.A.M.O. (T.F.), 
inquired as to the condition of nerves supposed to be 
functionally paralysed. 

Dr. E. R. Hunt mentioned a case of local anaesthesia 
immediately following the extraction of a lower molar tooth, 
due presumably to injury to the mental branch of the inferior 
dental nerve. 

Major Bailey, in his reply, said that cicatricial con¬ 
striction might produce complete reaction of degeneration. 
Complete or high degrees of reaction of degeneration 
indicated the advisability of exploration. If the nerve was 
torn across the ends might be so close that recovery was 
possible, but for practical purposes this was unlikely. The 
difference of skin resistance was got over by interposing 
such a large constant resistance that the variable skin 
resistance was negligible. 

A vote of thanks to Major Bailey was proposed by 
Lieutenant-Colonel Jowers and seconded by Captain 
Geryis. 


The annual meeting of the society was held on May 4th, 
Major Buck being in the chair.—The annual report and 
balance-sheet were passed. Captain Gervis was elected 
President for the session 1916-17 ; Dr. Hunt financial secre¬ 
tary ; and Major Bailey literary secretary.—Dr. L. A. Parry 
proposed, and Dr. R. J. Ryle seconded, a vote of thanks to 
the retiring President for his services during the past year. 


Harveian Society of London.— A clinical 

meeting of this society was held on May 11th at the 
Stafford Rooms, Dr. Edmund Cautley, the President, being 
in the chair. — The following cases were shown :—Dr. 
Graham Little : (1) Case of Septic Papillomatosis of the Lower 
Extremity which had led to great overgrowth; and (2) a Soft 


Sore which had lasted 13 years and had led to extraordinarily 
extensive scarring. — Dr. F. Langmead ; Intrathoracio 
Tumour in a Young Woman. The X rays revealed a shadow 
behind the upper part of the sternum and the microscopical 
examination of an excised portion supported the view that 
the mass was lymphadenomatous.—Dr. A. Stewart: (1) Mul¬ 
tiple Osteomata developing in an adult male ; and (2) a man 
on whom he had successfully operated for Temporo-sphenoidal 
Abscess.—Mr. C. A. Pannett: A patient with Stone in the 
Ureter. An X ray was shown with an opaque bougie in the 
ureter alongside the stone.—Dr. C. S. Jaffe : A woman with 
Enlargement of the Liver accompanied by jaundice.—Mr. 
Zachary Cope showed a photograph of the patient who 
survived for three days after an electrical burn caused by 
a current of 11,000 volts. Three limbs of this patient were 
destroyed by the current. 


anb Jjtotfos of $0dks. 


Mosquito Control in Panama . 

By Joseph A. Le Prince, C.E., A.M., and A. J. 

Orenstein, M.D. With an Introduction by L. O. Howard, 

LL.D. London and New York: G. P. Putnam's Sons. 

1916. Pp. 335. Price 10#. 6 d. net. 

This book describes in detail the eradication of malaria 
and yellow fever in Panama by Surgeon-General Gorgas, who 
had previously been responsible for a similar achievement in 
Havana. It is an absolutely authoritative book, for one of 
the writers, Mr. Le Prince, was the chief sanitary inspector to 
the Isthmian Canal Commission for ten years from 1904, the 
other, Dr. Orenstein, is an assistant chief sanitary inspector 
to the Commission, while Dr. Howard is the chief of the 
Bureau of Entomology of the United States Department of 
Agriculture. 

Our knowledge of systematic antimalarial efforts 
previous to 1904 is largely based on the performances of 
Surgeon-General Gorgas in Cuba and of Sir Ronald Ross 
in the British Eastern dependencies, a great deal of whiob 
work is well known to all our readers. The situation on the 
Suez Canal before President Roosevelt appointed Surgeon- 
General Gorgas as chief officer shows that unless the 
American administration had acquired a real scientific know¬ 
ledge of malaria the American engineers and workmen would 
have incurred the high sick-rate and appalling sacrifice of 
lives that proved the destruction of the original French plans. 
The Ancon Hospital, for example, is admirably placed in 
magnificent grounds, but if these had been maintained in 
their semi-tropical luxuriance entirely for the encouragement 
of anopheles, they could not have been more exactly 
designed. It is no wonder that during the first year of 
the work all the staff of the hospital were down with 
malaria. As soon as general sanitary work was fairly under 
way a preliminary survey was made for antimalarial purposes, 
when production areas of anopheles were found in every 
existing settlement and dose to all the abandoned French 
camps. 

The authors having set out the meteorological and topo¬ 
graphical conditions and their bearing on the Isthmian 
anopheles, whose different species and areas of propagation 
are also described, detail under its various headings the 
campaign against the anopheles whose propagation areas were 
attacked. The first step in antimalarial work is the filling 
up of depressions that hold water; this process should be 
simultaneous with the introduction of effective drainage. With 
regard to drainage as an antimalarial measure the writers show 
in an interesting manner that the sanitarian and engineer look 
at the problems involved from different points of view. The 
number of factors that enter into good drainage with a view 
to controlling the propagation of mosquitoes are very con¬ 
siderable, and one thing inevitably suggests itself—namely, 
that the community which should attempt to get rid of 
mosquitoes in accordance with the drainage system advo¬ 
cated in this book would require a long purse. Economy, no 
doubt, in the long run would be served, but in the first 
instance a good deal of money as well as expert service is 
required. Attacks on propagation areas are spoken of with 
but moderate enthusiasm, and the larvicidal action of 
I oil is said to be too slow; much oil also is required 
i to cover the surface of the water, and its presence- 
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is always more or less a source of danger from fire, while 
damaging the water for domestic purposes. These defects 
in the use of oil having been recognised in Panama, efforts 
were made to find a more desirable larvicide. A phenol 
resin soap devised by the chemist to the Board of Health of 
Panama is said by the authors to possess many advantages. 
For instance, it has a high toxicity to mosquitoes and a 
low one to higher animals; it can be used in a con¬ 
centrated form without endangering the uniformity of its 
toxicity ; its composition is simple and cheap, and its use is 
accompanied by no risks of fire. The authors allow that the 
ideal larvicide has not yet been found, for the phenol resin 
soap deteriorates upon exposure, does not emulsify readily, 
and is inert in brackish water. 

At the end of the first part of the book, which deals with 
the whole antimalaria campaign in Panama, the results 
accomplished are summarised pithily in one small chart. 
The chart shows the hospital cases of malaria among 
employees from 1906 to 1913 inclusive, and is compiled by 
adding the monthly percentages of those sick with malaria. 
The figures are as follows: In 1906 82 per cent., in 1907 
43 per cent., in 1908 28 per cent., in 1909 22 per cent., in 
1910 and 191119 per cent., in 1912 11 per cent., and in 1913 
8 per cent. The book, which is thoroughly readable, shows 
step by step how this remarkable alteration in figures has 
been brought about. 

The story of yellow fever in Panama is naturally a much 
shorter one, as little but preliminary observation has been 
done. But the eradication of yellow fever in the Panama 
Canal is of equal importance with that of malaria, and we 
may expect that this disease, which is terribly destructive to 
the morale of the workmen as well as to their lives, will be 
dealt with systematically by a sanitary corps whose work 
has so far been brilliantly successful. 


CURRENT GERMAN MEDICINE. 

Yeast as a food .—Yeast as a source of proteid food 
material is attracting a good deal of attention. An article 
by Dr. Wintz, of Erlangen (MmW., No. 13 1 ), gives a useful 
summary of its application. An institute for fermentation 
products in Berlin placed on the market about a year ago a 
yeast with the following percentage composition: proteid, 
54 ; ash, 7; fat, 3; extractive, 28; water, 8—giving a calorie 
value of 4520 per kilogramme. The problem of making the 
production of yeast independent of that of beer had been 
successfully solved after five years’ experimentation, and the 
new yeast is grown on a medium containing sugar, ammonia, 
potash, and magnesia, and produces no alcohol in its 
growth. The lay press has made much in this connexion of 
“proteid production from the air,” since the ammonia is 
manufactured direct from the air by Haber’s process. The 
nutritive qualities of the new yeast were first tested on his 
own family by Professor Schottelius, of Freiburg, and then in 
a Baden reformatory. In the University Women’s Clinic at 
Erlangen Dr. Wintz introduced twice daily a dish of broth 
containing 10 grammes of yeast, the taste of which was 
found to be quite unobjectionable, and which was readily 
digested. The importance of such an addition to the diet 
sheet may be gathered from the fact that 20 grammes of this 
yeast contain 11 grammes of proteid, or about one-sixth of the 
total amount required in the day. At present the product is 
still expensive, 1 mark buys only 904 calories, which yet 
compares favourably with the 537 calories of beef. There is 
some prospect of reducing the price by the employment in 
production of the cheaper kinds of sugar, especially if the 
latter can be produced on a commercial scale from wood. 
Dr. Wintz concludes with the statement that the medical 
profession can now with a clear conscience recommend yeast 
for general use as a valuable foodstuff. Professor Rost, of 
Berlin, covers much the same ground in a review (DmW., 
No. 13) of a monograph on the economic significance of 
yeast as food, fodder, and pharmaceutical product, and calls 
attention to the use of a particular species—endomjces 
vemalis (Ludwig)—to produce a yeast rich in fat. He, too, 
concludes that the medical profession must recognise the 
value of yeast as a food product. 

Employment for the blinded soldier. —Dr. W. Feilchenfeld, 
of Berlin, estimates (DmW., No. 13) at 800 the present 
number of soldiers totally blinded in the war for whom 
employment has to be found. Of the 34,000 blind civilians 

1 MmW. = Mflnohsner Medizinische Woohenschrift. DmW. = 
Deutsche Medldnlsohe Wochezuchrlft. 


in the whole country, only 22 per cent, were earning a living, 
the majority at basket-, mat-, or brush-making and caning 
chairs. A period of training of two and a half to four years 
is necessary for work of this kind. Silex, in his monograph 
on “New Methods for the Care of the Blind ” (Berlin, 1916), 
finds the average weekly earnings in basket-making to be 
only 8-12 marks. He considers this, therefore, not a suit¬ 
able occupation for the blinded soldier. A few with 
the necessary gifts may become tuners or even organists. 
Typewriting, which Silex considers may occupy a quarter 
of the whole number, is regarded as less suitable by 
Dr. Feilchenfeld, as the blind typist can only write from 
dictation or dictaphone and cannot correct his own work. 
In peaceable times he can hardly hope to compete success¬ 
fully with the man who can see. Silex therefore had the 
idea of himself looking round various large industries to 
search for any suitable occupation for the blind. In the 
Spandau munition works he found numerous blinded soldiers 
occupied with cartridges in various ways, mostly packing, 
and others back again at their old work as shoemakers,, 
carpenters, and tailors. No long apprenticeship was neces¬ 
sary, and an average daily wage of 3.68 marks was being 
earned, which he thinks might rise in time to 4.40 marks. 
Silex proposes a travelling commission consisting of a factory 
inspector, an intelligent blind man, and perhaps a blind 
teacher, to seek in any large business some possible post in 
packing, tying, sorting, or serving of a simple machine suitable 
for a blind man. If the factory is in the country and the 
worker can live not too far away, he may be independent of 
any outside assistance and free, too, from any stigma of 
charity. 


JOURNALS. 

Brain , a Journal of Neurology. Edited by Henrt Head, 
F.R.S. Yol. XXXVIII. Parts3and4.—No. 3 of this journal 
consists of three papers. The first is on the postural activity 
of muscles and nerves by C. S. Sherrington, and is really a 
study of the often discussed subject of muscle tonus. It 
need scarcely be said that the paper from the pen of such a 
writer is interesting and suggestive, and it may also be said 
that it is most convincing. He shows clearly that as regards 
skeletal muscles the tonus is reflex, and that it is confined 
to those muscles which maintain the animal in an erect 
position, in other words, that reflex tonus is postural con¬ 
traction. The visceral muscles and those of the circulatory 
system are also studied, and the tonus in them is found to be 
of the same character.—The next paper is an elaborate study 
of muscle tonus, by Professor Langelaan.—The third paper 
is by Professor Walter Ransom, of Chicago, on Nerve Fibres 
as Conductors of Protopathic Sensation, in which evidence is 
brought forward to show that protopathic sensation is probably 
subserved by the unmyelinated fibres in a nerve. 

No. 4 also contains three papers. The first is the 
address delivered by Dr. James Taylor, as President of the 
Neurological 8ection of the Royal Society of Medicine, on 
the Ophfchalmological Observations of Hugblings Jackson 
and their Bearing on Nervous and Other Diseases. An 
abstract of this address appeared in The Lancet in 
November last. It is an appreciative review of the valuable 
ophthalmological work of an accurate observer, and a 
great man.—The second paper is by Dr. Ramsay Hunt on 
the Sensory Field of the Facial Nerve, and he adduces 
evidence which seems almost conclusive that the facial, like 
the trigeminal, glosso-pharyngeal, and vagus nerves is to be 
regarded as a mixed sensory and motor nerve, the sensory 
part being concerned with the innervation of the interna) 
ear, the middle ear and its prolongation into the Eustachian 
tube and mastoid cells, and the skin on certain parts of the 
external ear.—The third paper is by Dr. Byrom Bramwell, 
Dr. Shaw Bolton, and Dr. William Robinson on Bilateral 
Lesion of the Occipital Lobe, with Retention of Macular as 
Distinct from Panoramic Vision. The case is an exceedingly 
valuable one in that the patient was under periodic observa¬ 
tion for no less than 24£ years, and the post-mortem exa¬ 
mination confirmed the diagnosis of “ bilateral lesion in the 
occipital lobes,” made 24 years before death occurred. The 
clinical record, with charts of the fields at different times, is 
unusually complete, and the very full account of the post¬ 
mortem examination, with numerous plates illustrating the 
condition of the brain, renders the case a very valuable 
one in reference to the anatomy and physiology of human 
vision. 
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The Military Surgeon .—In the April issue Dr. Thomas W. 
Jackson, who was with the American Bed Cross Sanitary Com¬ 
mission in Serbia, describes briefly and classifies the miseries 
which war brings upon women, children, the aged, and other 
non-combatants who are within its area. Vivid as are his 
pictures, none, he says, but eye-witnesses can realise how 
intense, how widespread, are these miseries and afflictions. 
The chief, the universal, the inevitable accompaniment of 
war is food shortage and consequent malnutrition, it may be 
even starvation. How frequent a form of death this was in the 
dawn of history is seen by anyone who remembers that the 
word “ starve ” originally meant die in quite a general sense, 
and the corresponding German starb still means he died. In 
other words, when language was forming starvation was the 
most ordinary form of death. The food shortage tells first on 
infants and nursing mothers and the weakly. Both the dis¬ 
tribution and the production of food are interrupted. Thus, 
on the Kossovo Plain in Serbia Dr. Jackson saw great fields 
of ripe, much-needed wheat, unharvested for want of labour. 
From his experiences in similar conditions of war and famine 
in Cuba and the Philippines, our author feels that few 
nations would have saved so much food as did the frugal and 
industrious Serbians. The destruction of houses is the 
next most important disaster, the houses knocked to pieces 
and their inhabitants crowded into others they are lucky 
indeed to find, for they may be driven into the open. 
Overcrowding is bad, but to be defeated, roofless, starving, 
and frozen, is the culmination of bitterness. With over¬ 
crowding there is dirt; where there is little bread there is 
less soap, and infected lice and bed-bugs have more chance 
to spread typhus and relapsing fever when a bed is occupied 
not by one person exclusively but by two or three at a time, 
and that two or three times over every day. Prostitution, 
too, becomes rife when women have lost their natural pro¬ 
tectors, and Dr. Jackson urges that this fact be considered 
by those who refuse in peace time to provide armies to 
prevent war. When all the doctors are required for the army 
there is no medical treatment for non-combatants, neither 
are there drugs for them, another cruel affliction that the 
American Red Cross worked hard to alleviate. In spite of all 
these horrors under which Serbia has groaned, Dr. Jackson 
feels her heroic spirit can be counted upon to survive for ever. 

A reserve of officers. —The medical corps of the United 
States Army had set up for itself a reserve of officers 
for war service long before any other section of that 
army had so provided itself. The medical staff of 
the organised militia, which corresponds roughly to 
our Territorial Army, does not want to fall behind 
that high standard set, and as rather less thin half of its 
established number of field hospitals and ambulance com¬ 
panies only are constituted, it is casting about to encourage 
the formation of the others, and in this number of the 
Military Surgeon Major Hess, one of the officers at head¬ 
quarters, details the assistance the Federal Militia Department 
will give to a newly-raised unit. As soon as it has passed 
inspection, and it is thus known that the authorised number 
of men have joined and are physically and otherwise fit for 
enrolment, that they have headquarters sufficient for drill 
and for the care of Government property, and that the State 
(that is the province) has made arrangements for their main¬ 
tenance, all uniforms and equipment will be issued to them 
free of charge, and when required regular officers will be 
detailed to instruct them, and the units will be sent to camps 
of instruction for 10 to 15 days each summer. It is noted 
that they may be mobilised not only for war but in cases of 
dire industrial or natural disaster, such as mine explosions, 
floods, and earthquakes, which will make their service more 
useful and more interesting. 

New equipment for the “ hospital corps ” soldier .— 
The “hospital corps" soldier of the United States is to 
have a new equipment we learn from the same number of 
this journal. It has been evolved by a board of three 
junior officers, and is based on the new equipment of 
that army for its cavalry. The special equipment of the 
“ hospital corps ” soldier is all carried in his belt on which are 
ten pockets and a frog for a small hatchet. Eight pockets 
are large enough to take two first dressing packets each and 
the five at the back do so, the remaining three and the half¬ 
size pocket on each side in front carry other things, iodine, 
swabs, sal volatile, scissors, diagnosis labels, ice. Wire 
gauze for making splints is no longer on the establishment, 
plenty of materials to take its place being available on every 


battlefield. The new equipment is lighter than the old, 
there are no straps across the soldier's chest, he can ride 
with it just as well as march, and it will wear better. 
Numerous photographs are given of this workmanlike outfit. 
The weight is not mentioned. 

The Indian Journal of Medical Research , Yol. III., No. 3. 
—In continuation of his previous studies of experimental 
cholera infection, published in this journal. Major E. D. W. 
Greig, I.M.S., contributes a further series of observations on 
the lesions of the biliary passages of rabbits dying after 
repeated intravenous injections of living cholera vibrios. 
Cholecystitis, with or without gall-stone formation, is 
apparently a frequent cause of death of rabbits so treated. 
With a view to throw more light on such questions as 
gall-stone formation and the carrier problem in cholera 
Major Greig has made a number of fresh experiments, fuU 
details of which are now given in his paper. He also 
furnishes a second contribution on the alteration in sero¬ 
logical and morphological characters of a strain of cholera 
vibrio. Both of these papers are illustrated by coloured 
plates, charts, and tables.—Major S. R. Christophers, I.M.S., 
supplies two articles, the first dealing with the revision 
of the nomenclature of Indian anophelini, to which is 
appended a long list of references; his second paper describes 
an Indian tree-hole-breeding anopheles, A. Barianensis, James 
= A. (coelodiazesis) plumbeus, Haliday.—The male genera¬ 
tive organs of some mosquitoes form the subject of a con¬ 
tribution, with illustrative plates, by Mr. Baini Prashad, 
M.Sc., Alfred Patiala Research Scholar, of the Punjab 
University, Government College, Lahore, who also furnishes 
a second paper on the Halteres of the Mosquito and their 
Function.—Mr. P. R. Awati, medical entomologist of the 
Central Research Institute, Kasauli, continues his ‘ * Studies 
on Flies,” his present paper being entitled “Contributions to 
the Study of Specific Differences in the Genus Musca.” 
This is illustrated by 19 plates.—Mr. J. L. Mitter, entomo¬ 
logical assistant at the Kasauli Central Research Institute, 
writes on the life-histories of (a) Haematobia sanguisugens, 
Austen, an Indian species of blood-sucking muscid ; and ( b) 
Bdelloralarynx sanguinolentns, Austen, a purely Oriental 
species.—Major J. W. Cornwall, I.M.S., director of the 
Pasteur Institute of Southern India, Coonoor, writes on ‘ ‘ Some 
Centipedes and their Venom,” with five illustrative plates.— 
A short description is given by Major A. G. McKendrick, 
I.M.S., of a method for the rapid demonstration of Negri 
bodies, illustrated by a coloured plate drawn by Miss Gladys 
M. Brown.—Lastly, the number closes with a very interest¬ 
ing editorial on malaria and jungle clearing, in which 
attention is drawn to the recent scientific research on 
malaria, carried out in the Federated Malay States, and its 
application to practical measures. Notice is also directed to 
the fact that India for some time past has been playing 
a part as a pioneer in this type of investigation. The 
editorial concludes with a word of caution. To demand, 
it says, on the strength of results of the clearance of wet 
low-lying primeval forest in the Malay States, as described 
by Dr. Malcolm Watson and others, similar operations with 
similar results in Bengal, is the outcome of a misconception. 
Jungle-clearing operations do not necessarily work only in 
the way that has been so successful in the Malay States, and 
“the influence of jungle of various kinds on the causation 
of Indian malaria makes the subject of this association 
one demanding unbiassed and careful consideration and 
experiment.” 

The Journal of the Canadian Medical Association. —In the 
issue for April there appears an account by Sir James 
Grant of Borne of his early experiences as physician, and 
the final paragraph, which is headed “Serum Therapy in 
1861,” is a distinctly interestin g note. It runs as follows 

In 1861 my general health was on the decline from an 
unknown cause, which I concluded resulted from some 
poisonous influence, contracted while on duty, General 
Protestant Hospital, Ottawa ; never contracted syphilis or 
anything of that character. I made every effort to regain 
mv usual health and strength without evident success. 
In 1861 was invited by the late Dr. Hamnett Hill to assist 
in a surgical operation in the General Protestant Hospital, 
and contracted blood poisoning—the outlook most un¬ 
promising. After several weeks’ serious illness made an 
excellent recovery, my system regaining in every particular 
the normal state of health and vigour. To account for such 
a marked constitutional change for the better aroused in 
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my mind the idea, one poison had actually counteracted 
another. It then struck me to test the effect of serum of 
ordinary vaccine lymph, in skin disease, particularly psoriasis, 
and with most practical results. On February 20th, 1863, after 
three years’ careful research, published a record in the 
Medical Times ami Gazette, London, England. From that date 
to the present I have enjoyed perfect health, never absent 
from duty a single day. At that time, owing to the remark¬ 
able results of vaccine serum in disease, I felt we were on 
the eve of a great change in therapeutic serum power, and 
placed in my paper of 1863 a paragraph in large type that 
“man has still much to learn.” Since that date Virchow, 
Pasteur, Koch, Lister, Wright, and Flexner have revolu¬ 
tionised the domain of bacteriology by remarkable scientific 
achievements. Since 18611 have frequently used the serum 
of vaccine, as an alterative in cases of constitutional debility, 
with excellent results. 

The claims of the different pioneers in serum-therapy have 
never been altogether settled. Richet and H£ricourt laid 
their papers in 1888 before the Academy of Sciences in 
Paris showing their experiments and conclusions, but the 
underlying ideas had occurred to other pathologists, as 
27 years previously they had occurred to Sir James Grant, 
and he informs us that last year he received a letter from 
Dr. Fielding R. Garrison, of the Surgeon-General’s Library 
at Washington, as follows : “So far as I am able to deter¬ 
mine from an examination of the literature indexed in this 
Library, your interesting cases would appear to be the first 
in which vaccine virus was definitely employed for the 
treatment of diseases other than small-pox.” 

Sir James Grant was born at Inverness in 1831 and qualified 
as M.D. McGill in 1854, and in 1864 became M.R.C.P. 
Lond., M.R.C.S. Eng., and F.R.C.S. Edin He was knighted 
in 1885, and has been President of the College of Physicians 
and Surgeons, Ontario, and of the Royal Society of Canada. 
He has written on the knee-joint, on heart disease, on 
tetanus, on orthopaedics, on tuberculosis, and on other 
medical, surgical, and scientific subjects in the journals of 
Canada, the United States, and this country, and is, 
moreover, a geologist of repute. During his political 
career he introduced the Pacific Railway Bill to construct 
the present trans-continental railroad, and few medical men 
can have lived a fuller life. 
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(1) PROTOSIL; (2) PINEAL GLAND TABLETS; 

(3; ANTI-TYPHOID-PARATYPHOID VACCINE; 

(4) TYPHOID PAR AT YPHOID AGGLUTO- 
METER; (5) ARGENTIDE VAGINAL 
SUPPOSITORIES. 

(Parke, Davis, and Co., Beak-street, Regent-street, 
London, W.) 

1. Protosil is a dark brown hygroscopic scaly substance 
which readily dissolves in water. It is a proteid silver 
compound, and according to our analysis contains close upon 
20 per cent, of silver, as is claimed. It presents the 
advantages of not being precipitated by alkalies or by 
reagents which generally decompose the ordinary silver 
solutions. It does not coagulate albuminous matter nor 
does it react even with a chloride. It is stated to be non¬ 
toxic even in strong solutions and to be free from irritating 
effects. It is suggested for use as an antiseptic and astringent 
in inflammatory conditions of the mucous membrane and as 
particularly serviceable in uro-genital conditions. 

2. The pineal gland tablets represent the activity of the 
fresh pineal glands of young cattle. The action of the 
pineal body is interesting in its influence upon mental and 
physical development up to the time of puberty. The 
substance has thus been given in cases of backward children 
and also of premature mental failure in later life. It is 
said to have a definite stimulating effect upon the sluggish 
brain. 

3. The anti-typhoid-paratyphoid vaccine is contained in 
ampoules and is convenient for administration for immunisa¬ 
tion purposes, and the practice now is to immunise against 
both typhoid and paratyphoid by administering the respective 
vaccines simultaneously. This combined vaccine is prepared 


in the inoculation department of St. Mary’s Hospital, London, 
under the supervision of Sir Almroth Wright. 

4. The typhoid-paratyphoid agglutometer comprises a 
small compact set of apparatus to be used in the differential 
diagnosis of typhoid and paratyphoid fevers. It contains 
one ounce each of typhoid and paratyphoid suspension and 
the usual appliances for collecting the blood and for making 
the test. The case containing the apparatus measures only 
4^ inches long, inches wide, and 3& inches deep. It is 
designed to obviate the use of the microscope and fresh live 
cultures of typhoid and paratyphoid bacilli in the agglutina¬ 
tion test. It is stated that laboratory and clinical experi¬ 
ments have shown that the use of the apparatus produces 
results equal in delicacy and efficiency to the microscopic 
method, while its conveniences are obvious. 

5. The argentide vaginal suppositories consist of soft 
gelatin cones protected by a tin wrapper. The germicide 
present, as we have found, is a solution of silver iodide. It 
is claimed that this salt is superior to silver nitrate inasmuch 
as it is more stable, less irritating, and does not stain. 

“ SOLOID ” NASAL ALKALINE COMPOUND. 

(Burroughs, Wellcome, and Co., Snow HrLL Buildings, 
London, E.C.) 

This well-known and useful formula in the treatment of 
the nasal passages has recently been modified by the addition 
of cocaine hydrochloride. This addition renders the appli¬ 
cation of the spray or douche acceptable in the treatment of 
acute conditions in which pain is a feature. The soloids, 
each of which contains 5 grains of borax, 5 grains of sodium 
chloride, and l/6th grain of cocaine hydrochloride, dissolve 
readily when powdered in warm water, and one soloid dis¬ 
solved in two or three ounces of water gives for general 
purposes an antiseptic fluid which can be used in the form of 
a spray or douche in rhinitis, ozaena, and so forth. The 
original soloid without cocaine hydrochloride is still supplied. 

LY80L (L. BRAND). * 

(Lysol, Limited, Crayford Mills, Warton-road, 
Stratford, London, E.) 

The claims made in regard to the advantages of this pre¬ 
paration are confirmed by our examination. One important 
point is that it is quite without free alkali ; so much so, 
that its solution in water gives no reaction whatever with 
the delicate phenolphthalein test. Further, it is not made 
with caustic soda, but with caustic potash. We obtained 
marked evidence of the presence of potash salt. The 
preparation is not only miscible with water, but, as we have 
found, with alcohol, glycerine, and even chloroform. It is 
evidently, therefore, a very pure combination of potash soap 
and cresol. Whilst it is an active detergent, preparing, so to 
speak, the ground for the action of the antiseptic, it is non¬ 
caustic. On separating the soap by means of alkaline lime 
solution we obtained a yield of cresols amounting to just 
50 per cent. Amongst preparations of its kind this is 
evidently a standard product and one over which particular 
care is exercised to secure an article constant in composition 
and antiseptic value. 

LA GIRALDA: SPANISH WHITE WINE. 

(Robert James, Son, and Co., 17, Store-street, 
Bedford-square, London, W.C.) 

As is well known, Spain produces good wines, and they 
are, generally speaking, fuller in character than the wines 
of France. The white wine under examination, however, 
shows a comparatively low alcoholic strength and resembles 
a light Sauterne. It is pleasing in character, with a 
delicate flavour of the grape, while coming well within the 
category of light wines. According to our analysis, the 
following was its composition : alcohol by volume, 10-73 
per cent., equal to proof spirit 18-81 per cent. ; extractive 
matters, 2-25 per cent. ; mineral matter, 010 per cent. ; 
sugar, 0-50 per cent. ; volatile acidity reckoned as acetic 
acid, 0 08 per cent. ; fixed acidity reckoned as tartaric acid, 
0*49 per cent. It is a genuine good unfortified wine free 
from objectionable preservatives, and is quoted at a moderate 
price (20*. per dozen) considering its attractive qualities. 


Sir George Hare Philipson, M.D., F.R.C.P., pro¬ 
fessor of medicine in Durham University since 1876, attained 
the age of 80 on May 18th. 
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Jjtefo Indentions. 


AN INGENIOUS CRUTCH-HEAD. 

We have received the following letter :— 

Sir,—I am venturing to ask for your criticism of the 
crutch-head which I send herewith. It is of a pattern issued 
in considerable numbers from the Kensington War Hospital 
Supply Depot, 13, Kensington-square. In the past year this 
y IG j depdt has turned 

out many hundred 

j*— - Q"— -*-pairs of similar 

T heads stuffed with 

V ) a mixture of tow 

\ / and lyxhayr (the 

\ I substitutefor 

* I horse-hair); but it 

l _ . _j seemed to those 

° ** responsible for the 

Beech head with webbing. output of the 

upholstering department that something affording more 
“resiliency” was desirable, and, thanks to the kindness 
of Mr. W. L. Bradbury (a most indefatigable and energetic 
worker at the Depot), we have been able to make use of 
some old inking-rollers of 9 

the Punch Printing Office, * IG> "* 

with which he supplied us. |» « «—=—*—:—~ . » 

The head sent is filled with !i *pS*- A - 

this composition. The sub- 1 1« » . . , . *1 

stance melts at a compara- Bottom of the head. Distance from 
tivelylow temperature (it is edge a to centre of the hole 

holinwH at ahnnt 1900 F which receives the crutch stick 

believed at about LSU *.), ig l lnch The nai]8 at the end 

and after having been have g heads: the others may be g. 

slowly liquefied is poured 

into a “shell,” or half-covered crutch-head, laid on its side. 
If melted quickly or by too fierce a heat, the composition 
bubbles and, in cooling, subsides awkwardly. In order to 
prevent its flowing down the sides of the head when exposed 
either to a hot sun (or possibly to the heat of an ordinary 
fireplace), gimp-pins are placed at close intervals round the 



Head and end upholstered, nailed and finished. 


War Hospital Supply Depot at an extraordinarily small cost, 
and are distributed to authorised societies and institutions 
on application.—E d. L. 

NATIONAL HEALTH INSURANCE. 

Marked Bottles. 

The London Panel Committee has noted that by the Drug 
Tariff of 1916 druggists were obliged to supply medicine in 
bottles marked so as to guide the patient in taking the 
prescribed dose. Marked bottles are, however, not ordered 
by the 1916 tariff. This is, no doubt, due to the difficulty in 
obtaining glass bottles of any kind owing to the war, and the 
same cause prevents druggists from supplying marked bottles 
even if they should be willing to do so. The result is that 
medicine is taken in improper quantities and wasted. The 
most practicable remedy would seem to be the affixing to 
plain bottles strips of paper marked to indicate the dose 
prescribed. These could be enforced by regulation and 
printed to suit bottles of the usual sizes, when it would rest 
with the druggist to be careful to affix the right strip to 
the bottle. Graduated medicine glasses have equally been 
rendered costly and difficult to obtain. 

Drugs Supplied in London . 

The accounts for the last three years show that the 
number of prescriptions dispensed to insured patients in 
London has decreased from year to year; that the average 
cost per prescription was markedly higher in 1915 than in 
1913 or 1914, and that in 1914 it was slightly higher 
than in 1913. The figures are: 1913, 5,041,555 pre¬ 
scriptions, total cost £155,516, average cost 7*4rf. ; 1914, 
4,871,108 prescriptions, total £188,236 0#. 6 d., average 
9 3d. ; 1915, 4,344,868 prescriptions, total £142,615 5s. 2d., 
average 131d. Probably several causes have contributed 
to the falling off in the number of prescriptions made 
up. There may have been at first a tendency to consult a 
medical man and to get a bottle of medicine not altogether 
necessarily, and the attraction of novelty surrounding 
such a proceeding may have worn off. Beyond question 
a large number of insured patients are serving in the army 
or, for reasons connected with war service, absent from 
home. It is, however, no less important to remember that 
increased facilities for medical attendance must have a 
potent effect in preserving the health of the working classes ; 
and also that the high wages which war has produced will 
have procured better nourishment for many who before were 
underfed. Some day we shall be able to compare the 
statistics of peace with those of wartime. 

The London Panel Committee and the Question of an 
Election. 


frame of the head, as shown in the rough drawing sent- 
But it is hoped that in moderate temperatures and with 
ordinary care the danger of liquefaction is small. In our 
conceit we think that there is a pleasing compactness and 
an elasticity about these heads which is not generally 
observable in most others of amateur manufacture ; but, as I 
commenced by saying, I beg your criticism and advice. 

I am, Sir, yours faithfully, 

Arthur Denman. 

Kensington War Hospitals Supply DepOt, 

13, Kensington-square, S.W. 

%* The crutch-head seems to us an ingenious and 
comfortable contrivance. The curves are well designed, 
and there is sufficient elasticity in the material of which 
the head is composed to constitute a springy support. We 
have subjected the head to a temperature of 110° F. and 
find that it maintains its shape, so that the temperatures of 
every-day experience would not restrict its use. We have 
examined a piece of inking-roller used in our printing-room 
and find that its melting point lies between 119° and 
121° F. This confirms Mr. Denman’s statement. The 
material warmed at 120° F. assumes a thin treacly con¬ 
sistence which enables it to be poured into a receptacle in 
the way described. It therefore seems well adapted for the 
purpose and is very comfortably resilient, but it may be 
pointed out that one of the ingredients of the composition 
is glycerine and this is apt to get moist. The smooth 
stuff with which the head is covered, pluviusin, is neat to 
look at, easily upholstered, and readily cleaned. The 
crutches are not sold ; they are made at the Kensington 


The medical practitioners on the London panel have had 
their notice called to the new regulations issued by the 
Commissioners, which enable the period of office of present 
members of Panel Committees to be extended for a period of 
not more than 12 months after the end of the war. The 
members of the panel in any area may press for the holding 
of the usual annual election, in which circumstances the 
Commissioners may declare that the regulations above 
referred to do not apply to that area. In the absence, how¬ 
ever, of a collective expression of opinion being received to 
the effect that an election should be held, the present 
members of Panel Committees will be deemed to be 
re-elected. 

Bolton Insurance Committee. 

At Bolton, in connexion with a decision to surcharge three 
medical men in respect of alleged extravagance in pre¬ 
scribing, Mr. J. A. Swainson on the consideration of the report 
pointed out that the Drug Fund had never been sufficient for 
the purpose for which it was designed. He considered that 
the Insurance Committee of Bolton shonld make known its 
opinion that in town districts there was need for an increase 
of the sura available for the treatment of insured persons. 
It had been said at various times that medical men were 
extravagant in prescribing, but in the case of the three 
medical men who were being surcharged deductions were 
being made in consequence of a deficit in the Drug Fund. 
Medical practitioners could not prescribe as they did before. 
He knew from his own experience that he could not do so 
unless he was willing to be fined for so doing, and he had 
himself only just escaped from being surcharged. 
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Infantile Mortality in Scotland, and 
the Nation’s Future. 

The third “ Report on Infantile Mortality in 
Scotland,” which includes the proceedings of the 
National Association for the Prevention of Infant 
Mortality and the Welfare of Infancy, has been 
recently laid before the Convention of the Royal 
Burghs of Scotland by Mr. D. W. Kemp, and it 
emphasises so many of the lessons inculcated by 
Dr. S. G. Moore in his Milroy Lectures 1 that we 
need no better reason for returning to the whole of 
this important subject. In particular the report 
lends force to the important points to which 
Dr. Moore called attention, when urging the 
necessity for measures specifically directed against 
infant mortality, if the State desires to check 
disastrous wastage. Sanitary effort, the demoli¬ 
tion of slum dwellings, the supervision of food, 
including the milk-supply, the advancement of 
medical and obstetrical science, have been no 
less conspicuous during recent years in Scotland 
than elsewhere in the United Kingdom, but the 
yearly loss of infant life remains much as it 
was 60 years ago. A chart, which is pub¬ 
lished in this report, shows the rise and fall in 
the number of deaths of children under one 
year old per 1000 births in Scotland from 1855 
to 1915. It proves that in 1915 these deaths 
stood at a point or two above what was reached in 
1855, when they amounted to 125 per 1000. It 
also shows that the highest figure was recorded 
so recently as 1897, when it came near to 140, 
and that if the lowest (106 per 1000) occurred 
in 1912 it was only less by three or four than that 
registered in 1859 and later in 1879. The criticism 
and comparison of particular figures may be rela¬ 
tively unimportant, but the general deduction which 
follows from them must command attention. It is 
that for more than half a century infant mortality 
in Scotland has exhibited no substantial improve¬ 
ment, and that if its ravages are to be resisted we 
must initiate and press forward suitable measures. 
Such measures must combine with, and be supple¬ 
mented by, improved conditions of life affecting 
adults as well as infants, and be under the guidance 
of medical science, as sanitary legislation has been, 
but they will have to be devised for the special 
benefit of the mother and the infant, and con¬ 
centrated upon them through the agency of workers 
specially trained for the purpose. The report of 
the National Association, to which we have referred, 
notes the enrolment of 222 students for the 
advanced course of lectures on infant welfare, and 
observes that these “will eventually be scattered 
over the world.” The number, no doubt, is not 

1 The Lancet, April 22nd (p. 849) and 29th (p. 896), and May 6th 
(p. 943), 1916. 


great when the magnitude of the field thus indi¬ 
cated is taken into account, but allowance must be 
made for an exceptional period in which an 
enormous number of women are being absorbed 
into the profession of nursing. No doubt many of 
those who never contemplated a nursing career 
before the war will find themselves after it is over 
imbued with a new interest in the welfare of their 
fellows, and from their ranks may be drawn some 
at least who will work for purposes of infant 
welfare. 

A circular of the Local Government Board for 
Scotland, dated August 15th, 1915, is referred to 
in Mr. Kemp’s report, which, in summarizing the 
general policy indicated, calls attention to a detail 
which is of interest. In connexion with the 
earning of Treasury grants, it is noted that con¬ 
tributions made by local authorities to institutions 
may rank for such grants, but that no grants will 
be made direct to any institution. Mr. Kemp 
refers to this as a distinction between the adminis¬ 
tration of the funds in England and in Scotland, 
and ascribes the decision to grant only through the 
local authority to the desire to avoid overlapping, 
in which he is probably right. A further observa¬ 
tion which he makes in this connexion is not with¬ 
out a distinctive national touch. “ What, however,” 
he says, “ we must jealously guard against is that 
England does not get more proportionately out of 
the Treasury than Scotland.” He possibly expresses 
this unexpected anxiety because, as he points out, 
there have been some few schemes approved by the 
Local Government Board before the Scottish authori¬ 
ties have been able to propose theirs. England, to 
quote his expression, has got a little ahead. We 
are certain that no unfair competition on the 
part of any section of our common island need 
be apprehended, and that all medical men and 
all social workers desire to see Scotland and 
England working in rivalry indeed for a common 
end, but combining in honourable conspiracy to 
secure as much pecuniary aid towards that end 
as the necessary economy of the Chancellor of 
the Exchequer will sanction their receiving. The 
justice of the demand which they will emphasise 
when appealing for assistance to combat infant 
mortality will be admitted by all, but for the 
present at any rate, as Mr. Kemp himself points 
out, in the national crisis caused by the war a 
large grant cannot be expected. One of the 
strongest arguments for a great increase of the 
grant hereafter will be that by saving infant life 
from avoidable destruction we shall be lessening 
the certain results of war upon our population. 

In our issue of Jan. 29th we published a commu¬ 
nication from a contributor who suggested a scheme 
for the reduction of infant mortality by what he 
described as “ a system of vicarious adoption.” By 
this a central body, and through its intervention 
particular subscribers, would take direct personal 
interest, without legal responsibility, in expectant 
mothers of the poorer classes and in their babies 
when born. In a leading article on the Conservation 
of Infant Life in the same number of The Lancet 
we called attention to this proposal, which we 
described as one for bringing the public into close 
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and sympathetic relation with the whole problem 
of infant welfare. Mr. Kemp in the report under dis- 
cussion indicates an approval, which we are gratified 
at having won, by printing our article and the com¬ 
munication qt our correspondent for the information 
of the Convention of the Royal Burghs of Scotland. 
We hope, and indeed have no doubt, that full con¬ 
sideration will be given to both by that ancient and 
honourable body, and we believe that it is by no 
means impossible that the movement suggested, if 
once set on foot and efficiently organised, might 
achieve considerable success. Sympathy with 
“ lonely soldiers ” at the front has, as is well known, 
produced for them “ fairy godmothers.” These have 
not only sent them parcels of delicacies to supple¬ 
ment their rations, but have done their best 
to cheer them with letters in the trenches. It 
may be that the “ fairy godmother ” idea will meet 
with a similar welcome when applied to actual 
infants, and that “ godfathers ” who will undertake 
a certain pecuniary obligation will not find them¬ 
selves excluded. In Scotland, as in England, there 
is ample room for voluntary agencies to work side 
by side and in combination with official bodies, 
for the war has only emphasised for the whole 
kingdom the need for vigorous and concerted 
action. 


The Diseases of Active Service. 

The majority of the diseases from which our 
troops are suffering whilst on active service are 
the same as those which occur in time of peace. 
Rheumatism (articular and muscular), bronchitis, 
pneumonia, disorders of digestion, are met with 
very frequently; certain infectious diseases, notably 
dysentery, are inseparable from a oampaign, but 
by no means unknown in times of peace or among 
civil populations. Fortunately in this war, typhoid 
fever, which has so often caused the death of 
vast numbers of soldiers, has been rendered far 
less virulent owing to.preventive inoculation. The 
tendency to regard certain diseases as peculiar to 
service in the field has shown itself mainly in the 
adoption of various terms such as “trench feet,” 
“ trench fever,” “ trench nephritis,” “ shell shock,” 
and so on, but those who employ these names, 
mainly for convenience, are aware that further 
investigation and research are being carried out in 
regard to the etiology and nature of these conditions, 
and that it would be imprudent to conclude hastily 
that they are essentially different from those which 
occur amongst the civil population at ordinary 
times. The term “ trench feet ” has been adopted in 
pldle of “frost-bite” because it was found that 
exposure to cold and wet at a temperature above 
that of freezing-point would produce the phenomena 
hitherto associated with extreme cold, although the 
morbid changes appear identical. The exact nature 
of “ trench fever ” has not yet been determined. It 
is possible that it is a distinct infection, although 
some physicians are of opinion that it is of an 
influenzal nature, and certainly further research is 
necessary before it can be definitely given a place 
in any official nomenclature. A large number of 
men have been admitted into the hospitals with 
albuminuria, and the term “ trench nephritis ” has 


been used to designate the condition. Here, again, 
some observers maintain that a definite infection 
is responsible for the numerous cases which 
have presented themselves, and that therefore the 
etiology is different from nephritis as met with 
amongst civilians. But some further work on the 
subject will have to be done before this conclusion 
can be adopted. 

The term “ shell shock” has been used to include 
certain symptoms which are found in men who have 
been in the actual firing line. Some physician* 
desire, and very logically, to confine this term to 
the symptoms appearing after a man has been ren¬ 
dered unconscious by shell explosion, although no 
actual bodily injury has been sustained, but similar 
symptoms also occur in soldiers who have been 
simply exposed to shell fire without becoming un¬ 
conscious. The question arises whether this condition 
essentially differs from the conditions produced in 
ordinary phases of life by shock of various kinds 
to the nervous system. Traumatic neurasthenia has 
long been recognised, and shortly after the passing 
of the Workmen’s Compensation Act many men 
made claims under the Act who were suffering from 
a variety of symptoms to which the term “ traumatic 
hysteria” was rightly applied. Such cases still 
figure frequently in many industrial practices. 
Many of the cases which, because they occurred at 
the fighting front, have been diagnosed as shell 
shock might probably be placed in the same 
category as the industrial cases. The symptoms vary 
greatly both as regards nature and severity. Some 
of the patients suffer for months in spite of most 
skilful treatment, whilst others recover speedily 
under electrical or other suitable measures. An 
interesting example of shock producing nervous 
symptoms is described in our columns this week 
by Major A. J. Hall —in civil life Professor 
of Medicine in the University of Sheffield—under 
the title “Hysterical Mutism in a Boy.” Major 
Hall’s patient had been knocked down by a taxi-cab 
three years before, and since that time, instead of 
being a bright, intelligent lad, had become heavy in 
appearance, lethargic in his movements, and slow 
at learning lessons. In December, 1914, he 
was at Hartlepool when the bombardment 
took place, and for a time he was very excited, 
but reverted to his previous dull mental 
state. In June, 1915, he was in a village 
where a factory was blown up by an explosion of 
great violence, and again he became temporarily 
very excited, and subsequently his behaviour 
grew strange. In December, 1915, he was operated 
on for removal of adenoids, and from that 
time he became absolutely mute. He remained 
thus for between five and six weeks, when early 
one morning he was much frightened by a man in 
the ward, and he at once shouted for the nurse. A 
considerable number of cases of mutism attributed 
to shell explosions have been recorded, and it is 
quite possible that they have been instances of 
hysterical mutism. Major Hall’s patient, in fact, 
seems to form a link between the hysterical mutism 
of peace and the mutism occurring under war 
conditions. The boy had been exposed for a short 
time to shell fire and had been in close proximity 
to an explosion, but it was reserved for an ordinary 
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surgical operation of everyday occurrence in civil 
life to supply the back-breaking straw and determine 
the onset of the condition. We agree with Major 
Hall in his remark that in the soldier of neuro¬ 
pathic tendency the conditions of modem trench 
warfare must produce psychical shocks quite over¬ 
whelming in their cumulative action—a summation 
of stimuli. 

Some of the doubts we have suggested as to the 
correctness of the nomenclature now being adopted 
can only be satisfactorily cleared up after the lapse 
of a considerable period of time, owing to the 
investigations which will have to be made. In 
the meantime it is interesting to note that the 
army medical authorities insist that all disabilities 
sustained by officers and men should be recorded on 
board papers and medical history and case sheets in 
strict accordance with the nomenclature of the Royal 
College of Physicians. The terms “trench feet” 
and “ shell shock ” will not be found therein, and 
consequently “ frost-bite ” and “ neurasthenia ” or 
similar terms must be substituted. The exact nature 
of the symptoms and signs should, of course, be 
mentioned in the notes, so that when the records 
are required for the purposes of investigation they 
may indicate the phenomena which existed and the 
circumstances under which they arose. 


Jiuurtatbns. 

“Ne quid nimls.” 

CEREBRO-SPINAL FEVER: REPORTS TO THE 
LOCAL GOVERNMENT BOARD. 

A recent volume 1 (New Series, No. 110) of reports 
to the Local Government Board on public health 
and medical subjects contains reports by five 
different contributors upon the important work 
on cerebro-spinal fever which has been done during 
the last 18 months. A preliminary memorandum 
by Dr. A. Newsholme, medical officer of the Board, 
summarises the information contained in the other 
reports. He states that while it was recognised in 
last year’s outbreak that great diagnostic value 
attached to the discovery of meningococci in the 
cerebro-spinal fluid of patients suffering from 
meningitis, it was then doubtful what measure 
of importance should attach to the finding of 
meningococcus-like organisms in the naso-pharynx 
of contacts with cases of cerebro-spinal fever. This 
point was therefore made the subject of special 
inquiry, and is dealt with at length in the 
reports of Dr. A. Eastwood, Dr. F. Griffith, and Dr. 
W. M. Scott on the prevalence of meningococcus- 
like organisms in the naso-pharynx of persons 
attending certain metropolitan out-patient depart¬ 
ments during part of 1915. The patients in ques¬ 
tion had not, so far as could be ascertained, been 
in actual contact with cases of cerebro-spinal fever, 
but as there was a considerable number of cases 
of this disease occurring in London and elsewhere 
at or about this time, the probability of such 
absence of actual contact is relative rather than 
absolute. Dr. Scott also reports on a similar exa¬ 
mination, including one made at a rural school in 
Kent. The result of these investigations was the 
discovery in more than 10 per cent, of non-contacts 
in London of organisms indistinguishable from 

1 Wyman and Sons, limited, 29, Breams-baildings, B.O. Price 2m. 


meningococci by microscopic,cultural,and fermenta¬ 
tion tests. Among the 56 Kentish school children, 
however, only one gave a positive result. In com¬ 
menting on the largeness of the London figure, 
Dr. Eastwood emphasises four special circum¬ 
stances: (1) that the cases examined were hos¬ 
pital out-patients; (2) that the swabs were 
taken by an expert and thus the overgrowing 
by mouth organisms reduced to a minimum; 
(3) that a special culture medium (Kutscher’s) 
was employed; (4) that much time was given 
to searching the plates. He holds that, until the 
serological relationships have provided definite 
evidence to the contrary, each of this large 
percentage of organisms must be regarded as 
possibly capable of producing cerebro-spinal fever. 
It is on this point that differences of opinion 
exist. Dr. Eastwood’s attitude is a scientific one, 
but from the point of view of the practical 
administrator it may be more convenient 
to refuse to promote the meningococcus-like 
organisms found in the throats of these non¬ 
contacts to the rank of meningococcus merely 
because they resemble that organism in cultural 
and fermentative characters. If we read the report 
correctly, out of 49 meningococcus-like organisms 
collected from 480 non-contacts only 28 were sub¬ 
mitted to serological examination, and of these only 
five qualified as that micro-organism by absorption 
tests. The naso-pharynx is the habitat of Gram¬ 
negative cocci of many different kinds. The more 
common of these cocoi are easily distinguished 
from the meningococcus by their fermentative and 
cultural characters. When these have been excluded, 
however, there remain a number of “ pseudo- 
meningococci,” possibly responsible for various 
catarrhs and colds, which can only be distinguished 
from the meningococcus by serological means. Under 
these circumstances the surest method we have at 
present of identifying the virulent meningococcus 
in the naso-pharynx of carriers—that is to say, the 
organism of immediate epidemiological importance 
—appears to be to prepare a series of specific agglu¬ 
tinating sera covering the various types of meningo¬ 
coccus isolated from the cerebro-spinal fluid of the 
cases in a local outbreak, and to refuse to identify 
any suspect coccus as the meningococcus until its 
serological behaviour corresponds with one or other 
of the types found in the cerebro-spinal fluid. This 
is the procedure indicated by a Special Advisory 
Committee to the Medical Research Committee, 
appointed to consider the problems of cerebro-spinal 
fever, 2 and it has been attended with conspicuous 
success. Of the two remaining reports, Dr. Bruce Low’s 
deals with the prevalence of cerebro-spinal fever 
in the world, and is replete with lucid information 
supplying the epidemiological data that were needed 
for the correct appreciation of the recent outbreak. 
Dr. R. J. Reece’s report on the outbreak itself must 
be regarded as preliminary in nature, as it deals 
chiefly with the civilian population, and does not 
include a full account of the incidence among 
troopB. It includes the outbreak at Salisbury, which 
is of special interest because of the practical trial 
there by Dr. W. J. Penfold of a prophylactic vaccine 
prepared from the local strain of meningococcus. 
Some 3500 persons were vaccinated and the results 
were distinctly encouraging. The volume should be 
widely read and studied, along with, the Medical 
Research Committee’s report, by all interested in 
the new and fascinating public health problems 
presented by cerebro-spinal fever. 


* The Lancet, Feb. 26th, p. 471. 
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GUIDO BACCELLI : THE TRIBUTE OF ITALIAN 
MEDICINE TO HIS LIFE AND WORK. 

Last week, writes our Rome correspondent under 
date May 10th, the Capitol drew together in the 
Hall of the Curiatii and Horatii the most repre¬ 
sentative muster of Italian medicine ever witnessed 
since the country’s unity and independence were 
proclaimed more than half a century ago—the 
occasion being that of commemorating the lately 
deceased Guido Baccelli, whose services to the 
national cause were only less than his contributions 
to the science and art of medicine as research worker, 
clinical teacher, and consultant. Her Majesty the 
Queen-Mother Margherita had already considered 
and approved the programme of the Commemoration, 
which included, as a gift to the Capitoline Museum, 
all the decorations, Italian and foreign, conferred 
on the illustrious physician, teacher, and statesman 
during his long career. The Syndic (Lord Mayor) 
of Rome, Don Prospero Colonna, supported by the 
Cabinet Ministers, the Senatus, and the medical 
consultants who formed the “ commission ” of the 
celebration, opened the proceedings with a recapitu¬ 
lation of the chief momenta in Baccelli’s life and 
work, dwelling on his devotion to the rehabilitation 
of the Eternal City as culminating in the famous 
“ Archaeological Promenade,” which enables the 
pilgrim to recall in a forenoon the historical crises 
of which the Palatine, the Caelian, and the Aventine 
were respectively the scene. Then followed His 
Excellency Signor Grippo, the Minister of Public 
Instruction, in* an eloquent survey of Baccelli’s 
salutary reforms when holding that portfolio, after 
which came the tribute of Italy’s French sister, con¬ 
veyed by Professor Joseph Teissier, who fills the chair 
of Clinical Medicine in the University of Lyons, and 
who spoke in tyie name of the French Education 
Minister and of the collective clinical schools of 
France. Professor Teissier’s discourse was the ora¬ 
torical feature of the occasion, illustrating the apo¬ 
phthegm of the French critic that “ the judgment of 
foreigners is that of a contemporaneous posterity,” 
and summing up the “ title-deeds to fame ” by which 
Baccelli will be remembered far beyond his native 
Italy, not only in the domain of medicine in theory 
and in practice, but in that of public instruction 
and of social rehabilitation, culminating in that 
“ sense of citizenship ” which is already the most 
reassuring coefficient of the “ Italy that is to be.” 
Before resuming his seat, which he did amid salvoes 
of applause, Professor Teissier laid on the bust of 
the hero of the day a crown of laurel and oak-leaves, 
interwoven with a ribbon displaying the French 
tricolour, on which was written: “ To Guido Baccelli, 
the French Minister of Public Instruction.” The 
Rector Magnificus of the University, Professor 
Tonelli, came next with an estimate of Baccelli’s 
achievement in academic reform; and then followed 
the tribute of Professor Maragliano, of the Genoese 
School, succeeded (after a loudly applauded inter¬ 
lude of His Excellency Signor Barzilai on Baccelli 
in his political capacity as “ first citizen of Rome ”) 
by a series of “ reminiscences ” from former students 
of the Roman clinique, of the more memorable 
among Baccelli’s contributions to scientific and 
therapeutic medicine. These “old pupils,” nearly all 
of them professors or docenti of the medical schools 
“from the Alps to Etna,” contributed to the celebra¬ 
tion what was perhaps its most striking feature—a 
succession of tableaux of the great clinician in his 
daily walk, from bedside to bedside, in the wards 
of the Santo Spirito, verifying or modifying the 
methods of cure announced from the professorial 


chair. The methods in question, many of them as 
original as they were effective, will form a volume 
to be distributed among practitioners in town and 
country. And with this impressive “ march-past ” 
of original work in diagnosis and therapeutics the 
assembly broke up, not the least edified being the 
lay auditors, among whom were the heads of the 
corps diplomatique, the British Ambassador, Sir 
Rennel Rodd, his French, Russian, North American, 
Spanish, Portuguese, Belgian, Scandinavian, 
Japanese, and South American colleagues—all 
except those from the courts of Berlin and Vienna. 


DISCHARGE FROM THE ARMY OWING TO 
TUBERCULOSIS. 

A medical correspondent has called our attention 
to the hardship involved in the discharging of 
soldiers from the army who have developed tuber¬ 
culosis or heart trouble as a result of the hard¬ 
ships of trench warfaie, but with regard to whom 
it cannot be said positively that the disease was the 
result of their military service, although it may 
have been aggravated by it. As a consequence, he 
points out, a man who might have lived to old age 
in comfortable and safe employment, but who gave 
it up in order to fight for his country, may be, and 
frequently is, discharged from the army as unfit 
for further service to seek employment, with or 
without success, as an invalid, his incapacity not 
being regarded .as so directly due to his service 
as to entitle him to a pension. Our corre¬ 
spondent is not alone in his interest in this 
matter. If a man has a leg or an arm blown 
off in battle it is clear that no doubt or 
question can arise as to the fact that military 
service alone is the cause of his injury, but if 
a man contracts a particular disease in circum¬ 
stances in which the majority of his comrades 
escape it, it is not an unfair inference that some 
predisposing and undiscovered weakness existed 
before he enlisted. Nevertheless, the hardship 
is obvious when we reflect that but for his 
having served in the field the man might have 
continued to enjoy his accustomed health, and that 
this was good enough to enable him to earn his living 
without consciousness of any physical inferiority 
as compared with his fellows. It is to be hoped 
that when the pressure and stress of the present 
war are over cases of this kind may be reconsidered 
and injustice redressed, if any be found. It must 
not be forgotten that these men were allowed to 
serve as being fit to do so after undergoing medical 
examination, and that we are on the eve of com¬ 
pulsory service for a large class of those who have not 
volunteered, while considerable pressure has been 
put upon many who have enlisted recently. To 
compel a man to serve in the army as being one 
physically qualified to do so, and then to discharge 
him from it with broken health and without com¬ 
pensation would not be fair treatment; and the 
disabled soldier has the best possible claim to 
be treated not merely with fairness, but with 
generosity. _ 

NITROGEN RETENTION IN THE BLOOD. 

While the value of estimations of the urea con¬ 
tent of the urine as a test of renal efficiency, espe¬ 
cially when carried out by the hypobromite method, 
is now regarded as relatively small, there can be 
no doubt that a knowledge of the quantity of nitro¬ 
genous waste bodies present in the blood is capable 
of affording valuable indications as to prognosis 
and treatment. Some interesting observations on 
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this subject are contained in a recent paper con¬ 
tributed to the Edinburgh Medical Journal for April 
by Dr. Francis D. Boyd, who used the methods of 
Folin and Dennis for estimating the non-proteid 
nitrogen of the blood. From these it appears that 
the percentage of such materials may rise as high 
in other diseases as in ordinary cases of Bright’s 
disease, and also that the blood pressure in cases 
of renal disease is not directly proportional to the 
amount of nitrogenous waste products present in 
the circulation. Nevertheless, large percentages are 
of bad import, anything over 50 mg. of non-proteid 
nitrogen in 100 gm. of blood indicating that the patient 
is in a dangerous condition. If as much as 100 mg. 
per cent, are discovered there is immediate danger 
of fatal ursemia. Treatment in such cases of 
nitrogenous retention must be directed to diminish¬ 
ing the protein intake and eliminating the waste 
materials by other routes besides the kidneys. 
For the latter purpose purgation is most useful. 
For the former the old-fashioned milk diet is not 
really suitable, as it actually contains a larger 
amount of protein in relation to its nutritive value 
than many other forms of food. If possible, it is 
advisable in cases of nitrogenous retention to 
withhold all food for 24 hours, giving only water to 
relieve thirst. Afterwards such things as water- 
arrowroot, cream, sugar, and stewed fruits (apples, 
prunes, figs) may be allowed, such diet being 
sufficient to supply energy for a patient at rest in 
bed. In cases of chronic nephritis examinations of 
the blood-nitrogen must be made from time to time 
as a means of regulating the diet permitted, since 
it is harmful to restrict nitrogenous food un¬ 
necessarily, the general nutrition then tending to 
suffer and the kidneys being in turn injuriously 
affected. The largest quantity of protein along 
with other foods that can be assimilated without 
giving rise to undue nitrogen retention is desirable. 


THE DEBT OF MEDICAL SCIENCE TO THE 
BREWING INDUSTRY. 

The interesting address delivered by Mr. Horace 
Brown, F.R.S., LL.D., at a meeting of the Institute 
of Brewing last week, on “ Reminiscences of Fifty 
Years’ Experience of the Application of Scientific 
Method to Brewing Practice,” reminds us again of the 
debt which modern surgery, like preventive medicine, 
owes to the fermentation industries. It is common 
knowledge, of course, though it may not always be 
kept in mind, that the study of the diseases of beer 
led Pasteur to opine that there was more than 
a mere analogy between the phenomena of fer¬ 
mentation and those of the contagious and infec¬ 
tious diseases of men and animals. The germ 
theory of disease was, in fact, the outcome of 
these researches, and to a great extent we 
owe modern bacteriological developments to the 
study of a great industrial process, the production 
of healthy beer. It was found, as chemical know¬ 
ledge grew more thorough, that there was some¬ 
thing beyond mere chemical changes which shaped 
the healthy progress of beer in the making, and it 
was eventually disclosed that adventitious micro¬ 
organisms were a source of mischief. Out of this 
discovery arose the beginning of bio-chemistry. 
As everyone remembers, it was the study of 
alcoholic fermentation, so closely and fruitfully 
worked at by Pasteur, which led Lister to associate 
the inflammation of open wounds with the action 
of micro-organisms introduced from without, and 
Mr. Brown pointed out fairly that Lister achieved 


the ultimate triumphs of his surgical revolution 
upon inspiration which came from the scientific 
work carried on in a distillery. The existence of 
micro-organisms was established and the discovery of 
specific pathogenic bacteria soon followed. We have 
often emphasised the importance of the study of 
enzymes in physiology and pathology. The subject 
has made rapid developments, and here again the 
researches carried out in the brewery have led the way, 
and further work on the fermentation processes is 
calculated to conduct us still nearer to insight into 
the nature of the metabolic life-processes. 


THE DIAGNOSTIC IMPORTANCE OF THE 
ANKLE-JERK. 

In the Journal of the "Royal Naval Medical 
Service for April is a paper by Temporary Surgeon 
Hildred Carlill, neurologist to the Royal Naval 
Hospital, Haslar, on the diagnostic importance of 
the ankle-jerk. While it does not contain any new 
facts, it serves a useful purpose in directing atten¬ 
tion to a reflex the significance of which is perhaps 
not so widely recognised as it ought to be. No 
examination of a nervous case is complete unless 
the routine includes testing of the Achilles jerks. 
They may be regarded as normally present, and 
their diminution or absence is always of patho¬ 
logical import. The localisation of the Achilles 
jerk is the arc from the fifth lumbar and first 
sacral dorsal roots, through the corresponding cord 
segments, and so by the ventral roots to the 
muscles concerned. Lesions on either the motor 
or the sensory side may interfere with the integrity 
of the arc, and hence reduce or abolish the 
ankle-jerk. Surgeon Carlill has examined some 
1052 sailors, who considered themselves in every 
way healthy; in 15 cases one or other, or 
both, Achilles jerks were absent. There is appa¬ 
rently in seven of these cases sufficient evidence 
to justify a provisional diagnosis of early tabes 
dorsalis. Among the diseases producing disturb¬ 
ance of the reflex may be mentioned injuries and 
primary affections of the calf muscles, the sciatic 
nerve or its branches to the gastrocnemius and 
soleus, the dorsal roots mentioned above, the cells 
of the ventral cornua of the epiconus (fifth lumbar 
and first sacral segments). In both systematised 
and diffuse lesions of the cord, provided the epi¬ 
conus is in part involved, the reflexes may be in 
abeyance. Surgeon Carlill quotes a number of illus¬ 
trative cases. In two of these he notes that with 
deep reflexes otherwise exaggerated on one side, 
from hemiplegia, the ipsilateral ankle-jerk wad 
absent, but he does not offer any explanation of 
this interesting observation. 


PYELOCYSTITIS AND METASTATIC ABSCESSES 
FOLLOWING TONSILLITIS. 

In an annotation on Appendicitis as a Sequel of 
Tonsillitis in The Lancet of March 11th (p. 579), we 
referred to the importance of the tonsil as a portal 
of entry of many infections and a source of disease 
in distant organs. In the New York Medical Journal 
of April 15th Dr. H. B. Mills and Dr. G. A. Sowell 
have reported a case of tonsillitis followed by pyelo- 
cystitis, a sequel which does not appear to have 
been previously recorded. A boy aged 2 years was 
taken ill on Deo. 9th with tonsillitis. On the 12th 
the tonsillitis was practically cured, but the bowels 
were loose. On the 16th the temperature suddenly 
rose from normal to 103°, at which it remained for 
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several days, then fell to normal for a similar 
period, and again suddenly rose as high as before. 
After several periods of high temperature, with 
intervals of normal temperature, the child was 
admitted into the Samaritan Hospital, New York, 
on the 27th. Careful examination was negative 
except for swelling of the left instep, metatarso¬ 
phalangeal joint of the right big toe, and back of 
the left hand. All these swellings developed into 
abscesses which were opened and drained. The 
urine contained many pus cells and a few red 
corpuscles. The pus from the abscesses yielded the 
staphylococcus albus in pure culture. With the 
opening of the abscesses the temperature dropped 
from 101*8° to 99*4° for two days and then suddenly 
rose to 104*4°, at which it remained for three days 
and then dropped to 99*5°. Repeated examinations 
of the urine always showed large amounts of pus 
and the staphylococcus albus in pure culture. 
Blood cultures were made on two occasions and 
also showed the staphylococcus albus. Under 
15 grains of hexamine daily the urine became 
almost free from pus. On account of the diseased 
condition of the tonsils they were removed, and 
from the caseous material which they contained an 
almost pure culture of the staphylococcus albus 
was obtained, there being but slight streptococcic 
contamination. Thus the bacteriological confirmed 
the clinical evidence that the tonsils were the 
source of the infections in other parts. Dr. Mills 
and Dr. Sowell have not been able to find any 
record of tonsillitis leading to pyelocystitis, but 
their attention has been called to another case in 
which this sequence seemed to have taken place. 


The Ingleby Lecture at the University of Birming¬ 
ham will be delivered on Wednesday next, May 24th, 
at 4.30 p.m., in the lecture theatre of the Medical 
School by Dr. T. Sydney Short, physician to the 
Birmingham General Hospital, who has taken as 
his subject, Gastric Ulcer and its Complications. 


THE BELGIAN DOCTORS’ AND 
PHARMACISTS’ RELIEF FUND. 


Subscriptions. 

The subscriptions to the Belgian Doctors* and Pharmacists* 
Relief Fund received since the last list was published are 
as follows:— 


£ 9 . d. 


1 0 0 


Ur. B. D. H. Carpenter 
(twelfth donation, 

total £12) . 

Royal College of Phy¬ 
sicians of Ireland— 

Mr. R. B. Balfour, D L. 2 2 0 
Interest granted by 

Ulster Bank . 

Mr. J. H. Toplis . 

Messrs. J.Hayllarand Son 

Mr. A. Chapman . 

Brighton and Hove Asso¬ 
ciation of Pharmacy— 

Mr. F. J. Flatman ... 


0 14 
6 5 
1 13 
0 6 


0 10 6 


Mr. Bdgar Jones. 

Mr. J. K. Padwick ... 

Mr. J. Plowright.. 

Messrs. Savage and Co. 

Mr. F. W. Sadler. 

Mr. O. Beckwith. 

Mr. F. G. Cash more ... 
Mr. W. J. Davies ... 
Mr. Milner Black 
Mr. J. W. Chaplin ... 
Mr. F. W. Fowlea 

Mr. C. Blarney . 

Mr. J. W. Bygott. 

Mr. M. B. Morris . 


£ 8. d. 
0 10 6 
0 10 6 
0 10 6 
0 10 6 
0 10 0 
0 5 0 
5 0 
5 0 
2 6 
2 6 
2 6 
2 6 
5 0 
5 0 


Subscriptions to the Fund should be sent to the treasurer 
of the Fund. Dr. H. A. Des Voeux, at 14, Buokingham-gate, 
London, S.W., and should be made payable to the Belgian 
Doctors’ and Pharmacists’ Relief Fund, crossed Lloyds Bank, 
Limited. 


The stock of clothes for the Belgian Doctors* and 
Pharmacists’ Relief Fund has nearly been exhausted, and 
the Directress of the Committee of Clothing earnestly begs 
for further parcels of garments of all kinds. More especially 
the following articles are desired : Ladies* and children’s 
summer dresses, stockings, and socks; suits for men ; vests ; 
sports coats for boys and girls ; thin overcoats or raincoats. 
Parcels should be addressed Mrs. de Bless, St. Andrew’s 
Parish Room, Palace-street, Westminster. 


OPHTHALMOLOGICAL SOCIETY OF THE 
UNITED KINGDOM. 


Thb Annual Congress of this Society was held on May 4th, 
5th, and 6th at the headquarters of the Royal Society of 
Medicine, under the presidency of Mr. Walter H. Jessop, 
who in his opening address dealt with 

tSome Ophthalmia Lesson* of the War. 

The President said: First I would refer to the 
magnificent work done at the Front and in the hospitals 
here by the members of our society. To Colonel W. T. 
Lister and other ophthalmic surgeons at the Front has 
been primarily due one of the greatest surgical achieve¬ 
ments of the war—namely, the prevention of sympathetic 
ophthalmitis. I have corresponded with nearly all our 
colleagues at the military hospitals and as yet have 
not heard of a single case of sympathetic ophthalmitis. 
This result must be due to careful treatment of all cases of 
injured eyeballs and early and complete removal. Looking 
at the history of the war and at the enormous number of 
wounds involving the eye by shell one would have expected 
the results quite otherwise. In the American Civil War 
41 cases of sympathetic ophthalmitis occurred in 254 cases 
of destruction of the eyeball—that is, 16*14 per cent. 
The German official returns for the Franco-German War 
gave the very high percentage 55*6 in all cases of injury to 
the eyeball. The number of sympathetic ophthalmitis cases 
were 97, and 52 of these occurred within one year of the 
injury; the seriously damaged eyeballs gave the highest 
percentage of sympathetic trouble. 

Papillwdema .—A subject this war has helped to clear up 
is papilloedema. In fracture of the vault a large percentage 
of cases showed signs of papilloedema, and the opportunities 
given of following the course of the papilloedema strengthen 
the view that the old chapters on optic neuritis, choked 
disc, neuro-retinitis will have to be quite rewritten. 

The ophthalmoscopic changes were usually slight swelling 
of the papilla, sometimes amounting to 1 or 2 D. ; the edges 
of the discs were blurred and indistinct, often there was a 
narrow yellowish white ring round the optic disc, and the 
changes were, as a rule, within the equator and near the 
papilla—in fact, the changes were an oedema of the retina. 
In some oases there were soft woolly-looking plaques, and in 
a few cases there was extreme swelling of the optic discs 
with haemorrhages, plaques, &c. These conditions were 
associated with increased intracranial pressure, and on 
relief of the intracranial pressure the oedema disappeared 
in a short time, and in ordinary cases no after-changes are 
to be seen by the ophthalmoscope. This coincides with the 
findings of Paton and Holmes, who in cases of cerebral 
tumours have demonstrated that the swelling of the papillse 
is an oedema and not an inflammation primarily, and that 
such oases usually called optic neuritis ought to be named 
papilloedema. 

Trench nephritii .—I have had the opportunity of examin¬ 
ing the eyes of about 150 cases of trench nephritis. Many 
of the first of the cases have been mentioned in the very 
interesting paper by Mr. R. Foster Moore. 1 These oases of 
trench nephritis, according to Captain W. Langdon Brown, 3 
are examples of aoute nephritis, and are epidemic, infective, 
and due to some specific infection resembling, but not 
actually, the oiganism of soarlet fever. 

Since the middle of January of this year I have examined 
carefully, and as a rule several times, the eyes of 45 con¬ 
secutive cases in the 1st London General Hospital of trench 
nephritis. Oh these I wish first to speak, as they have been 
specially examined by the ophthalmoscope for slight changes. 
In 21 of the cases (46*6 per cent.) there were signs of csdema 
of the retina ; in many these signs in a few days cleared np, 
so that the percentage of cases of oedema is probably much 
higher. In three oases with oedema of the retina there were 
other changes—one had a single, superficial, flame-shaped 
haemorrhage, one commencing retinitis with plaques, and 
one the signs ordinarily described as albuminuric retinitis. 
Of this last case, a man 27 years old, the great interest is 
that all the ordinary changes up to resolution took place in 
12 weeks from the onset of general symptoms. The oedema 
of the retina commencing three weeks after the symptoms of 
dyspnoea, oedema of legs, &c., was suoceeded by white, 

i Thb JLabobt, Dec. 18th, 1915, p. 1348. 

* The Lahokt, Feb. 19th, 1916, p. 391. 
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soft-looking plaques, haemorrhages, macular stars. In eight 
weeks the only changes to be seen were small, hard-looking, 
white spots at the maculae, and in 12 weeks the left-eye changes 
had quite disappeared, and there were in the right eye six 
small, very bright white spots near the macula. This case 
was undoubtedly one of acute nephritis, and all the signs 
of soft, woolly-looking, white plaques, hard-looking spots 
were present. One was able, as Charcot said, to use the 
ophthalmoscope to investigate living pathological anatomy, 
practically as a microscope on the living tissues. In 
none of these 45 cases were there any signs of patho¬ 
logical changes in the retinal vessels; this fact is true in 
nearly every other case I have observed. Curiously, in only 
3 cases was there a previous history of scarlet fever, and in 
these 3 cases the ophthalmoscopic appearances were normal. 
The constant signs in every case were albumin in the urine 
and oedema in the extremities or face. The blood pressure 
varied very greatly in different cases. The detachments of 
the retina mentioned by Mr. Foster Moore due to oedema 
and sometimes a solid or nearly solid oedema all cleared up. 
During the clearing-up stage there were white plaques, hard 
white spots, haemorrhages, &c. All these symptoms help to 
confirm the diagnosis of trench nephritis being toxsemic. 

Starting, therefore, with trench nephritis being a toxaemia 
I notice that Mr. Fisher lately has read an excellent paper 
on gravidic retinitis being a toxaemia. Some years ago 
I had written a paper for our society on tuberculous 
retinitis which I never published and here are the 
drawings illustrating it. The main points are effusions 
limited or diffuse in and beneath the retina followed during 
the process of resolution by a retinitis with white plaques 
which cleared up completely. This clearing up, according to 
Bochon-Duvigneaud and Mawas, is due to the action of 
phagocytes, and one can almost by the ophthalmoscope see 
the process—the periphery of the plaques becoming ragged- 
looking. Since then I have had other cases where no signs of 
tubercle could be found and which must have been due to a 
septic infection. In our Transactions, vol. xxv., p. 102, is the 
drawing of an analogous case recorded by Mr. R. E. Bickerton; 
1 am showing another case at this present meeting. These cases 
of toxsemio retinitis in trench nephritis, gravidic retinitis, and 
tubercle, are characterised by an oedema, sometimes amount¬ 
ing to a definite detachment, diffuse or limited, of the retina, 
the presence of white, soft, woolly plaques, haid white spots 
or dots, haemorrhages, but not primary affection of the blood¬ 
vessels. We find the same conditions in the so-called diabetic 
and albuminuric retinitis. Are not all these generic terms mis¬ 
leading, or rather unscientific? It has long been known 
that exactly the same signs as, some writers say, are patho- 
gndmonic of albuminuric retinitis are found without any 
signs of kidney mischief and without any albumin in the 
urine. Is there, therefore, a typical albuminuric retinitis ? 
Are there any definite ophthalmoscopic signs which would 
make an absolute definite diagnosis by themselves alone? 
This can be answered much easier in the negative, and I would 
suggest that there is an oedema of the retina in all these cases, 
and this oedema may be rendered toxic and thus produce a 
toxaemic retinitis or toxcemic retinoedema. As to the definite 
toxin, this may vary in different diseases, but the effect is 
practically the same. The pathological state of the arteries 
is not a primary condition in these cases. In toxasmic 
retinitis or retinoedema the initial signs of the oedema are 
often missed and only the later gross changes seen, as 
happens also in papilloedema. 

One last word. I would counsel the younger oculists to 
work at the living pathological anatomical changes by the 
ophthalmoscope with different methods of illumination and 
not only by the electric light. Ophthalmoscopy by the 
ordinary daylight will reveal sometimes much more delicate 
pathological ohanges, especially as to the transparency of 
the retina, than can ever be accomplished by artificial light. 

Papers Bead. 

Mr. J. Herbert Fisher read a paper on Leber’s Disease 
(hereditary optic atrophy). He suggested that the causal 
agent might be a disturbance of the pituitary body, of 
temporary duration and moderate in degree, implicating the 
visual pathway. If this view proved correct, organotherapy 
might do good. He exhibited a skiagram showing a 
honeycomb-like shadow in the situation of the pituitary.— 
The paper was discussed by Sir George Berrt, Mr. G. 
Mack ay, Dr. S. A. Kinnier Wilson, Mr. E. H. E. Stack, 
Mr. Stephen Mayotj, and Dr. 0. O. Hawthorne. 


Mr. Foster Moore contributed a paper on the Retinal 
Circulation in Arterio-sclerosis. He agreed with Priestley 
Smith that a high pressure in accessible arteries in elderly 
men did not necessarily mean high pressure in the ciliary 
capillaries. A sudden obstruction of circulation due to 
thrombosis in an artery might lead to relative starvation of 
tissues, and the patient might awake to find himself blind. 
Sometimes there was an equally rapid recovery of vision. It 
was not necessary to invoke spasm of the retinal artery as a 
cause.—In the ensuing discussion the President, Mr. T. H. 
Bickerton (Liverpool), Mr. C. S. Blair, Lieutenant-Colonel 
R. H. Elliot, Dr. Hawthorne, and Mr. Elmore Brewerton 
took part, and Mr. Foster Moore replied. 

Dr. Kinnier Wilson read a paper on Dysmetropsia, 
meaning thereby a defect in the capacity to appreciate the 
size and distance of objects. The cases of this peculiar 
condition he divided into ( a ) those in which the lesion was 
presumably peripheral, (b) those in which it was probably 
central, ( o ) psychical cases. In a case of the latter a 
young woman, the subject of hysteria, always saw the right 
half of objects much larger than the left, and of two 
shillings side by side she considered that on the right side 
to be a half-crown. In a case of occipito-parietal tumour 
objects looked at seemed to be practically touching the 
observer's face. Dr. Wilson considered that in judging of 
distances and sizes of objects we learn more from the retina 
than from so-called kinesthetic impressions.—The paper 
was spoken to by Sir George Berry, Dr. J. Craig, Mr. 
Cyril H. Walker, Mr. Mackay, and Mr. J. Gray Clegg ; 
and Dr. Wilson replied. 

Mr. M. L. Hike recorded some observations with the 
Schiotz tonometer, as a result of which he was of opinion 
that eserine produced no injury, although many of the cases 
observed were in children, and that it definitely reduced 
intraocular tension, a view shared by a number of workers. 

Mr. E. Treacher Collins read a paper on Contusion 
Hypotonv. He pointed out that diminution of tension after 
contusion of the eye, apart from any perforation of the globe, 
was not infrequent. In most cases normal tension was 
restored in a few days, in others not for several weeks, and 
in some it remained so long as to be likely to be permanent. 
The causes he discussed under the following heads: 
1. Diminished secretion; divisible into (a) from nerve 
inhibition, (b) from vascular disturbance, (a) from epithelial 
damage. 2. Increased excretion: (a) through normal 
channels, (b) through newly-formed channels. After quoting 
several illustrative cases he submitted his conclusions.— 
Lieutenant-Colonel R. H. Elliot and Mr. A. B. Cridland 
discussed this and the foregoing paper, and the authors 
replied. 

Foreign Bodies in the Eye and Orbit. 

A discussion on this subject was introduced by Mr. A. L. 
Whitehead (Leeds) and Mr. J. Herbert Parsons (London). 

Mr. Whitehead enumerated the various forms of eye 
injury, and said that the prognosis and treatment of an eye 
containing a foreign body depended upon a variety of facton. 
He discussed X ray localisation and the extraction of steel 
and iron by the electromagnet. If steel were in the 
vitreous he made a conjunctival flap, punctured the sclerotic 
behind the ciliary region, and inserted the point of the 
giant magnet, keeping the current oh during withdrawal. 
In his hospital the onset of sympathetic iridocyclitis 
secondary to retention of a foreign body in the exciting eye 
was not common. An injured eye without useful vision 
should be enucleated if there was even a suspicion of the 
presence in it of a foreign body. If a foreign substance 
were not giving pain or discomfort it should be left alone. 

Mr. Parsons discussed the anatomical relations of 
the eyeball to the orbit, and urged a more accurate study 
of the relations of the living eye to the bones, which 
could be done by the insertion of slips of lead-foil in the 
cocainised conjunctival sac. The eye was least protected 
against missiles coming from a direction downwards and out¬ 
wards. Despite the heat generated in a high velocity missile, 
the particles entering the eye were not always sterile. The 
diagnosis, pathological condition, treatment and prognosis 
all depended profoundly on the nature of the foreign body. 
When the body could not be seen in the eye, skiagraphy must 
be employed, but this had its severe limitations. He regarded 
accurate localisation as most important. If this were not 
within 1 mm. it might mean the needless sacrifice of an eye. 
Only rarely did a copper particle become encapsulated with 
restoration of useful vision. He discussed at some length 
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the production of siderosis bulbi. Glass and porcelain might 
cause remarkably little reaction in the eye, but eventually the 
eye usually became disorganised following iridocyclitis. The 
lens substance and the vitreous formed excellent culture 
media. The ultimate results of extraction of intraocular 
foreign bodies by the electromagnet were of profound 
importance, and had not yet received their due attention. 
He concluded by alluding to the different operative measures, 
according to the class of case, and the prognosis in them. 

The debate was carried on by the President, Mr. A. 
Hill Griffith, Dr. J. Craig, Mr. Treacher Collins, Mr. 
Gray Clegg, Dr. N. S. Finzi, Captain A. W. Ormond, 
R.A.M.C. (T.), Mr. Arnold Lawson. Mr. S. Mayou, Mr. 
R. J. Hamilton, Mr. Cridland. Mr. J. Hern, Mr. J. 
Rowan, and Mr. G. Mackay. Mr. Whitehead and Mr. 
Parsons replied. 

Treatment, of the Syphilitic Eye Affections by the Newer Methods. 

A debate on the above was introduced by Mr. J. B. 
Lawford and Captain S. H. Browning. 

Mr. Lawford assumed that the “newer methods’* dated 
from the introduction of organic arsenic compounds in the 
treatment of syphilis. He referred to the abandonment of 
atoxyl and kindred preparations of arsenic owing to the 
frequency of optic nerve atrophy. Since the introduction 
of salvarsan in 1910 this and neosalvarsan had been employed 
very extensively in ocular syphilis. There was general agree¬ 
ment as to the value of sadvarsan therapy in ocular lesions 
in the early periods of syphilis, primary, secondary, and 
early tertiary stages (i.e., chancre of eyelids, iritis, cyclitis, 
&c.), but as to the results in some of the later ocular mani¬ 
festations much difference of opinion existed. He drew 
attention to the use of salvarsan in oculo-motor paralysis, 
ophthalmoplegia interna, and optic nerve atrophy of late 
syphilis, and in keratitis of the congenital form, and quoted 
cases. In reference to the reputed noxious effects of salvarsan 
and neosalvarsan upon the optic and other ocular nerves, he 
pointed out that, in the opinion of most observers, these 
complications were in reality fresh manifestations of the 
syphilitic virus. He submitted that prolonged medication by 
the classical antisyphilitic remedies was essential, even when 
the results of salvarsan treatment had been most brilliant. 

Captain Browning said that in syphilis all aids to 
diagnosis should be employed. It was not true that all cases 
of choroiditis were syphilitic in origin. In every case of 
suspected eye syphilis a systematic examination of the whole 
body should be carried out, and repeated examination of the 
lesions made with the dark-ground condenser. Properly 
carried out, the Wassermann was one of the most reliable 
serological tests, the original method being the most reliable 
for general use. But a negative Wassermann did not mean 
that the patient had not got syphilis. Laboratory tests should 
be considered in conjunction with all other known facts. 
Repeated doses of arsenical preparations, combined with 
mercurial treatment, were needed. He spoke of the appro¬ 
priate doses of various drugs and methods of administration. 
Kharsivan he found more toxic than salvarsan, and neo- 
kharsivan even more so. Every case must be treated on its 
own merits. His trials of intramine and ferrivine did not 
•encourage him to continue their use. 

The ensuing debate became general, Mr. Ernest Lane 
expressing agreement with all Captain Browning’s opinions. 

Committee on Detachment of Retina.—Clinical Meeting. 

The committee appointed to investigate cases of detach* 
ment of the retina presented their report, through Mr. 
Leslie Paton. It detailed the findings in 85 cases, half of 
which were British. Much satisfaction was expressed with 
the labours of the committee, who were, on the proposition 
of Sir George Berry, cordially thanked. 

Friday afternoon was devoted to the examination and dis¬ 
cussion of an extensive series of cases of peculiar interest at 
the Central London Ophthalmic Hospital, Judd-street. 

On Saturday the society resumed the hearing and discussing 
of short papers. Major J. F. Cunningham, R.A.M.C. (T.),and 
Professor De Lapersonne contributed papers on War Injuries 
of the Eye ; details of many cases were given, and treatment 
discussed. Colonel W. T. Lister, R.A.M.C. (T.), suggested a 
new operation for cases of prolapse of uvea. If an eye with a 
foreign body in it did not quiet down in the hospital at the 
Front the practice was to remove the eye. If it did quiet 
•down the eye was left to be watched and treated as 
required in England.—The following papers were read : Dr. 
Hawthorne : Retinal Changes in Glycosuria. Captain 


A. W. Ormond : Treatment of Large Traumatic Haemorrhage 
in the Vitreous. Mr. Gray Clegg : Spontaneous Intraocular 
Haemorrhages. Captain R. Beatson Hird, R.A.M.C. (T.): 
Notes on a Case of Tumour of the Retina. (This was referred 
to a Pathological Committee.) 


CANADA. 

(From our own Correspondent.) 


Dearth of Medical Men in Canada. 

Canada is beginning to feel the depletion of the ranks of 
the medical profession. In certain sparsely settled districts 
of the Middle West, in the province of Saskatchewan, for 
example, it has been found necessary by the Provincial 
Government to introduce into the legislature an amendment 
to the Rural Municipalities Act empowering municipalities 
to vote a sum not exceeding 81500 towards the maintenance 
of a medical man in the municipality. It is proposed under 
the same Act to authorise municipalities to make grants 
towards the provision of nurses and the erection and main¬ 
tenance of hospitals, one hospital serving several muni¬ 
cipalities. The urgent need is in maternity cases. 

Summer Courses for Early Graduation. 

All the medical departments of the Canadian universities 
this year are conducting summer courses to enable their 
senior students to graduate some months in advance of the 
regular time and be released for medical service abroad. 
The matter was brought to the attention of the universities 
by the military authorities at Ottawa, who urged the neces¬ 
sity for such action on the part of the universities. The 
innovation is specially hard on the teachers, but it was felt 
that the necessity of the times demanded it. The University 
of Toronto and McGill University, Montreal, promptly com¬ 
plied with the request of the authorities, and it is under¬ 
stood that practically all the universities of the Dominion 
will follow suit. 

Canadian Military Hospitals Commission. 

The Military Hospitals Commission have issued their first 
bulletin, and others will follow from time to time. The 
objects of this Commission are the provision of convalescent 
homes and medical treatment for returned invalided soldiers, 
and for men who have enlisted ; the education of disabled 
men for some vocation ; and the arrangement of employment 
for the able and disabled men at the close of the war. 
Convalescent homes have already been opened in practically 
all the leading cities of Canada, and additional homes will 
be provided as occasion demands. 

Treatment of Alcoholic Victims and Drug Addicts in Ontario. 

Bringing into force in September, 1916, a prohibition law 
for the province of Ontario, the Ontario Government has 
exercised wise forethought in providing for the treatment of 
alcoholics and drug addicts in that province. By the new 
measure it will be possible for physicians and guardians to 
secure confinement of patients and wards in the hospitals for 
the insane in the province for the treatment of either con¬ 
dition. The alcoholic or drug victim may also enter these 
institutions voluntarily for one year if required, but before 
doing so he must be in a condition to understand the bargain 
he is making and the undertaking of the obligations required 
of him. 

Free Vaccines in Ontario. 

A short time ago the province of Ontario began the manu¬ 
facture and free distribution of vaccines and sera. It has 
been ascertained that there were some persons in the 
province who were ready to make profit out of the arrange¬ 
ment, and the fact necessitated on the part of the legis¬ 
lature an amendment to the Public Health Act by which a 
fine of 8100, or three months’ imprisonment, will be 
inflicted upon anyone selling publicly or privately any of 
the free products manufactured by the Government. It is 
sad that the warning should have been needed by certain 
medical men. Under the free distribution 300,000 soldiers 
have been inoculated against typhoid free of charge by 
the province of Ontario, the Canadian Government being 
thereby saved some 8225,000. In addition to typhoid 
vaccine, vaccines to the value of 87000 were supplied free of 
charge in the month of February, including antitoxin for 
diphtheria. 

Toronto, May 6th. 
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REPORTS OP SCHOOL MEDICAL OFFICERS. 

The City of Birmingham has always taken a leading part 
in matters of public health administration. Daring the year 
1915 every effort was made to improve and extend the arrange- 
ments for promoting the health and well-being of the children 
attending elementary schools, in spite of the abnormal con¬ 
ditions due to the war. School medical inspections were 
held at intervals of about a month, bat only daring the 
morning sessions; the clinics were open every afternoon, an 
extra clinic being established (making eight in all), and the 
city was divided into eight (instead of seven) districts. The 
report by Dr. S. Lewis Graham does not specify whether the 
results tabulated are those found on “routine inspec¬ 
tion ” of all children of certain ages, or on the examina¬ 
tion of children specially brought forward as apparently 
in need of treatment; probably the figures refer to 
“special” inspections, as the number of defects found 
amounted to 31,262, and the total number of children 
examined was 42,757—that is, approximately 73 per cent, 
of the children had some ailment, though no doubt there 
were many instances of multiple defect. Next to carious 
teeth, the most frequently occurring condition that required 
treatment was the presence of enlarged tonsils or adenoids, 
of which there were 5049 cases, or 16 per cent. ; after this 
comes defective vision (V. = 6/12 or less) 4055 cases (13 per 
cent.). The condition of the teeth is not stated, as regards 
frequency of defect, but it is mentioned that 14,542 children 
were treated at the dental clinics (in another column of the 
report the total is given as 17,301), so that at least 34 per 
cent, of the children examined suffered from defective teeth. 
Of the 1201 fresh cases of defective vision examined 82 per 
cent, were hypermetropic astigmatism (61 per cent.) or simple 
hypermetropia; of the remaining 17 per cent, there were 9 per 
cent, with myopic astigmatism, 4 4 per cent, with mixed 
astigmatism, and only 3 6 percent, with simple myopia. If 
the parent is not present at the medical examination, and 
some defect is found that requires treatment, the Birmingham 
practice is to give a printed note, in a sealed envelope marked 
“private,” to the child for transmission to the parent. It 
seems doubtful if this would always reach the parent, and in 
the case of very young children it can hardly be practicable. 
A better way would be for the curse to visit the parent, with 
a note, and explain, by word of mouth if possible, the need 
for action. 

Sheffield ranks as the fourth provincial city in regard to 
population in England and Wales. It is not yet provided 
with a school clinic owing to war conditions. “The rooms 
that were considered inadequate in 1912 have still to be used 
in spite of the fact that the number of attendances had risen 
from 31,200 in that year to 79,030 in 1915.” Dr. T. Chetwood, 
however, considers that decentralisation, by the establish¬ 
ment of one or more branch clinics, would not be desirable, 
as it would lead to much extra clerical work and in¬ 
creased difficulties of administration and supervision ; he 
believes that, with the existing facilities for travelling to 
the centre of the city from ail parts, these disadvantages seem 
to outweigh the advantages of branch clinics. Possibly there 
might be some difference of opinion on this point; it would 
seem to be reasonable to bring the treatment centre as near as 
practicable to the children needing treatment. The easier 
it is for the child to get treatment, the more likely the child 
will get treated. The total number of children inspected in 
the entrant, leaver, and intermediate groups was 17.807. 
80*76 per cent, had no defect of nose and throat; 65 per 
cent, had either perfect teeth or less than four decayed ; and 
68 -3 per cent, of the intermediate and leaver children had 
perfect vision. In regard to teeth, an interesting com¬ 
parative table is given of the findings of the school doctor 
as compared with those of the dentist. At the ages of 
6 to 8 the school doctor generally finds from 39 to 42 per 
cent, of the children to have four or more decayed teeth and 
from 11 to 16 per cent, to have perfect teeth. The dentist 
with mirror and probe finds four or more decayed teeth in 
79 to 81 per oent. and perfect teeth in only 3 4 to 4 6 per 
cent, at these ages. Ringworm of the head was satisfactorily 
treated by the X rays, the average number of exposures 
being 4*5 and the average duration of treatment 26 days.i 

1 The report, however (p. 27), la not clear on this point. 


There were also 631 oases treated by ointment or lotion, of 
whioh only 353 are noted as cured. Speotacles were provided, 
either free or at a reduced rate, in 1104 cases; and these 
children are examined at regular intervals afterwards by the 
surgeon (6 to 12 months). This is an important point not 
always sufficiently attended to. The glasses very often get 
broken or damaged, and then do more harm than good. 
Dr. P. J. Hay makes some criticisms on test-types, stating 
that “ those which can be purchased for sight-testing are all 
of them unsuitable for children. In addition many, if not 
all, of them are inaccurate and badly constructed.” He pro¬ 
poses new and simpler shapes, which appear to be very well 
suited to the purpose ; he omits B and R, and X and Z, which 
he says ‘ 1 are anathema to most children (and to not a few 
adults).” There were 585 “contacts” of notified cases of 
tuberculosis examined during the year ; 72 per cent, were 
found to be normal, 28 per cent, had suspicious signs, and 
were kept under observation. There is an open-air recovery 
school, but the accommodation is inadequate. Dr. Chetwood’s 
report is very interesting and complete. 

In the county borough of Bootle the number of entrants and 
leavers inspected was 2955. Of these children 65*3 per 
cent, had no defect of the nose or throat; 62*6 had either 
perfect teeth or less than four decayed ; 54*3 had perfect 
vision and 27*7 not less than 6/9 with each eye ; 9 per cent, 
had symptoms of adenoids ; and 23*7 had enlarged tonsils. 

In the report for the County of Stafford the Education 
Committee thought that school medical inspection would 
suffer less from a temporary interruption (owing to war con¬ 
ditions) than the recently established tuberculosis organisa¬ 
tion, which is largely engaged in treatment; the routine 
work, therefore, was limited to the inspection of leavers and 
of cases presented by the teachers as in need of treatment: 
7922 leavers were inspected (aged 12-13). Of these children 
61 per cent, had normal vision, 77 per cent, had either perfect 
teeth or less than four decayed, and 63*3 per cent, normal 
throat and nose conditions. 

The average heights and weights are given in the report 
on Sheffield schools. For boys 12 years of age the average 
height was 142*6 centimetres (56*1 inches), and the average 
weight 34*9 kilos. (76*9 lb.); for girls these figures were 
145*9 cm. (57*5 inches) and 36*4 kilos. (80*21b.). These are 
considerably in excess of the London average, also of the 
averages of a group of town schools recently noticed in our 
columns. 3 


VITAL STATISTICS. 


HEALTH OF ENGLISH TOWNS. 

In the % large English and Welsh towns 8780 births and 
5040 deaths were registered during the week ended Saturday, 
May 6th. The annual rate of mortality in these towns, which 
had been 17*4,16*4, and 17*0 per 1000 in the three preceding 
weeks, declined to 15*2 per 1000 in the week under notice. 
During the first five weeks of the current quarter the mean 
annual death-rate in these towns averaged 16*7, against a 
corresponding rate of 16*8 per 1000 in London. Among the 
several towns the death-rate during the week ranged from 
5*4 in Gloucester, 6*0 m Reading, 6*6 in Eastbourne, 6*7 in 
Walthamstow, and 7*8 in Dewsbury, to 21*5 in Walsall, 21*7 
in Burnley, 21*8 in Sunderland. 24*1 in Middlesbrough, and 
25*6 in South Shields. 

The 5040 deaths from all causes were 617 fewer than in 
the previous week, and included 383 which were referred to 
the principal epidemic diseases, against 416 and 431 in the 
two preceding weeks. Of these 383 deaths, 139 resulted 
from whooping-cough, 120 from measles, 59 from infantile 
diarrhoeal diseases, 43 from diphtheria, 17 from scarlet 
fever, and 5 from enteric fever, but not one from small-pox. 
The annual death-rate from these diseases was equal to IT, 
or 0*2 per 1000 lesB than that recorded in the previous week. 
The deaths attributed to whooping-cough, which had been 
182,146, and 175 in the three preceding weeks, fell to 139, and 
caused the highest annual death-rates of 1*4 in Sunder¬ 
land, 1*6 in Manchester, and 2*0 in Burnley. The deaths 
referred to measles, which had been 120, 121, and 119 in the 
three preceding weeks, numbered 120; the highest death- 
rates from this cause were 1*2 in Salford and in Hull, 1*4 in 
Swansea, and 2*5 in Stoke-on-Trent. The deaths of infants 
(under 2 years) from diarrhoea and enteritis, which had been 
57, 66, and 60 in the three preceding weeks, were 59 in the 
week under notice, and included 14 in London, 5 in 
Manchester, and 3 each in Birmingham and Leeds. The 
deaths attributed to diphtheria, which had been 65,5T, and 
46 in the three preceding weeks, further fell to 43, of which 

3 The Laxcet, Sept. 4th, 1915, p. 649. 
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6 were registered in London and 3 in Liverpool. The deaths 
referred to scarlet fever, which had been 16, 22, and 24 
in the three preceding weeks, fell to 17, and included 
6 in London, 3 each in Liverpool and St. Helens, and 
2 in Salford. The 5 fatal cases of enteric fever, of which 3 
were recorded in London, were 3 below the average in the 
earlier weeks of the quarter. 

The nnmber of scarlet fever patients under treatment in 
the Metropolitan Asylum Hospitals and the London Fever 
Hospital, which had declined from 1778 to 1643 at the end of 
the four preceding weeks, further fell to 1594 on May 6th; 
153 new cases were admitted during the week, against 163, 
191, and 179 in the three preceding weeks. These hospitals 
also contained on May 6th 1291 cases of diphtheria, 237 
of whooping-cough, 231 of measles, 38 of enteric fever, 
and 1 of small-pox. The 1243 deaths from all causes 
in London were 209 fewer than in the previous week, 
and corresponded to an annual death-rate of 15*0 per 1000. 
The deaths referred to diseases of the respiratory system, 
which had steadily declined from 405 to 295 in the seven pre¬ 
ceding weeks, further fell to 247 in the week under notice. 

Of the 5040 deaths from all causes in the 96 towns, 180 
resulted from violence and 390 were the subject of coroners’ 
inquests, and 1549 occurred in public institutions. The 
causes of 43, or 0 9 per cent., of tne total deaths were not 
certified either by a registered medical practitioner or by a 
coroner after inquest. All the causes of death were duly 
certified in Leeds, Bristol, West Ham, Bradford, Newcastle- 
on-Tyne, Hull, and in 73 other smaller towns. Of the 43 
uncertified causes, 14 were registered in Birmingham, 6 in 
Manchester, 4 in London, 3 in Liverpool, and 2 each in 
St. Helens, Warrington, and South Shields. 

HEALTH OF SCOTCH TOWNS. 

In the 16 largest Scotch towns with an aggregate popula¬ 
tion estimated at 2,372,000 persons at the middle of this year, 
1236 births and 700 deaths were registered during the week 
ended Saturday, May 6th. The annual rate of mortality in 
these towns, which had been 17*4 per 1000 in each of the 
two preceding weeks, fell to 15*4 per 1000 in the week under 
notice. During the first five weeks of the current quarter 
the mean annual death-rate in these towns averaged 17*7, 
against 16*7 per 1000 in the large English towns. During the 
week the death-rate ranged from 9*2 in Falkirk, 9*3 in 
Hamilton, and 10*3 in Clydebank, to 19‘5 in Coatbridge, 20*4 
in Kirkcaldy, and 24*9 in Ayr. 

The 700 deaths from all causes were 91 fewer than 
the number in the previous week, and included 57 which 
were referred to the principal epidemic diseases, against 
numbers steadily declining from 96 to 65 in the five pre¬ 
ceding weeks. Of these 57 deaths, 27 resulted from measles, 
12 from infantile diarrhoeal diseases, 11 from whooping- 
cough, 5 from scarlet fever, and 2 from diphtheria, but 
not one from enteric fever or from small-pox. The annual 
death-rate from these diseases was equal to 1*3, against 1*1 
per 1000 in the large English towns. The deaths attributed 
to measles, which had been 42, 31, and 28 in the three 

receding weeks, numbered 27, and included 17 in Glasgow, 

in Paisley, and 2 each in Edinburgh and Dundee. The 
deaths of infants (under 2 years) from diarrhoea and 
enteritis, which had been 13, 9, and 11 in the three 

receding weeks, were 12 in the week under notice; 5 

eaths were registered in Glasgow, 3 in Dundee, and 
2 in Aberdeen. The fatal cases of whooping-cough, 
which had been 4, 14, and 11 in the three preceding 
weeks, again numbered 11, of which 7 were recorded in 
Glasgow and 2 in Coatbridge. The deaths attributed to 
scarlet fever, which had been 8, 5, and 10 in the three pre¬ 
ceding weeks, fell to 5, and included 2 in Glasgow. The 
fatal cases of diphtheria occurred in Glasgow and Edinburgh. 

The deaths referred to diseases of the respiratory system, 
which had been 167, 168, and 159 in the three preceding 
weeks, fell to 103 in the week under notice, and were 15 
below the number registered in the corresponding week of 
last year. The deaths from violence numbered 29, against 
24 and 26 in the two preceding weeks. 

In the 16 largest Scotch towns 1171 births and 673 deaths 
were registered during the week ended Saturday, May 13th. 
The annual rate of mortalityin these towns, which had 
declined from 20*5 to 15*4per 1000 in the five preceding weeks, 
further fell to 14*8 per KXX) in the week under notice. During 
the first six weeks of the current quarter the mean annual 
death-rate in these towns averaged 17*2, against 16*4 per 1000 
in the large English towns. During the week the death-rate 
ranged from 5*3 in Clydebank, 9*2 in Falkirk, and 10*2 in Leith, 
to 19*6 in Kilmarnock, 21*8 in Ayr, and 24*2 in Kirkcaldy. 

The 673 deaths from all causes were 27 fewer than the 
number in the previous week, and included 61 whioh were 
referred to the principal epidemic diseases, against numbers 
declining from 96 to 57 in the six preceding weeks. Of these 
61 deaths, 32 resulted from measles, 11 tfrom whooping- 
cough, 9 from scarlet fever, 5 from diphtheria, and 4 from 
infantile diarrhoeal diseases, but not one from enteric fever 
or from small-pox. The annual death-rate from these 


diseases was equal to 1*3, against 1*1 per 1000 in the large 
English towns. The deaths attributed to measles, which 
had declined from 42 to 27 in the four preceding weeks, 
rose to 32, and included 28 in Glasgow and 2 in Dundee. 
The deaths referred to whooping-cough, which had 
been 14, 11, and 11 in the three preceding weeks, 
were again 11 last week, of which 5 occurred in 
Coatbridge and 4 in Glasgow. The fatal cases of 
scarlet fever, which had been 5, 10, and 5 in the three 
preceding weeks, rose to 9, and included 5 in Glasgow 
and 2 in Edinburgh. The 5 deaths from diphtheria were 
slightly below the average in the earlier weeks of the 
uarter, and comprised 4 in Glasgow and 1 in Perth. The 
eaths of infants (under 2 years), from diarrhoea and 
enteritis, which had been 9, 11, and 12 in the three pre¬ 
ceding weeks, declined to 4, but showed no excess in any 
town. 

The deaths referred to diseases of the respiratory system, 
which had been 168,159, and 103 in the three preceding weeks, 
were again 103 in the week under notioe, and were 18 below 
the number registered in the corresponding week of last 
year. The deaths from violence numbered 31, against 26 
and 29 in the two preceding weeks. 

HEALTH OF IRISH TOWNS. 

In the registration area of Dublin 286 births and 351 deaths 
were registered during the week ended Saturday, May 13th. 
The deaths were equal to an annual rate of 44*7 per lOOO or 
excluding the 148 deaths resulting from the recent disturb¬ 
ances to 25*1, against 13*5 in London and 15*0 per 1000 in 
Glasgow. 

Of the 351 deaths of all ages, 39 related to infants under 

1 year and 73 to persons aged 65 years and upwards. The 
deaths from the principal epidemic diseases numbered 14, of 
which 6 were referred to infantile diarrhoeal diseases, 3 to 
enteric fever, 2 each to measles and whooping-cough, and 1 
to diphtheria. 

No fewer than 80 causes of death were uncertified, while 

2 were the subject of coroners’ inquest; 132 deaths ooourred 
in public institutions. 

In the City of Belfast 211 births and 133 deaths were 
registered during the same week. The deaths were equal 
to an annual rate of 17*2 per 1000, and included 24 of infants 
under 1 year and 22 of persons aged 65 years and upwards. 

The deaths from the principal epidemic diseases numbered 
16, of which 7 were referred to measles, 4 to whooping-cough, 
2 each to scarlet fever and infantile diarrhoeal diseases, and 
1 to enteric fever. 

The causes of 3 deaths were uncertified and 3 others were 
the subject of coroner’s inquests, while 37 occurred in public 
institutions. ^ 

THE SERVICES. 

Royal Navy Medical Service. 

Surgeons to be Staff-Surgeons: A. T. Rivers, C. J. Aveling, 

J. M. Hayes, P. B. Egan, F. H. Stephens, and S. Bradbury. 

K. H. Hole and G. F. Syms have been specially promoted 
for meritorious examination. 

The following appointments have been notified :—L. S. 
Whitwam to Fox. Staff-Surgeon: A. D. C. Cummins to 
Victory , additional, for disposal. Surgeon: P. L. Gibson to 
Hearty. Temporary* Surgeons: A. C. Ballance to Orion; 
W. MacMurray and A. G. Evans, both to Mount Stuart 
Hospital; P. C. Woollatt to Pembroke Dock Hospital; R. W. 
Brander and W. E. Boyd to Pembroke , additional, for disposal. 

Army Medical Service. 

Surgeon-General T. M. Corker, C.B., i3 retained on the 
Active List. Temporary Colonel R. R. Sleman, M.D. 
(Lieutenant-Colonel, R.A.M.C. (T.F.)), relinquishes his 
temporary commission on vacating his appointment as 
Assistant Director of Medical Services. 

Royal Army Medical Corps. 

Lieutenant-Colonel H. A. Haines is retained on Active List. 

Major J. Lvnn Thomas, C.B., late R.A.M.C. (T.F.), to be 
temporary Honorary Lieutenant-Colonel. 

Majors to be temporary Lieutenant-Colonels whilst com¬ 
manding R.A.M.C. Training Centres: A. H. Safford, B. A. 
Craig, C. R. Sylvester-Bradley, and T. H. Gibbon. 

The undermentioned are granted temporary and honorary 
rank whilst serving with the British Red Cross Hospital, 
NetlevAs Major: Temporary Honorary Captain H. L. Tidy. 
As Lieutenants: H. J. Wallace,R. S.Topham,and L.W. Sharp. 

Temporary Major F. H. Humphns (Captain, R.A.M.C. 
(T.F.)) relinquishes his temporary commission. 

Temporary Captain R. R. Wettenhall relinquishes his 
commission. 

Captain D. J. McLaren, from Somerset Light Infantry 
(T.F.), to be temporary Captain. 

To be temporary Captains: R. G. Murray, E. F. Ackery, 
and A. N. Bruce. 

To be temporary Lieutenants: H. Collier, F. A. O’Donnell, 
J. L. Whatley, C. G. Kemp, C. D. Hatrick.C. W. Dixon, F. H. 
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Simpson, A. H. Smith, F. C. Jobson, C.Cameron, E. Hudson, 
C. C. Austen, A. A. Hill, J. Monroe, A. D. Millington, 
J. V. Watson, W. L. O’Neill, A. C. Price, D. A. Chalmers, 
J. Gray, R. J. Scarr, R. L. Ferguson, O. R. Allison, 
T. M. Bride, A. E. Finney, A. E. Rayner, E. E. Hughes, 
J. L. Falconer, P. S. Green, R. H. Titcombe, F. F. Carr- 
Harris, E. A. T. Green, H. M. Jackson, T. F. Collins, L. L. 
McKeever, Temporary Honorary Lieutenant H. W. Bennett, 
J. D. Wright, El. C. Davies, J. P. Crawford, A. Ball, G. J. 
McGorty, E. H. Shaw, L. Walton, T. D. Miller, and K. M. 
Walker. 

The undermentioned temporary Lieutenants relinquish 
their commissions:—P. W. L. Camps, J. A. R. Glennie, 
F. W. Woods, J. M. Logie, E. R. D. Maconochie, A. F. Horn, 
C. E. Dashwood, A. H. MacKenzie, G. B. Bartlett, D. Fisher, 
J. B. H. Davson, E. J. G. Jones, C. H. Martin, M. Remers, 
W. D. Knocker, C. F. Pridham, R. M. Chance, W. S. Haw¬ 
thorne, R. A. G. Whiting, F. Slater, R. M. McKay, T. A. 
Fuller, A. J. Campbell, J. S. H. Lewis, P. E. Middleton, 
W. E. Burrows, F. Brickwell, A. E. Campbell, E. G. Kaye, 
C. H. W. McCullagh, A. Fisher, J. E. Gething, W. A. G. 
Russell, A. McGrath, W. C. P. Barrett, T. L. Wormald, 
M. J. Petty, and E. Saxton (on account of ill-health). 

Canadian Army Medical Corps: To be temporary Lieu¬ 
tenant-Colonels: G. E. Beauchamp, P. J. Decarie, and 
Z. Rheaume. Captains to be temporary Majors: J. G. 
Browne and P. K. Menzies. To be temporary Majors : J. O. 
Lacroix, G. Bourgeois, H. M. DuHamel, G. Archambault, 
J. A. Lussier, and A. N. Rivet. B. R. Almquest to be 
temporary Captain. Lieutenants to be temporary Captains: 
R. James Manion and C. R. Walsh. To be temporary 
Captains: R. Tessier, J. U. Gariepy, L. de G. Joubert, 
L. Collin, J. A. Lorrain, E. G. Dagenais, L. Blagdon, 
A. Larose, J. J. Trudel, P. P. Gauthier, J. E. N. DeHaitre, 
F. Demers, E. Mallette, A. Dumont, G. Lefebvre, J. W. 
Ladouceur, H. C. Clermont, J. B. Trudelle, J. A. Tousignant, 
J. McCaffrey, M. Dolbec, A. Lamontague, and A. J. Lafleur. 
Special Reserve of Officers. 

Lieutenant O. D. Price to be Captain. 

Lieutenants on probation confirmed in their rank: K. P. 
Brown, H. D. Wright, and W. H. Ferguson. 

Ex-Cadet Sergeant H. S. Evans, Cambridge University 
Contingent, O.T\C., to be Lieutenant (on probation). 
Territorial Force. 

Royal Army Medical Corps. 

Yorks Mounted Brigade Field Ambulance: To be Lieu¬ 
tenants : W. O’Brian, W. Cook, J. H. Paul, and R. S. Weir. 

South Midland Field Ambulance: Major B. M. H. Rogers 
is seconded for duty at the Military Hospital, Bulford. 

Welsh Field Ambulance: Major J. Evans to be tem¬ 
porary Lieutenant-Colonel whilst in command of a Field 
Ambulance. Lieutenant O. C. Sullivan to be Captain. 

London General Hospital: Lieutenants to be Captains: 
W. K. Churchouse and J. A. Willett. 

Western General Hospital: Tp be Captains, whose ser¬ 
vices will be available on mobilisation : O. W. Morgan, C. B. 
Gratte, and R. J. Coulter. 

London Sanitary Company: W. F. Lanchester to be 
Lieutenant. 

West Lancs. Field Ambulance: Captain (temporary Major) 
J. Wood to be Major. Captain R. Starkey-Smith, from 
London General Hospital, to be Captain. 

Northern General Hospital: The transfer of Lieutenant- 
Colonel W. E. Hume to the Northumbrian Casualty Clear¬ 
ing Station is cancelled. Lieutenant-Colonel W. E. Hume is 
seconded for duty overseas. 

Southern General Hospital: Captain W. S. V. Stock to be 
Major on the permanent personnel. The announcement of 
the seconding of Captain H. B. Whitehouseis cancelled. 

Lowland Casualty Clearing Station: Captain R. B. 
Carslaw, from Scottish General Hospital, to be Captain. 
Captain R. B. Carslaw to be temporary Major whilst in 
command of a Casualtv Clearing Station. 

Lowland Division Sanitary Section: Captain H. L. P. 
Rulbert, from Divisional Sanitary Officer, South Midland 
Division, to be Captain. 

Attached to Units other than Medical Units. —Lieutenants 
to be Captains : G. H. Rains and J. Muir. 

Promotion in the Indian Medical Service. 

The Government of India have sanctioned a proposal 
which will tend to some extent to relieve the grievance 
which has been felt by officers of the Indian Medical Service 
in comparing their rate of promotion with that obtaining 
under war conditions in the Army Medical Service. Lieu¬ 
tenant-Colonels of the Indian Medical Service, especially 
selected for the increased rate of pay, who are retained in 
the service on account of the war after attaining the age of 
56, are now to be treated as supernumerary on the list, and 
promotions are to be made in their place with effect from 
the dates on which they attain that age. In the case of 
officers who have been granted extension to complete 30 
years’ service for pension, and who are similarly retained in 
the service, promotion is to be made from the date following 
that of the expiration of the period of extension. 


Cffrrtsponhnte. 


'‘Audi alteram partem.” 


A SUGGESTED CLASSIFICATION OF PUL¬ 
MONARY TUBERCULOSIS. 

To the Editor of The Lancet. 

Sir, —During the last few years the country has set itself 
seriously to deal with the tuberculosis question, with the 
result that at the present time throughout the whole of 
England a very large proportion of the people suffering from 
this disease are being treated at recognised dispensaries 
approved by the Local Government Board and under the 
direct supervision of the local municipal authorities. In all 
these dispensaries records are kept, all more or less similar, 
differing only in detail and amplitude, which records, as 
they increase year by year, constitute a supply of clinical 
and social experience relating to the disease, from which it 
should be possible to extract much valuable information. 
But a great deal of this information will remain out of reach 
until we can find a suitable method of classifying the 
different types of pulmonary tuberculosis. Without such a 
uniform system of classification there can be no correlation 
of the results from different dispensaries in different areas, 
and no comparison of the efficacy or otherwise of different 
schemes or different treatments. 

A classification of this nature must satisfy certain require¬ 
ments. 1. It should state briefly but fully the exact 
clinical condition of the patient. 2. It should be so 
arranged that one heading should represent one type of case 
and one only. 3. It should depend upon easily obtainable 
facts, and be free of any possibility of variation due to the 
personal equation or bias of the classifier. So that two 
independent observers, classifying the patients attending 

X- tuberculosis dispensary during 1916, will make out 

an identical table. 

Our present classifications do not satisfy all these require¬ 
ments. The Turban-Gerhardt classification is almost 
purely anatomical, depending on the extent of disease in 
the lungs. The class into which a patient is put depends 
largely on the personal opinion of the classifier ; two equally 
experienced observers might easily differ in classifying a 
patient under the Turban-Gerhardt heads. Two patients 
may come under Turban-Gerhardt 3, the one dying and the 
other in good condition, with a prospect of many years of 
life. As an advance upon this we have Philip’s classifica¬ 
tion, in which both the extent of the disease and the 
amount of systemic disturbance are taken into account. 
The symbols L and S are used to denote the extent 
of disease and the systemic disturbance, and they are 
graded by placing numerals against them; thus, L^, 
L,S a , L 3 S,, Ac. This classification is a step in the right 
direction, but it does not fulfil requirement No. 3. It is not 
based on easily obtained foots, and therefore for the sm®© 
set of patients two classifiers may easily make out widely 
varying lists. Probably the most useful classification we 
have at present is Inman’s. He divides pulmonary tuber¬ 
culosis into three stages entirely by the amount of systemic 
disturbance—using as his guide the temperature record. The 
three stages are : (1) Resting febrile ; (2) resting afebrile, 
ambulant febrile ; and (3) ambulant afebrile. This classifica¬ 
tion works well, but it still does not entirely satisfy our 
requirements. There are frequently met with cases with 
large areas of disease, a quick pulse, cardiac distress, and 
dyspnoea, but a normal temperature, in whom the prognosis 
is very bad. This type of case will have to come under 
Stage 3 and be classed with the man with a small lesion 
still well some years after sanatorium treatment.* The 
great merit of his classification is that it is simple 
and is based on incontrovertible standards. There is 
also Walters’s classification, combining the Turban-Gerhardt 
anatomical classification with symbols indicating the amount 
of constitutional disturbance. The criteria taken are pulse, 
temperature, and weight—gain or loss—by which the cases 
are tabulated in seven classes. An excellent but rather com¬ 
plicated classification, but open to criticism on two points : 
firstly, that it includes the Turban-Gerhardt stages, which are 
not sufficiently definite ; and secondly, that it can be applied 
praotioally only to patients in institutions under direct 
medical supervision. 
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is to work, and the function of his doctor when treating him 
for pulmonary tuberculosis is so to handle him that he may 
have as many years of working life as possible. For this 
reason, when I was endeavouring to find some method of 
tabulating the results of treatment of tubercular patients, 
which would not include the dubious terms “cured," 
“improved,” Ac., I determined to use their capability or 
incapability to work as my standard. For this purpose I 
tabulated all cases into four divisions 

Those who at the beginning of treatment during a given period— 

(A) Were fit to work and remained fit. 

(B) „ unfit „ „ became fit. 

(C) „ fit „ „ „ unfit. 

(D) ,, unfit ,, ,, remained unfit. 

This classification of results is simple, easily recorded, and, 
moreover, depends on facts. By combining it with Inman's 
classification I suggest that we have a classification satis¬ 
fying all the requirements set forth above, and, further, a 
simple method of recording the history of the disease in any 
one case. To take an example, the history of an imaginary 
case can be recorded thus :— 

1900. IniO. (Hospital treatment.) 1904. In 3 B. 

1901. In s B. (Sanatorium ) 1905. In 3 A. 

1902. In s A. 1906. In 2 C. 

1903. In s A. 1907. IniD. 

1904. In*C. (Hospital treatment.) 1908. Im. (Died.) 

It has the merit of dividing up the only doubtful group 
under Inman's classification—namely, No. 3. A case put 
down under the heading In 3 D can only be one in which 
symptoms due to the large extent of his lesion cause 
unfitness to work. A temperature of 99° F. may be taken 
as the limit between febrile and afebrile. The facts on 
which the classification depends are easily kept in the 
dispensary or sanatorium records, and trustworthy results 
can be obtained from them by independent observers. 

It may be argued that for this classification some standard 
of work is necessary. But in practice I have not found this 
so. Most working patients are doing, at the time of their 
illness, that work which is most suited to their physique, and 
the clerk finds his work just as hard and tiring and likely to 
produce constitutional disturbance when he is on the down¬ 
grade as does the builders’ labourer. 

I am, Sir, yours faithfully, 

R. C. Wingfield, M.B., B.Ch. Oxon., M.R.C.P. Lond., 
Medical Officer in Charge of the Tuberculosis Depart- 

May 1st, 1916. ment, St. Thomas’s Hospital. 

INFLUENCE OF FEBRILE CONDITIONS 
ON INOCULATION AGGLUTININS. 

To the Editor of The Lancet. 

Sir,—I n reference to the letter on this subject by Dr. 
E. W. Ainley Walker in your issue of April 29th, the 
question which has been raised is this: Does the passage 
through a severe febrile condition markedly reduce or remove 
the inoculation agglutinins ? It is obvious that this can 
only be answered by comparing the amount of agglutinin in 
inoculated persons who have passed through such an attack 
with the amount in those who have not. Professor Dreyer 
and his colleagues published tables composed exclusively of 
those who had passed through such attacks without any con¬ 
trolling results. I compared these with normal tables pub¬ 
lished previously by Professor Dreyer and the result definitely 
supported the presence of such an effect. Dr. Ainley Walker 
denies that the tables are comparable, on the ground of 
varying intervals since inoculation. These important data 
ought to have been stated in his tables but were not. At 
present Professor Dreyer has published no controls which 
can be used and hence none of the results given are, so far, 
reliable evidence. 

Dr. Ainley Walker is under a misapprehension in his 
alternative plea that the manner in which the tables were 
compared exposes one to criticism. Firstly, I compared the 
arithmetical means ; secondly, I gave the results according 
to his own standard of the presence of 25 agglutination 
units, an artificial standard ; and, thirdly, I stated that any 
other comparison gave the same result. And this is so. 
For the comparison of two series composed of widely 
divergent numerical units, the truest method is to arrange 
the units in numerical order and compare the value of the 
middle term of each series. Suppose the group of series to 
be compared contained respectively p, q, r, Ac., terms, 
p, q, r being odd integers, and the terms of each series 


obtained by comparing the terms , -g Ac. 

If p, q, r be even, the mean is taken between ^ and 

| + 1. Applying this method to Professor Dreyer’s tables 
2 

gives the following results :— 

Normal typhoid Inoculated persons = 138 typhoid agglutination unite. 
Paratyphoid A occurring in typhoid 

inoculated persons . = 32 tv vt t« 

Paratyphoid B ditto . = 75 „ ,, 

Other febrile conditions, ditto ... = 44 ,, „ 

On their own contention that they have no controls. 
Professor Dreyer and his colleagues have thus published 
no evidence which can be applied to the question of whether 
a severe febrile condition markedly reduces the inoculation 
agglutinins. So far as their evidence goes, it supports the 
view. My own evidence does likewise. I do not contend 
that it is sufficient to prove it, but I have seen no evidence 
yet to the contrary. I may add that I ascribed no intentional 
discourtesy to Professor Dreyer and his colleagues at Oxford, 
but I am glad of their graceful disclaimer. 

I am, Sir, yours faithfully, 

Grey well, Bursledon, Hants, May 6th, 1916. H. L. TIDY. 

THE STUDY OF APPLIED PSYCHOLOGY. 

To the Editor of The Lancet. 

Sir, —Having now had an opportunity of reading the rules 
and prospectus of the Society for the Study of Orthopsychics, 
concerning which a letter from Dr. W. H. B. Stoddart 
appeared in your issue of May 6th, I find that it in no way 
meets the requirements set forth in my letter. The meetings 
for the discussion of papers are limited to four per annum, 
and the main object of the society is clearly the teaching of 
students. The syllabus could hardly have been better 
devised if it had been intended for students who have had an 
exhaustive training in science. I find, however, that 
members of the Child Study Society, Froebel Society, 
National Special Schools’ Union, and London Teachers’ 
Pedagogical Society are specially invited. The psychological 
experiment of putting such students through an elaborate 
course of this nature cannot fail to be profoundly instructive 
—to the teachers. It reminds me of the story of the clergy¬ 
man who wrote to Huxley asking how he might best obtain 
a sound knowledge of the theory of evolution. He was 
recommended to take out a five years’ course of study in 
chemistry, physics, and biology at a well-eqoipped college. 
This society will doubtless do useful work, but along different 
lines from those which I had in mind. Probably the time is 
not yet ripe for an independent Society of Applied 
Psychology. In that case it would be well that a nucleus 
should be formed under the aegis of some old-established 
society and safeguarded by its prestige. Perhaps the Royal 
Society of Medicine best fulfils these conditions, for I regard 
a thorough knowledge of physiology and pathology as of 
paramount importance.—I am, Sir, yours faithfully. 

Queen Anne-street, W.. May 13th, 1916. J. HERBERT PARSONS. 

THE COMPOSITION OF EUSOL. 

To the Editor of The Lancet. 

Sir, —Our attention has been directed to an error in 
calculation which has appeared in the papers on eusol 
published from this department. 

The amount of free hypochlorous acid in the solution of 
eusol made up according to our recommendations was stated 
to be approximately 0 5 per cent. 1 This should read 
approximately 0 27 per cent. As we have uniformly stated 
the weights of the constituents to be used in making the 
solution this error does not in any way affect the validity of 
the results which have been recorded, but the point may 
have given rise to difficulty when solutions for intravenous 
injection were being tested by titration. 

By following the directions given in our papers (viz., 
12'5 gm. bleaching powder, 12-5 gm. boric acid to 1 litre of 
water) standard eusol is obtained of which in general 
N 

1 c.c. - 1 c.c. .vq sodium arsenite solution. 

= 0 00354 gm. chlorine 
- 0 00262 gm. hypochlorous acid. 

1 The Lancet, Feb. 12th, 1916, p. 360. 


* 
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Slight variations from this standard occur, depending on the 
percentage of “available chlorine” in the bleaching 
powder. With the best samples the percentage of hypo- 
chlorous acid in the solution rises to 0 3, but bleaching 
pow'der of B.P. standard (30 per cent, available chlorine) 
gives 0 27 per cent, hypochlorous acid. 

We are, Sir, yours faithfully, 

Department of Pathology. University of LORRAIN SMITH. 

Edinburgh, Ma3’15th, 1916. THEODORE RETTIE. 


THE TREATMENT OF COLITIS AND PROC¬ 
TITIS AND OF ULCERATION OF 
THE RECTUM AND COLON. 

To the Editor of The Lancet. 

Sir, —I have been much interested in Mr. Aslett Baldwin’s 
letter on the above subject in The Lancet of May 6th. I 
have treated those cases for some time with ionisation with 
a 2 per cent, solution of zinc sulphate in the manner 
described by Mr. Baldwin. I use the same technique, except 
that I use a warm solution of bicarbonate of soda instead of 
the chloride of soda for damping the pad attached to the 
negative pole, and I bring the current slowly up to only 
15 or 20 milliampf*res, as I find this is as much as a patient 
will usually tolerate. I allow the current to act for 10 to 15 
minutes at each treatment, and I give two treatments a 
week. 

I have been struck with the rapidity with which the con¬ 
dition responds to this form of treatment. The mucus and 
blood soon disappear from the stools, and one soon notes 
the disappearance of the colonic pain so frequently asso¬ 
ciated with the above conditions and which causes the 
patient so much distress. I am convinced that in ionisation 
we have a valuable remedy for the ailments which have 
proved so resistant to other forms of treatment. 

I am, Sir, yours faithfully, 

D. I. Menzies-Conacher, M.B., C.M. Edin. 

Thurloe-plaoe, S.W., Ma5' 16th, 1916. 


®i!t Mar. 


The Casualty List. 

The following names of medical officers appear among the 
casualties announced since our last issue :— 

Died. 

Lieutenant J. J. Mackintosh, R.A.M.C., attached to the 
Essex Regiment, graduated M.B., B.Ch. Glasg. in 1908, 
and was in South Africa prior to joining the Royal Army 
Medical Corps in July, 1915. 

Wounded. 

Captain F. B. Winfield, R.A.M.C., attached to the East 
Yorks Regiment. 

Captain E. J. Blair, R.A.M.C., attached to the Black Watch 
Captain H. F. N. Scott, R.A.M.C. 

Missing. 

Captain W. R. O’Farrell, R.A.M.C. 


Deaths among the Sons of Medical Men. 

The following sons of medical men must be added to our 
lists of those who have fallen during the war :— 

Lieutenant C. J. McConaghey, Black Watch, son of the late 
Colonel J. McConaghey, Inspector-General of Hospitals, 
I.M.S. 

Commander B. L. Owen, fourth son of the late Dr. A. LI. 
Owen, of Southsea. 

Lieut.-Col. C. A. Madge, South African Imperial Force, 
fourth son of the late Dr. H. M. Madge, of Upper 
Wimpole-street. London 

The following met death during the Irish rebellion :— 
Colonel H. Allatt, late Duke of Cornwall’s Light Infantry, 
son of the late Dr. C. K. J. Allatt. 


THE SUPPLY OF MEDICAL OFFICERS TO 
THE SERVICES. 

To the Editor of The Lancet. 

Sir,—I wish to suggest that the majority of doctors who 
do not join the army and navy should agree to treat, but 
during the war only, each panel patient for a sum not 
exceeding 20*. per annum. If a panel patient does not 
receive any treatment during the year no part of this 20s. 
would be paid, but if |he receive treatment a yearly sum not 
exceeding 20 s. shall be paid. A fee of 3s. 6d. to be paid for 
a day visit and 5s. for each night visit. The money required 
to be obtained out of the Is. 6d. now paid to the panel 
doctor per annum, 5*. by the panel patient, and 7*. 6d. by the 
Treasury ; doctors’ fees to be paid quarterly. 

What number of doctors would such an agreement provide 
for the army ? In 1914 there were 32,772 doctors practising 
in the United Kingdom, not including 3356 army and navy 
doctors. Mr. Tennant lately stated in the Commons that 
there are now 10,659 doctois “holding commissions ” in the 
army. Probably some of these are from the Dominions. But 
taking it that the great majority came from the United 
Kingdom, this leaves about 22,113. Supposing half of these 
were under the age of 45 this would qualify 11,056 more to 
join the army. These figures very much underestimate the 
actual conditions, as probably half of the 10,659, although 
“ holding commissions,” are engaged in medical practice at 
the same time or acting to local hospitals containing wounded 
troops. Moreover, not half of the 22,113 are over 45 years of 
age. We may, therefore, estimate that about 27,342 of 
the above total are now actually practising in the United 
Kingdom. 

It has been said that one chief reason why more doctors do 
not join, is the panel system. Of a total of 29,875 doctors in 
England, Scotland, and Wales about 14,500 are panel doctors, 
thus giving 15,375 non-panel doctors of all ages. More than 
half of the panel doctors are well under 40 years of age. If, 
therefore, 7250 of these went abroad with the army and half 
of the non-panel doctors agreed to act on my proposal, this 
would still give about 14,937 to carry on the panel system. 

I am. Sir, yours faithfully, 

Liverpool. ROBERT R. RENTOUL, M.D. 


The Honours List. 

His Majesty the King has conferred the Distinguished 
Service Order upon— 

Captain Robert McCowan Hill, R.A.M.C. (attached to the 
2nd Argyll and Sutherland Highlanders). 

For conspicuous gallant ry and devotion to duty. He went to an area 
which was under intense bombardment, amputated the leg of a 
wounded officer, and attended toother wounded under moat difficult 
and dangerous circumstances. Finally he Accompanied two stretcher 
cases back under shell tire. 

The Military Cross has been conferred upon— 

Captain James Lennox Stewart, R.A.M.C. (attached to the 
1st Gordon Highlanders). 

For conspicuous gallantry and devotion to duty on several occasions 
when tending the wounded under heavy fire. On one occasion he 
rallied men and set a splendid example of coolness and bravery. 


Foreign Decorations. 

The following foreign decorations have, with the approval 
of His Majesty the King, been conferred upon the following 
members of the Royal Army Medical Corps Mission to Serbia, 
March to June, 1915 :— 


Order of St. Sara. 


Capt. N. Cameron, 5th Class. 

Capt. J. M. Clements, 5th Class. 
Capt. B. C. Ewens, 5th CIass. 

Capt. A. K. Forbes. 5th Class. 
Capt. C. M. Forster, 5th Class. 
Capt. J. M. Hill, 5th Class. 

Col. W. Hunter, C.B., 2nd Class. 
Capt. S. W. Lund. 4th Class. 

Capt. S. E. McClatchey. 5th Class. 
Capt. C. R. Nicholson, 5th Class. 
Capt. T. H. Ravenhill, 5th Class. 
Capt. H. Y. Riddell. 5th Class. 
Capt. J. H. V. Scott, 5th Class. 
Capt. P. J. A. Seccombe, 5th Class. 


Capt. B. M. Smith, 5th Class. 
Capt. C. E. H. Smith, 5th Class. 
Capt. R. H. Spittal, 5th Class. 
Lt.-Col. G. E. F. Stammers, 
3rd Class. 

Capt. L. A. Walker, 5th Class. 
Capt. E. S. Walls, 5th Class. 

Capt. G. Whittington, 5th Class. 
Capt. J. S. Williamson, 5th Class. 
Capt. W. M. Will. 5th Class. 

F. K. Brown (late Lt., R.A.M.C.), 
5th Class. 

W. W. C. Topley (late Capt., 
R.A.M.C.), 4th Class. 


The War Medical and First-Aid Exhibition. 

—The War Medical and First-Aid Exhibition, which was to 
have been held at the Royal Horticultural Hall, Vincent- 
square, Westminster, from Monday, May 22nd, to Friday, 
May 26th, has, with the consent of the Minister of Munitions, 
been postponed to July 25th to 28th inclusive. 
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FRANCIS COURTENAY LAMBERT, M.R.C.S., 
L.R.C.P. Lond., 

MAJOR, ROYAL ARMY MEDICAL CORPS. 

Major F. C. Lambert died from paratyphoid fever at Kut- 
el-Amara on March 29th. He was born at Dover in 1879, 
and was the eldest son of Lieutenant-Colonel Lambert, late 

of the Royal Marine 
Artillery, of Brank- 
some Park, Bourne¬ 
mouth. He received 
his education at 
Cheltenham, and in 
1896 became a student 
at St. Mary’s Hospital, 
London, graduating 
M.R.C.S., L.R.C.P. 
Lond. in 1902, and 
later filling the post 
of house surgeon at 
St.! Mary’s Hospital. 
Major Lambert took a 
great interest in the 
Volunteers, holding at 
one time the position 
of staff sergeant in 
the medical branch, 
and gaining the Jubilee 
medal. He joined the 
Royal Army Medical Corps in 1904, and served throughout 
the campaign in Mesopotamia, his name being mentioned in 
despatches four times. He married Nora, only child of the 
late Colonel Druitt, of the Munster Fusiliers, and of Mrs. 
Druitt, of Huntly, Parkstone, Dorset. 


REGINALD KINLOCH MacGREGOR, M.R.C.S., 
L.R.C.P. Lond., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain R. K. MacGregor, who was accidentally killed in 
France on April 23rd at the age of 28, was the only son of 

Dr. and Mrs. R. D. 
MacGregor, of 
Clerkenwell, London. 
He was educated at 
Edinburgh and at 
University College 
School, London, and 
was a medical student 
at St. Bartholomew’s 
Hospital, qualifying 
M.R.C.S. andL.R.C.P. 
in 1911. When the 
war broke out he 
joined the Royal Army 
Medical Corps and 
crossed over to France 
with the first Expedi¬ 
tionary Force, being 
promoted Captain at 
the end of the first 
year. A near relation 
writes : “Few men of 
his years have left so 
many warm and devoted friends. He was of a singularly 
gentle, kindly, and constant nature, and all who knew him 
feel that his untimely death has robbed them of a friend they 
will sorely miss.” _ 

WILLIAM RUDOLF CENTER, M B., C.M.Edin., 
M.R.C.S., L.R.C.P. Lond., 

FLEET-SURGEON, R.N. 

Fleet-Surgeon William Rudolf Center, of H.M.S. Russell, 
who died in the Royal Naval Hospital, Malta, from wounds 
received when the ship was sunk on April 28th, was the only 
son of Lieutenant-Colonel William Center, I.M.S., and 
grandson of the late Rev. William Center, Longside, 
Aberdeenshire. Born in India in 1871, he received his early 
education in Aberdeen and Charterhouse, and then proceeded 
to Edinburgh University, where he graduated in medicine in 


1893 with honours, and later took the M.R.C.S., L.R.C.P. 
Lond. He entered the Navy in 1896, and his first commission 
was in H.M.S. Fox in West Africa. He was in the Ramillies 
in 1901 and also in the Cambrian on the Australian station 
in 1905. He married Zoe Clara, daughter of the Rev. Bennett 
Blakeway, Harton Vicarage, Leek, Staffs, but leaves no family. 


Typhus Fever at Prisoners’ Camps in Germany. 

The attention of the public in this country has recently 
been drawn to the occurrence of typhus fever in Germany 
through the narration of the events that transpired at the 
prisoners’ camp at Wittenberg, and the exhibition of callous¬ 
ness to suffering and brutal inhumanity displayed by the 
Prussian officials towards the unhappy fever-stricken English 
prisoners of war. In this connexion the experience of two 
captured French military surgeons is of interest, their story 
having recently been published in the Revue d'Hygiene. 
From this it appears that typhus was epidemic during the 
first half of 1915 in two camps in which prisoners of war 
were incarcerated—namely, at Langensalza and Nieder- 
zvvehren, both of which are situated in Prussia. The condi¬ 
tions in these camps were very bad, especially at the former, 
where the overcrowding was very great and the facilities 
for personal cleanliness quite inadequate. Before long 
every prisoner became infested with lice, which sw’armed 
in the hair of the head, the pubis and the axillae, as 
well as upon the clothing of the men. In December, 
1914, the Germans adopted the system of intermingling 
the Russian with the French prisoners in the huts 
with a view, as they cynically said, of enabling the Allies to 
become better acquainted with each other. It is believed 
that the typhus infection was introduced by the Russians, 
and the spread was facilitated undoubtedly by the terrible 
conditions existing in the camps. Within a month after the 
mixing of the prisoners typhus broke out, and continued to 
be epidemic at Langensalza till May and at Niederzwehren 
till July. No attempts were made at first by the Prussian 
officials to arrest the progress of the epidemic, and it was 
not until some of the German soldiers guarding the camp had 
been attacked that isolation of the sick and disinfection of the 
vermin-infested clothing was begun. The two French medical 
officers, Surgeon-Major DelSarde and Auxiliary Surgeon 
D’Halluin, can give no precise figures as to the total number 
of typhus cases and deaths in the two camps, but they 
give Some approximation to the numbers at Niederzwehren. 
This camp was divided into four 4 4 blocks ” of hutments 
accommodating altogether 20,000 prisoners (roughly 12,000 
Russians and 8000 Frenchmen). In the 44 block ” to which 
they were attached for medical purposes there occurred 1834 
typhus cases, and they estimate that during the height of 
the epidemic 5000 fever cases were under treatment in the 
four blocks. There were in all 67 captive French and 
Russian medical officers in this camp and 20 of them were 
stricken down with typhus. In one of the blocks 138 
volunteers of both nationalities attended as orderlies on the 
sick, and 96 of this number contracted typhus. There was a 
considerable mortality, but definite figures cannot be given. 
The average strength of the French prisoners during the 
first half of 1915 was 7131, and among them there were 987 
deaths during the period, the majority being from typhus ; 
but others also occurred from pulmonary tuberculosis, 
diphtheria, pneumonia, neglected wounds, and general 
misery arising from the privations of all kinds to which the 
unfortunate prisoners were exposed. The etiology of typhus 
is discussed by Dr. DelGarde and Dr. D’Halluin, who agree 
that the usual means of contracting the disease is through the 
bites of infected lice ; but they urge attention to another 
mode of spread which, though not so frequent, should not be 
ignored—namely, through the expectoration coughed out in 
the form of spray by the typhus patient. Coughing is 
common in the early stage of typhus, and the doctor or the 
nurse is liable to receive the droplets coughed out by the 
patient full in the face. Comparison is made between typhus 
fever and plague, in both of which the virus is commonly 
conveyed to man by the agency of a biting insect. But in 
typhus, as in pneumonic plague, the virus may be conveyed 
from the infective secretions of the respiratory passages, 
through coughing, to healthy persons within short range. 
An illustrative example is quoted. A captive French doctor 
was only five days at Langensalza camp, and on one occasion, 
the day before he was transferred to Niederzwehren, he 
visited some typhus cases, but only examined a single one. 
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/who, however, ooughed in his face. On arrival next day at 
the second camp he took all precautions, wearing special 
garments while at the sick beds, changing his under-linen 
twice daily, as well as lathering himself all over with a 
medicated soap once a day. He, however, developed typhus 
12 days after leaving Langensalza camp. 


Central Medical War Committee. 

A meeting of the Central Medical War Committee was held 
on Wednesday, May 17th, when farther debate took place as 
to the position of the Committee under the new arrange¬ 
ments for compulsory military service. The position of the 
Committee has throughout been that if the War Office 
requires any selection of men to accept medical com¬ 
missions, and if the War Office agrees that such 
selection can only be done by a professional body, the 
.Committee will accept the responsibility, while making 
it perfectly clear that it was one which they had not 
sought. The united sense of the Committee, after discussion, 
was that all qualified doctors coming under the action of the 
new Military Service Act should be referred to the Committee, 
or some professional body, except those who are refusing to 
serve on conscientious ground*. Claims for exemption from 
service in the Royal Army Medical Corps or to have commis¬ 
sions in that corps would thus be considered by a professional 
body, with the result that individual medical men, as well as the 
medical men in different localities, would have the best chance 
of securing a just hearing of their representations,. while 
certainly the risk of depleting particular neighbourhoods of 
medical practitioners would be avoided. 


Enlistment of Consumptives. 

We are glad to note that the Local Government Board 
has taken the step of instructing medical officers of health 
to furnish the Army Council with particulars of tuberculosis 
notifications. The list is to include all male persons who 
on Jan. 1st of the present year were between the ages of 18 
and 45, and who had been notified since Feb. 1st, 1913, as 
suffering from tuberculosis. It is obvious that this informa¬ 
tion is essential in order to avoid enlisting for active service 
men who have had a recent attack of tuberculosis and who 
are likely to break down sooner or later under the stress of 
prolonged exertion. _ 

Benevolent Funds for the Services Auxiliary 
to the Royal Army Medical Corps. 

We have already called attention to the proposal for 
establishing some kind of benevolent organisation for the 
benefit of the families of medical officers in the Special 
Reserve, the Territorial Force, and the new armies. A 
meeting, to be presided over by the Director-General, will be 
held in the Royal Army Medical College, Grosvenor-road, 
S.W., at 2.45 p.m., on Thursday, June 1st, at which it is 
hoped there will be a large attendance of officers now serving. 


Enrolment of School Medical Officers. 

The Secretary to the Board of Education has sent a 
circular to the local education authorities asking for an 
immediate return of all medical officers on the staff of the 
School Medical Service who have not attained the age of 45 
years. The Board of Education considers that in the event 
of a temporary curtailment of the service becoming necessary 
provision should at any rate be made for the medical inspec¬ 
tion of children of all ages who appear to be ailing, and for 
the maintenance of any treatment at present being under¬ 
taken. The Board advises that all the officers should enrol 
under the scheme of the Central Medical War Committee, 
irrespective of whether they can be spared or not. A com¬ 
mission will in no case be granted except with the consent 
of the local education authority and the approval of the 
Board of Education. 


Physical Clinique for Wounded and Dis¬ 
abled Soldiers.— The committee formed to organise a 
combined physical treatment for wounded and disabled 
soldiers in London has now issued an appeal. The methods 
—hyperthernial, whirlpool, and ether local baths, massage 


and mechanical movement by means of special apparatus— 
have been already described in The Lancet of Feb. 5th 
and 12th and March 25th. The conditions which are 
claimed to be amenable to a skilful combination of such 
methods include the common sequelae of wounds and opera¬ 
tions—viz., defective circulation and swelling, painful scars, 
weak and contracted muscles, and, above all, in very many 
cases, stiffness and immobility of joints. The reports 
already published show the favourable nature of the results 
obtained in France from purely physical methods of this 
kind following hospital and surgical treatment. By 
private generosity a complete installation of special baths 
and necessary apparatus has now been provided, and 
will shortly be set up in rooms at 126, Great Portland-street, 
London, W., where accommodation will be provided for the 
treatment of 60 patients per day at an estimated weekly 
expenditure of £30. The committee hope to open this 
clinique at the beginning of June. Treatment will be given 
free of charge and in the first instanoe to officers only. The 
appeal is now made for a minimum sum of. £1500 to cover 
the first six months' expenses. Donations should be sent to 
the treasurer, Mr. A. Louis Allen, 1, St. James's-street, 
London, S.W. 

Edinburgh Advisory Committee for Women’s 
War Employment.— The Board of Trade hsve appointed 
the following members to form an Edinburgh and Leith 
Advisory Committee for Women’s War Employment:— 
President, Lord Provost Sir Robert K. Inches; Chairman, 
Provost Malcolm Smith (Leith) ; Mrs. A. Adams, Mr. Neil S. 
Beaton, Mr. James Campbell, Miss G. G. Cowan, Mr. James 
Currie, Mr. W. Fraser Dobie, Councillor W. Graham, Mrs. 
Jane E. Hannay, Mr. J. Milne Henderson, Hon. Mrs. Hope, 
Mrs. Helen L. Kerr, Miss Alice Low, and Miss Ethel 
Whalley. 

A New Canadian Hospital in London.— 

Princess Louise opened on May 11th a hospital of 25 
beds for Canadian officers at 1, Hyde Park-place. The 
hospital has been generously equipped by Colonel and 
Mrs. A. E. Gooderham, of Toronto, and is to be maintained 
by the Canadian Red Cross. Captain Creighton, Canadian 
A.M.C.,is in charge. Colonel Hodgetts stated on behalf 
of the Canadian Red Cross that after the war the furniture e f 
the hospital will be handed over to the British Red Cross for 
the Star and Garter. 

The Gazette of the 3rd London General 
Hospital.— The Gazette in its May issue is again able to 
boast that the whole of the literary and artistic contents has 
been supplied from the hospital. The contributions, which 
maintain their previous standard, are by past and present 
patients or members of the staff. This issue has portraits of 
Sir Alfred Keogh, Sir James Kingston Fowler, and Sir 
Alfred Pearce Gould. 

The Miller General Hospital for South- 
East London. —Through the generosity of Mrs. Almerio 
Paget this institution has been enabled very largely to extend 
its massage and electrical departmc nt. The Almeric Paget 
Massage Corps is doing most valuable work in military 
hospitals and camps, the organisation being carried ont by 
the Hon. Essex French, the daughter of Field-Marshal 
Lord French. 

The Wounded Allies Relief Committee.— 

At the War Fair at the Caledonian Market, N., on June 6th 
and 7th, in aid of the funds of the Committee, any odd cups, 
saucers, vegetable dishes, table glasses, &c., will be welcomed. 
Many house-wives must have in their possession odd pieces 
of china for which they have no further use, and which they 
will be glad to get rid of, and others may be glad of an 
opportunity to purchase missing pieces. 

Norfolk War Hospital Magazine.— We have 

received the first two numbers of the Norfolk War Hospital 
Magazine, a monthly publication, which, while directed 
to the staff and patients, should interest an outside 
public. It is well edited, and in addition to hospital news 
contains amusing illustrations, some good quips, and some 
sober thinking. The profits from the sale of the paper are 
devoted to extra comforts for the patients, and the magazine 
can be obtained direct from the hospital or the Norwich 
bookshops. 
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J. WILLIAM WHITE, 

ESTBRlTtrS PROFESSOR OF 0UROKRT AT THE UNIVERSITY OF 
PK1CH8Y1.VA1VIA. 

Dr. J. WilU&m White, emeritus professor of surgery at 
the University of Pennsylvania, died on April 24th from 
malignant disease of the spine, in his sixty-sixth year. The 
news will come as a shock to his many English friends who 
saw him last year overflowing with vitality and enthusiasm 
in the cause of the Allies in the great war. 

After graduating in medicine at the University of 
Pennsylvania in 1871, White, who had only just attained 
manhood, accompanied Professor Agassiz in a scientific 
expedition to South America. On his return he became 
associated with the Philadelphia Hospital as assistant to the 
late Professor Agnew, 'whom he eventually succeeded in the 
chair of surgery in 1900. A widely equipped surgeon, he 
wrote extensively on genito-urinary diseases; devised the 
well-known operation called after him ; was joint author of 
the “American Text-book of Surgery” and of the “Text¬ 
book of Genito-Urinary Surgery ”—both very successful pub¬ 
lications. He was also a strong believer in the athletic life, 
was a champion swimmer and boxer, and was probably the 
last man in America to fight a duel. The prominent position 

• taken of late years in athletics by the University of Penn¬ 
sylvania is largely due to his exertions. 

Few Americans have been more warmly welcomed in 
England, where he had many friends, the circle of whom 
had been greatly extended of late by his ferdent advocacy 
of our cause. With characteristic energy, he strove from the 
very outbreak of hostilities to place the clear issue between 
Liberty and Absolutism before his fellow countrymen. His 
“Primer for Americans,” in its more expanded form 
“A Text-book for Americans,” had a large sale, and the 
briefer version has been translated into neutral languages 
aud widely disseminated. White delighted in nothing more 
than a fight, and he gave the hyphenated Americans no 
quarter. He went to France with the University of 
Pennsylvania unit for the American Ambulance, and eve*y- 
one was impressed by his extraordinary virility. He saw all 
and did everything that was possible to a neutral, and his 
firm conviction in the justice of the 'cause far which this 

• country is fighting was reinforced by all that he heard and 

experienced. _ 

The late Dr. Charles John Gibb.—D r. C. J.Gibb, 
who was consulting surgeon to the Nowcast!e-on-Tyne Royal 
Infirmary, died at his residence in Newcastle on May 13th, 
in his ninety-third year. He was the son of Mr. John Gibb, 
who practised as a surgeon in Newcastle for nearly 40 years. 
After studying at the College of Medicine in his native town 
he qualified with the M.R.C.S. and L.S. A. in 1847, graduating 
M.D. at Durham University in 1859. Dr. Gibb was in 
practice for over 60 years, and at one time was a lecturer 
on pathology, physiology, and anatomy in the Newcastle-on- 
Tyne College, where he was also examiner in pathology. 
Imring the cholera epidemic in Newcastle in 1853, when over 
1500 deaths were recorded, Dr. Gibb took a prominent part, 
and afterwards he wrote a report on epidemic cholera as it 
appeared in the Royal Infirmary. 


JItelM DUfrs. 

Royal College op Surgeons of England.— 

An ordinary meeting of the Council was held on May 11th, 
Sir W. Watson Cheyne. the President, being in the chair.— 
Fleet-Surgeon Percy William Bassett-Smith, C.B., and Mr. 
James Frank Colver were introduced, and, after signing the 
by-laws and making the required declaration, were admitted 
Fellows of the College.—it was resolved, in accordance 
with a report from the Court of Examiners, to issue 
Diplomas of Membership to 99 successful candidates.—On 
a report from the Cartwright Prize Committee the following 
was chosen as the subject for the five years ending Dec. 31st, 
1920: “The Treatment of Injuries of the Jaws and the 
Restoration by Mechanical Means of Parts of the Jaws Lost 
as the Result of Injury or Remove:! on Account of Disease.” 
It may be mentioned that the Cartwright prize consists of a 
bronze medal and £85, and that it is awarded every five 
yeare. 


At the Primary Fellowship Examination in Anatomy and 
Physiology of the Royal College of Surgeons of England, 
held on May 3rd, 4tb, and 9th, 34 candidates presented them¬ 
selves of whom 11 were approved and 23 were rejected. The 
following are the names and medioal schools of the successful 
candidates 

Francis Cooke Alton, St. Thomas's Hospital; Gerald Victor Wright 
Anderson, Bristol University and University College Hospital; 
John Myles Bickerton. Cambridge University ; Horace Braithwalte 
Bulien, Cambridge University and St. Bartholomew a Hospital; 
Dorothy Gilford, London School of Medioine for Women; Ronald 
Benjamin Green, University Cotlege; Arthur James McNair,, 
Cambridge Uni vers 1 ty and Gay’s H apltal; Ludlow Mareott 
Moody, KingVCollege; Rowland John Perkins, St. Bartholomew's 
Hospital; Henry Brett Russell. St. Tnomas’a Hospital; and Jose 
Victory, Costa Rica and Guy's Hospital. 

The Licence in Dental Surgery was conferred on May 11th 
upon— 

Christopher Hodgson Pywell, Middlesex and National Dental 
Hospitals. 

The National Medical Union.—A t a special 
general meeting of the National Medical Union, held at 
346, Strand, on May 16th, Mr. V. T. Greenyer presiding, a 
resolution was passed condemning unanimously the action 
of the Local Government Board in attempting to effect any 
reduction in the fees paid to the medical profession for the 
notification of infectious diseases. At the same meeting the 
Union passed a resolution hoping that the Government 
would reduce the duty on motor-car licenses payable by the 
medical profession to the scale of 1915 ; while a third resolu¬ 
tion urged the Government to supply the medical profession 
with petrol at as low a cost as possible, noting with regret 
that the arrangements for the supply had been placed in the 
hands of the National Health Insurance Commission. 

Summer Time Act, 1916.—In accordance with the 
provisions of the Summer Time Act, 1916, popularly known as 
the Daylight Savings Bill, the time on all railways, at all 
post offices and other Government establishments will, in 
the night of Satnrday-Sanday, May 20th-21st, at 2 a.m., be 
put forward one hour to 3 a.m. The public is requested to 
follow suit by putting forward all clocks and watches by 
one hoar during the night in question. Normal time is to 
be restored on the night of Sept. 30th. For astronomical, 
meteorological, and nautical purposes the time remains 
unaltered. 

Asylum Workers* Association.— The annual 
general meeting of this association was held on May 17th «t 
the rooms of the Medical Society, Chandos^street, W., under 
the presidency of Sir John Jardine. It was stated in 
the annual report that up to May, 1915, considerably more 
than 2000 attendants in asylums iu England an! Wales had 
joined the colours, not including numerous clerks and 
artisans. Since that time practically all the remaining 
workers of military age had presented themselves under 
Lord Derby’s scheme. The membership of the association 
at the time the report was issued numbered 2626, including 
316 life members, 213 associates, and 2097 ordinary members. 

Dr. Edith Pechey Phipson Post-Graduate 
Scholarship.— This scholarship, of the value of £40, is 
awarded annually in June by the Council of the London 
(Royal Free Hospital) School of Medicine for Women, who 
are the trustees of the scholarship. It is open toa 11 medioal 
women, preferably coming from India, or going to work in 
India, for assistance in post-graduate study. The scholarship 
may, at the discretion of the trustees, be held by one 
recipient for a term not exceeding three years. Forms of 
application can be obtained from the secretary of the school 
and must be filled in and returned by May 31st eaoh year. 

London and Counties Medical Protection 
Society.— The annual general meeting of members of this 
society was held at the offices, Craven-street, Strand, on 
May 3rd, Dr. C. Owen Fowler (deputy vice-chairman of the 
council) presided. The chairman, in proposing the adoption 
of the report of the council and balance-sheet and statement 
of accounts, after referring to the loss which the society had 
sustained by the death of Dr. G. A. Heron, the President, said 
that Sir John Rose Bradford had consented to act as the 
new President. Their funds, said Dr. Fowler, had suffered 
from two causes: first, the young medical men qualifying 
during the last 18 months 'had immediately joined the 
armv. with no time to think of what risks they were 
going to incur and no idea of the necessity of any kind 
of insurance iu this way, and secondly a certain number of the 
members, having joined the army, had not b9en able to see 
that they would require any help from the society and had 
retired. ‘ It had been decided that if members resigned 
whilst on temporary military duty, the council would 
readmit them as members without the usual entrance fee, 
while should they be in arrears with their subscription, they 
could continue membership on paying up those arrears. 
Dealing with the administration of the National Insurance 
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Act, the chairman said that the tendency of the Cominis- 
mortars and Insurance Committees to usurp unjustified 
powers over medical practitioners needed to be combated, 
with regard to the outlook of the profession, he said 
that midwivesdid 70 per cent, of the midwifery, and school 
clinics looked after the children when they went, to school, 
and there were baby-shelters and the like. Then tubercu¬ 
losis dispensaries looked alter tuberculous cases ; infectious 
hospitals took all the infectious cases. Measles could be 
treated at home by the medioal officer of health, who would 
send round to see that the cases were properly nursed. 
Practice under the Insurance Act was paid for at a certain 
rate, and there was no dependence that the rate would be 
maintained for the future. Drug expenses were increased, 
petrol had gone up enormously, and a tax had been put 
on motor cars. “ And the irony of the circular from 
the Treasury asking us to place all our savings in Exchequer 
Bonds, so that they can take five shillings more out of every 
pound,” be continued, “ is that they speak of it as a tax on 
unearned income.” The financial position of the society 
was described as “stronger this year.” In 1913 it seems 
there waa a favourable balance of over £11,600. iu 1914 
£13,600, and in 1915 nearly £16,000. Sir John Rose Bradford 
was unanimously eleeted President of the society, and all the 
vice-presidents were re-elected, as well as three of the 
retiring members of commit and Mr. J. Herbert Parsons to 
take the place of the fourth. Major C. M. Fegen was 
re-elected treasurer, Dr. Hugh Woods general secretary, and 
Captain A. G. R. Foulerton finanoial secretary. 

Royal Society.—T he Bakerian Lecture on 
X Ray9 and the Theory of Radiation will be delivered by 
Professor C. G. Barkla, F.R.S., at Burlington House, 
London, W., on Thursday next, May 25th, at 4.30 p.m. 

Soldiers’ and Sailors’ Dental Aid Fund.— 
This fund was started on Dec. 21st, 1914, with the object of 
giving dental aid to sailors and soldiers and recruits in 
order to fit them for active service. In the first annual 
report just issued it is shown that applications for help had 
been made by 10,787 applicants, surgical treatment being 
given in 8900 cases, double dentures provided iu 1366 cases, 
and single dentures in 410 cases. In 111 cases it was not 
possible to give assistance. The address of the fund is 
43, Leicester-square, and the bankers are Messrs. Barclay 
and Co. 

Donations and Bequests. — Under the will of 
the late Sir Andrew Richard Scoble, P.C., K.C.. K.C.S.I., of 
Wimbledon, M.P., the testator left £5000 to King Edward’s 
Hospital Fund, and a similar amount for the maintenance 
of the convalescent home, orphanage, and other charitable 
works carried on by the Sisterhood of St. John the Baptist 
at Clewer. By the rame will the Ramsgate General Hospital 
and Seamen’s Infirmary will receive £1000.—By the will of 
the late Mr. Edgar Allen the University of Sheffield will 
receive £32,000.—Further donations amounting to £4000 have 
been given to Cardiff Hospital by the South Wales coal- 
owners, making £16,000 in all. 

South London Hospital for Women. —This new 
hospital, the building of which was begun four years ago at 
South Side, Clapham Common, will be openedou July 4th 
by Her Majesty the Queen. Though the actual cost of 
building has been defrayed by generous donors, money is 
required to equip and maintain the hospital, and the hoard 
of management are appealing for funds for this purpose. 
The address of the secretary is 88 and 90, Newington- 
causewav, S.E., and the bankers are Messrs. Cocks, 
Biddulph and Co., 43, Charing Cross, S.W. 

Medical Society of London.—A t a meeting of 
this society held on May 15th, Lieutenant-Colonel W. 
Pasteur, the President, beiDg in the chair, the following 
officers were elected for the session commencing in October, 
1916. President: Mr. D’Arcy Power. Vice-Presidents : Dr. 
G. N. Caley, Mr. W. H. H. Jessop, Sir Anderson Critchett, 
Bart., and Dr. A. E. Garrod. Treasurer: Dr. J. Mitchell 
Bruce. Librarian : Dr. A. F. Yoelcker. Honorary Secre¬ 
taries: Mr. Hugh Lett aud Dr. W. J. Fenton. Honorary 
Secretary for foreign correspondence: Dr. H. R. Spencer. 
Council Mr. Donald Armour, Dr. R. Armstroug-Jones, Dr. 
F. F. H. Bateman, Sir John Broad bent, Bart., Mr. H. W. 
Carson, Sir David Ferrier, Dr. H. M. Fletcher, Dr. B. E. 
Goff, Mr. H. T. Gray, Mr. J. D. Malcolm, Dr. F. W. Mott, 
Dr. W. Pasteur. Dr. D. L. Roberts, Dr. J. H. Stowers, Mr. 
E. H. Shaw, Mr. R. J. Swan, Sir StClair Thomson, Mr. 
Wilfred Trotter, Dr. H. D. Waugh, and Dr. R. A. Young. 

Dublin Hospitals and the Rebellion.— 
Several of the boards of governors of Dublin hospitals, who 
have held meetings in the past week or two, have passed 
resolutions of special thanks to those to whom they wtre 
indebted for the extraordinary services required in Faster 
week. These resolutions embrace not only the medical and 


nursing staffs of the hospitals, but in many cases outside 
medical men who willingly offered their services, traders 
and friends who at much risk to themselves supplied pro¬ 
visions, and the very many helpers, medioal, clerical, and 
lay, who carried the wounded to hospital and gave assistance 
in a multitude of ways. No incident in the recent unfor¬ 
tunate events has been more remarkable than the way in 
which the city hospitals met every call made upon them, 
while at the same time they received every support from 
a host of friends. 

The Welsh National Medical School.—A t a 
recent meeting of the board of management of the King 
Edward VII. Hospital, Cardiff, it was announced that the 
plans of the complete medical school bad been approved by 
the Chancellor of the Exchequer. 

Women’s Imperial Health Association.—O ne 
of the objects of this association is to teach the women of 
the Empire the elementary principles of health, particularly 
with reference to the care and nurture of children, and the 
sixth annual report affords evidence that much good work 
has been done in this direction. By the establishment of 
infant welfare centres, mothercraft exhibitions, and confer¬ 
ences, and in other ways women have been taught to look 
after their own health and that of their children—things of 
primary value to the nation at auy time, and particularly so 
at the present moment. Subscriptions should be sent to the 
honorary treasurer, Captain E. M. Corner, R.A.M.C. (T.) 
(acting houorary treasurer, the Lady Chelmsford), aJt the 
Women’s Imperial Health Association, 7, Hanover-square; 
or to Parrs’ Bank, Regent-street, W. 


|LrIianicnto Intelligent. 


NOTES ON CURRENT TOPICS. 

The Medical Re-examination of Rejected Recruit*. 

One of the points to which Parliamentary criticism was 
directed in the debates on the Military Service Bill was the 
provision in Clause 3 under which men who had previously 
been rejected as medically unfit for the army were made 
liable to re examination. One of the subsections of the 
clause laid down that the exemption given under the earlier 
Act “ shall on August 1st, 1916, cease to apply to a man who 
has offered himself for enlistment and been rejected since 
August Nth, 1915, unless the Army Council are satisfied that 
he need not again present himself for medical examination, 
and send him notice to that effect.” Mr. Long, the 
President of the Local Government Board, who was in 
charge of the Bill, was asked to explain the methods of 
selection to be employed in re-examining these men. The 
right honourable gentleman recapitulated the reasons which 
had induced the Goverumeut to adopt re-examination. He 
stated that in the pressure of the recruiting rush medical 
examinations were in a great many cases cursory and unsatis¬ 
factory. A great many of the certificates of unlltuess were 
valueless, because they were insufficient for identification 
purposes. Moreover, it was now practicable to employ in 
the army men who, although they might not be fit to go to 
the front trenches, could discharge duties hitherto performed 
by men of full military fitness. Uuder these circumstances, 
the Government thought it right to review the fitness of 
men who had been formerly rejected. Before the Committee 
passed the clause it was amended in one particular. As it 
originally stood it placed an onus on the man to present 
himself for re-examination, unless specifically released. As 
amended the onus is shifted to the military authorities to 
require the man to present himself for re-examination. In 
the revised form the provision lays down that the exemption 
from service shall cease only “ if the Army Council are 
satisfied that he should again present himself for medical 
examination, and send him notice to that effect.” 

In the course of the report proceedings Mr. Tennant 
(Under secretary for War) stated that the War Office pro¬ 
posed to issue instructions to the recruiting officers to the 
effect that men who had been rejected at the primary 
military examination or subsequently by the medical board, 
and whose rejection was recorded in the military register, 
would not be called up for medical re-examination. He 
promised fo see whether notices could not be sent at a 
reasonably early date informing medically rejected men 
wiiether they would be required to submit themselves to 
re-examinatiou. 


HOUSE OF COMMONS. 

Wednesday, May 10th. 

Treatment of -Jaw Injuries to Soldier*. 

Mr. Pknnefather asked the Under Secretary for War 
how many hospitals there were in this country where jaw 
injuries which had been suffered by our soldiers could be 
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treated by general surgeons and dental surgeons acting in 
concurrent collaboration, and how many of such hospitals 
had been established by the French surgical and dental 
authorities; and whether he was aware that serious jaw 
injuries could be better treated by general surgeons and 
dental surgeons acting in concurrent collaboration than by 
ordinary surgical treatment.—Mr. Tennant answered: In 
all hospital centres arrangements have been made for jaw 
injuries to be treated by general surgeons and dental 
surgeons acting in concurrent collaboration. As regards 
the last part of the question, my medical advisers are fully 
aware that cases of the kind in question are best treated 
by surgeons and dental surgeons acting in collaboration. 

Dental Surpeons in the Army. 

Mr. Pennefather asked the U nder Secretary for War how 
many qualified dental surgeons had been recruited for com¬ 
batant service instead of for service as dental surgeons; 
whether qualified dental surgeons were still being recruited 
for combatant service; and, if so, whether, having regard to 
the efficiency of the army, he would consider the advisability 
of employing such men*as dental surgeons rather than as 
combatants.—Mr. Tennant replied: I cannot give the 
figures asked for in the first part of the question. The 
answer to the second part is in the affirmative. As regards 
the third part I can assure the honourable Member that full 
provision for dental surgeons for the army has been made, 
and that all demands to such service for the troops, both 
at home and abroad, have been supplied. Further, there is 
a very large number of applicants for dental commissions, 
and no difficulty is anticipated in meeting any demands 
which may remain. 

Mr. Pennefather asked the right honourable gentleman 
to state the proportion of dental surgeons in the British 
army as compared to the number of men, and the proportion 
in the Canadian forces and in the French forces.—Mr. 
Tennant answered: I cannot, I think, give the proportion 
asked for in the first part of the question, as it would be easy 
to deduce from it information available to the enemy regard¬ 
ing the total strength of the army. The War Office do not 
possess the information asked for in the last part of the 
question. 

Invalid Prisoners of War. 

Mr. Malcolm asked the Under Secretary for War whether, 
in order to save time, he would instruct the medical 
officers in all prisoner camps in Great Britain to prepare a 
list of those invalid prisoners of war who, in their opinion, 
should be sent to Switzerland, subject to the confirmation of 
that opinion by the commission of neutral doctors when they 
arrived.—Mr. Tennant said in reply: What my honourable 
friend suggests has already been done. 

Certifying Surgeons. 

Mr. Lewis Haslam asked the Home Secretary whether in 
order to save £12,500 per annum the Retrenchment Com¬ 
mittee had reported in favour of the discontinuance of the 
services of certifying surgeons in connexion with factories 
and workshops; and, if so, whether in view of the number of 
inexperienced persons employed at the present time in 
occupations in which accidents were likely to occur he 
would inquire into the question of the desirability or other¬ 
wise of the adoption of this recommendation.—Mr. H. 
Samuel wrote in reply: The recommendation of the Com¬ 
mittee extends only to reports on accidents and not to the 
whole duties of the surgeons. The question was investigated 
by the Departmental Committee on Accidents in 1911, and 
I do not think further inquiry would throw any fresh light 
on the subject. 

Mr. Needham asked the right honourable gentleman 
whether it was his intention to take evidence before intro¬ 
ducing legislation to dispense with the reports of certifying 
surgeons on accidents, based on the recommendation of 
paragraph 27 of the Retrenchment Committee. — Mr. 
Samuel (in a written answer) replied: This proposal has 
been considered by two committees, the Departmental 
Committee on Accidents and the Retrenchment Committee. 
I do not think further inquiry is called for, but 1 have had 
the advantage of meeting the representatives of the certify¬ 
ing surgeons.and hearing a full statement of their views. 

Thursday, May 11th. 

Non-poisonous Dope. 

Mr. Bowerman asked the Under Secretary for the Home 
Department whether, in view of the recent fatalities which 
haa occurred from the use of dope in aircraft works, he was 
aware that private makes of dope free from the poisonous 
spirit known as tetrachlorethane, which were claimed to be 
entirely non poisonous, were freely advertised and might 
presumably be obtained in considerable quantities; and 
whether the Home Department was prepared to recommend 
aircraft manufacturers to use these private makes of non- 
poisonous dope in the meanwhile.—Mr. Brace replied: 
The Home Office has been in constant communica¬ 
tion with the departments concerned, and I under¬ 
stand that the arrangements which were set on foot some 
time ago for securing an adequate Bupply of a satisfactory 


dope free from tetrachlorethane are now approaching com¬ 
pletion. It is hoped that the improved dope will shortly be 
manufactured in such quantities as to meet all requirements. 
The use of any other non poisonous dope must depend upon 
its suitability for aircraft purposes, and this is a matter for 
the War Office and the Admiralty to decide. 

Head Wounds. 

Mr. Annan Bryce asked the Under Secretary for War 
whether the percentage of head wounds, which he stated 
some months ago was 15 per cent., had now fallen ; and, if 
so, would he say what the percentage now was.—Mr. 
Tennant said in reply : No report on this subject has been 
rendered to the War Office, but I will obtain information. 

The Imperial Institute and Experhnents on Living Animals. 

Mr. Greenwood asked the Secretary for the Colonies 
whether the Imperial Institute could be lawfully U 89 d for 
any purposes other than those mentioned in the charter of 
incorporation and specified in the First Schedule of The 
Imperial Institute (Transfer) Act, 1902; whether a part of the 
institute had been and was now used for experiments upon 
living animals; whether such experiments came within any 
one of the purposes specified in the said schedule, and, if so, 
under which of them ; and, if not, whether he would under¬ 
take that such experiments should no longer be carried out 
in any part of the institute.—Mr. Bonar Law answered : The 
reply*to the first part of the question is in the affirmative, as 
the ‘honourable Member will see from Section 3 of the 
Imperial Institute (Transfer) Act, 1902. The laboratory of 
the University of London, the director of which holds a 
licence for experiments on living animals, has been situated 
in the Imperial Institute building for some years past. 

Monday, May 15th. 

Invalid Prisoners of War for Switzerland. 

Mr. Malcolm asked the Under Secretary for Foreign 
Affairs how soon he expected the Swiss Medical Commis¬ 
sion to arrive in this country to take evidence as to German 
prisoners qualified by illness to be sent to Switzerland; 
and whether he could give the House any details as to the 
destinations or probable departure of the first batch of 
British prisoners for Switzerland.—Lord Robert Cecil 
answered: I regret that 1 do not known the exact date on 
which the Swiss Medical Commission will arrive in this 
country, but the Swiss Government are fully alive to the 
urgency of the matter. We understand that the first batch 
of British prisoners will be sent to Ch&teau d’Oex and its 
neighbourhood. It is hoped that the first batches of 
prisoners may leave thiB country* and Germany by the end 
of this month. 

The Supply of Petrol. 

Sir Henry Craik asked the President of the Board of 
Trade whether his attention had been called to the dearth of 
petrol for necessary purposes, such as the requirements of 
the medical services in country districts where long distances 
had to be traversed; and whether he was prepared to con¬ 
sider regulations which would secure that the supply for 
such necessary purposes should not be interfered with by 
its use for purposes of luxury and amusement.—Mr. 
Runciman replied: I am aware of the position in regard to 
petrol in this country, and I appointed a committee to con¬ 
sider what measures are necessary to secure adequate 
supplies of petrol for the purposes of the war and other 
essential needs, including medical services. The committee 
are now inquiring into the whole subject. So far as we can 
ascertain, the use of private motor-cars is less than it was. 

The Re-examination of Recruits. 

Mr. Tennant (Under Secretary for War), replying to Mr. 
Hogge, said : My honourable friend may rest assured that 
no man known rightly to hold a certificate of rejection on 
medical grounds issued by an authorised official will be 
required to be re-examined, unless there is reason to believe 
that his medical disability was of a temporary nature or of 
a nature which does not preclude his employment in some 
form of military service. 

Sir Ryland Adkins asked the Financial Secretary to the 
War Office what would be the constitution of the medical 
boards which were to examine men previously rejected for 
the army on medical grounds; whether such boards would 
include civilian doctors of good standing in each locality 
where a board was set up; or, if the constitution of such 
boards was not uniform, what would be the variations in the 
constitution of such boards.—Mr. Forster replied: The 
medical boards by which these men will be examined are 
those which have' been appointed and are working in each 
recruiting area. The presidents are appointed by the War 
Office and the members are appointed in the commands. 

Mr. W. Thorne asked the honourable gentleman whether 
men who at present held certificates of exemption from 
military service for medical reasons and who were re¬ 
examined and subsequently called up for service would be 
entitled to adequate financial compensation in the shape of 
pensions in the event of breakdown in health following 
military service; and whether the War Offloe would accept 
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fall financial responsibility for men called up in the circum¬ 
stances named.—Mr. Forster answered : Such men will not 
be called up unless the medical authorities are satisfied that 
they are fit for service in the category in which they are 
placed. They will therefore be upon the same footing as 
other Boldiersfor pension. 

The Grants for the Treatment of Venereal Diseases. 

Maj jor Astor asked the President of the Local Government 
Board what steps had been taken to notify local authorities 
of the financial help which would be placed at their disposal 
io order to provide facilities for the diagnosis and treatment 
of venereal diseases, and what, if any, conditions were 
attached to the receipt of these grants in aid.—Mr. Long 
wrote in reply: I propose to issue immediately a circular 
letter to local authorities explaining the arrangements which 
are required for the provision of facilities for the diagnosis 
and treatment of these diseases and the conditions on which 
grants will be made for this purpose. 

Tuesday, May 16th. 

Medical Men and Motor-car Taxation. 

Mr. Cathoart Wason asked the - Chancellor of the 
Exchequer whether, in connexion with the question of 
exempting the motor-cars used by doctors from increased 
taxation, he would consi ier if it would be desirable and prac¬ 
ticable to draw a distinction between cars used for business 
purposes and cars used for pleasure and luxury, so that 
petrol could be obtained at a more reasonable rate by pro¬ 
fessional and business persons.—Mr. McKenna replied: The 
existing law provides for repayment of one half of the duty 
used for supplying motive power to cars used by a medical 
practitioner or a veterinary surgeon for the purposes of his 
profession or trade. 

Mr. Cathcart Wason : Is the right honourable gentleman 
aware of the practical impossibility of doctors obtaining 
petrol in the north ?—Mr. McKenna : I am afraid that does 
not come within the purview of my department. 

Wednesday, May 17th. 

The British Medical Men at Wittenberg. 

Mr. Malcolm asked the Under Secretary of State for War 
whether the Royal Army Medical Corps doctors, whose 

B diant behaviour at Wittenberg had been rewarded by His 
ajesty, were volunteers for that particular work or were 
detailed by the Germans to do it; and whether other British 
doctors in other typhus camps in Germany would be recom¬ 
mended for similar recognition.—Mr. Tennant answered: 
The three officers mentioned were detailed by the Germans 
for duty in the typhus camp at Wittenberg. I think my 
honourable friend may take it that if other officers have done 
equally good work they will receive equal recognition. 


Successful applicants for vacancies, Secretaries of Public Institutions , 
and others possessing information suitable jor this column , are 
invited to forward to Thu Lancet Office, directed to the Sub- 
Editor, not later than 9 o’clock on the Thursday morning of each 
week, such information for gratuitous publication. 

Bhatia, S. L.. M.R.C.S., L.R.C.P. Lond.. has been appointed Resident 
House Surgeon at St. Thomas's Hospital. 

Bcclks, R. Burton, M.R.G.3., L R.C.P. Lond., L.S.A., L.M.8.3.A. 
Lond., Medical Officer for the East Riding County Isolation Hos¬ 
pital. Great Driffield, East Yorks. 

Hall, O., L.R.C.P. A S. Bdin., L F.P.8. Glasg., D.P.H., Medical 
Officer of Health for Plymouth. 

Mackenzie, Fede M., M.B., B S. Lend., Assistant Surgeon to the 
South London Hospital for Women. 

Hewbigging T. D., M B , C.M. Glasg., Certifying Surgeon under the 
Factory and Workshop Acts for the Leadhilis and Wanlockhead 
District of the counties of Lanark and Dumfries. 


facaitties. 


Par further information regarding each vacancy reference should be 
made to the advertisement (see Index). 

When the application of a Belgian medical man would be considered 
the advertisers are requested to communicate with the Editor. 


Bolton Union.— Resident Assistant Medical Officer for Townleys 
Hospitals, Famworth, near Bolton. Salary £250 per annum, with 
apartments, Ac. 

Bradford City.—Two Temporary Female Medical Officers. Salary 
8 guineas per week. 

Bradford, Royal Eye axd Ear Hospital.— Non-resident House 
Surgeon or paid Clinical Assistant. 

Bristol Royal Hospital for Sick Childrbx and Women.— 
Female House Physician. Salary £150 per annum, with board, Ac. 

Bristol Royal Ixftrmary. —House Physicians and House Surgeons. 
Salary at rate of £120 per annum, with board. Ac. 

Burnley, Victoria Hospital.— Female House Surgeon. Salary £160 
per annum, with residence, Ae. 

Burt Infirmary.— Female Junior House Snrgeon. Salary £150 per 
annum, with board, Ac. 


Dudley, Gubst Hospital.—A ssistant House Surgeon for six months. 
8alary at rAte of £120 per annum, with board, Ac. 

Folkestone, Royal Victoria Hospital.— Resident Medical Officer. 
Salary £200 per annum, with board, Ac. 

Grange oykr-Sands, Westmorland Consumption Sanatorium, 
Meathop.—Second Assistant. Salary £250 t j £250 per annum, 
with board, Ac. 

Huddersfield Royal Infirmary.— Senior House Surgeon and 
Assistant House Surgeon. Salaries £150 and £100 per annum, 
with board, Ac 

Kirkburton, Storthes Hall Asylum, near Huddersfield. — 
Locum Tenens. Salary £7 7s. per week, with board, Ac. 

London Temperance Hospital, Hampstead-road. N.W.—Assistant 
Resident Medical Officer for six months. Salary at rate of 
£1SH) per annum, with board, Ac. 

Manchester, City of.— Female Medical Officer, to hold Consulta¬ 
tions and Infant Clinics at Maternity and Guild Welfare Centres, 
Ac. Salary £350 per annum. 

Manchester, Hu lmk Dispensary, Dale-street, Stret ford-road.— House 
Surgeon. Salary £250 per annum, with apartments, Ac. 

Manchester Northern Hospital for Women and Children, Park- 
place, Gheetham Hill-road.—Female House Surgeon. Salary £120 
per annum, with apartments, Ac. 

Nigeria, Freed Slaves Home —Female Medical Missionary. 

Nottingham General Hospital.— Assistant House Surgeon. Salary 
at rate of £250 per annum, with board. Ac. 

Notts County Council, Ransom Sanatorium, She-wood Forest, 
Mansfield.—Resident Medical Officer. Salary £200 per annum, 
with board, Ac. 

Paddington Green Children's Hospital, London, W.—Female 
House Surgeon for six months. Salary at rate of £30 per annum, 
with board, Ac. 

Queen Charlotte’s Lying-in Hospital, Marylebone-road, N.W.— 
Female District Resident Medical Officer for four months. Salary 
at rate of £60 per annum, with board, Ac. Also Pathologist and 
Registrar. 8alary at ra‘e of £80 per annum and lunch. 

St. George’s Hospital, 8 . W.—Radiographer. Salary at rate of £100 
per annum. 

Sheffield, Jessop Hospital fob Women.— Female Junior House 
Snrgeon, unmarried. Salary £80 per annum, with board, Ac. 

Sheffield Royal Infirmary.— House Physician. Salary £120 per 
annum, with board, Ac. * 

South London Hospital for Women, 88-90, Newlngton-causeway, 

. S.E.—Temporary Female Assistant Physician for six months. 
Salary 10*. 6 d. for each attendance. 

Stoke-on-Trent Infectious Diseases Hospital. Bncknall.—Female 
Resident Assistant Medical Officer. Salary £200 per annum, with 
board, Ac. 

Throat Hospital, Golden-square, W.— Resident House Surgeon. 

Vkntnor, Isle of Wight, Royal National Hospital for Con¬ 
sumption and Diseases of thr Chest.— Assistant Resident 
Medical Officer. 

Wigan, Royal Albert Edward Infirmary and Dispensary.— 
Senior House Surgeon. Salary £250 per annum, with bo\rd, Ac. 

The Chief Inspector of Factories, Homs Offios, London, 8.W., girts 
notloe of vacancies for Certifying Surgeons under the Factory 
and Workshop Acts at Birmingham North, Warwick ; and at 
Chlrnslde, Berwick. 


$irfys, Carriages, art Jeatjjs. 

BIRTHS. 

Body.—O n May Uth, the wife of Thomas M. Body, R.A.M.C., of 
Dowlais House. Middleibrough, of a daughter. 

Byam.— On May 5th, in Cairo, the wife of Major William Byam, 
R.A.M.C., of a daughter. 

Cooke.— Oa May 10th. at Clodiagh, Stanmore, the wife of J. Dougla 
Cooke, F.R.U.S. Eng., R.A.M.C.,of a daughter. 

Joxes. — On May 4tb. at Walmer House, Aldridge, to Margaret, the 
wife of Csptafn R. Francis Jones, R. A.M.C., a daughter. 

Newsholmk.— On May 7th, at Llngfield-avenue, Kingston-on-Thames, 
the wife of Lieutenant Henry Pratt Newsholme, R.A.M.C., of 
a son. . 

MARRIAGES. 

Pegg— Gilbertson.— On April 29th, at St. Saviour's Church, Hltcbin, 
John Henry Pegg. B.A.. M.R C.8., L.R.C.P. Lond., to Kathleen 
Elsie, younger daughter of Dr. and Mrs. J. H. Gilbertson. 

Roberts—Brooks.— On May 2nd, at Presbyterian Church, Kingston- 
on-Thames. Captain Alan T. Roberts, R.A M.C., to Marjorie, 
daughter of Mr. and Mrs. William Brooks, of Sydney, N.8.W. 

Smith—Binnian.— On May 2nd, at St. Mark’s Church, Hamilton- 
terrace, N.W., T. F. Hugh Smith, F.B.C.S.Bng., to Alice Charlotte, 
second daughter of T. W. Binnian, of Kidderminster. 


DEATHS. 

Harrison.— On May 5th, suddenly, at Belize, British Honduras, the 
Hon. J. H. Hugh Harrison. J.P.. F.H.G.8., M.R.C.S., aged 
52 years. 

Krohn.— On May 5tb, at Arosa, Switzerland, Ronald E. S. Krohn, 
M.O.Lond. 

Lea —On May 7th, at Dunkirk-road, Blrkdale, 8onthpirt, Arnold 
William Warrington Lea, M.D. Lond., F R.C.S. Eng., in his 49th 
year. 

Lownds.— On April 28th. James Richard Lownds, M.R.C.S , L 8.A. 
Lond., of The Elms, Newcastle-on Tyne, aged 82 years. 

Maitland.— On May 7tb, at Ridge Mount, wlnchmore Hill, Lytton 
Pelham Maitland, M.D., B.S JLind., D.P.H. Cantab., aged 36 years. 

Robinson.— On May 7th, at Bast Kirkby Manor, Spllsby, Lines., Tom 
Robinson, M.D. Brux., aged 68 years. 

N. B.—A fee of 5s. is charged for the Insertion of Notices of Births, 
Marriages , and Deaths. 
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Itfltes, j&fprt Cantmmts, artb Jasfeers 
to Cemspanknts. 

MEDICAL NOTES ON HISTORICAL MANUSCRIPTS. 

Last year we published some excerpts 1 by a frequent 
contributor from a collection of State and family docu¬ 
ments, now the property of the Duke of Portland* They 
contain3d references to medical and quasi-medical matters 
of the past, which were found by some readers interesting 
and amusing. The extracts given below are from the same 
contributor and may prove of equal interest. 

The Hatfield Hon*'’ Papers. 

The Historical M&uusoripts Commissioners have now 
issued the thirteenth volume of the ' Calendar of the 
Manuscripts of the Marquis of Salisbury' preserved at 
Hatfield House, Hertfordshire,” and at.ledsfc one other 
volume is promised in the near future. It is pointed out 
in an introductory article that “ the Cecil Manuscripts, 
although forming a private collection, may be justly 
regarded in the light of a national treasure. Their value 
it^ not to be described by the mere statement that they 
contribute to the elucidation of one of the most remarkable 
epochs of English history; no complete narrative of the 
period to which they relate could be constructed without 
their aid. They represent, in fact, a detached portion of 
the State correspondence during the memorable admini¬ 
stration of Sir William Cecil, afterwards Lord Bnrghlev, 
and of his son, Sir Robert Cecil, first Karl,of Salisbury, 
without which the national muniments would exhibit a 
very imperfect record of the transactions of those stirring 
times.’’ These Hatfield House papers are not so rich 
•proportionately in reference to medical matters as are 
some other of the collections dealt with by the Historical 
Manuscripts Commission, but that they contain documents 
of more or less remote interest to the profession will be 
seen by the extracts which we subjoin from the Calendar. 
In some instances, it will be observed, the substance only 
of the correspondence is briefly indicated, whilst in other 
oases the aotual text is quoted. 

Illness of the (pieen oj Scots .—The physicians oi tho Queen of Scots 
and others to the Bari oi Shrewsbury. 1572. Juno.—The tetter which 
the Queen writes you was sigued yesterday, but it is dated to-day, 
because bearer could not leave sooner. Her Majesty gets worse 
every hour and therefore think right to advertise him of the 
sinoe. Nothing remains on her stomach ; she vomited 10 or 
12 times last night, nothing but phlegm. For some days she 
has hardly eaten anything. The fever has increased. In her 
great illness of the winter a year ago she had little fever, and they 
fear that this evil, which accompanied the pain in her side and 
stomach, is.alone sufficient to imperil her life. Ask for speedy help, 
otherwise they fear it* will arrive too late.— Sheffield Castle, June, 
1572. 

A Doctor's Grievance .—Sir Thomas Gresham to Lord Burghley, 
London, 1573, Aug. 9.—Craves Burghley’s letter of discharge for 
Dr. Langton, one of his medical attendants, whom the physicians 
mean to send to Ireland, for which he is very unlit, Iwing sore in¬ 
debted and 60 years of age. Langton has been very evilly handled by 
One Dr. Ludford “in plucking down his testimonial upon the Koyal 
Exchange of the cures he hath done, here and otherwise, since Ida 
coming hither, which was never seen the like done." Desires Burghley 
to procure the Queen's warrant to the physicians and all others that 
Langton be no further molested. “ I believe, if it be to your lordship's 
pleasure to use him, he will, with tlie leave of God, heal you of your 
gout, if he do take upon him to do it." Dr. Ludford is a tit man to be 
sent to Ireland ” as well for hie experience of pothecary ware as for 
his physic." 

Hath and Barton Waters .—Tho Karl of Leicester to Lord Burghley. 
1577, June 13 [presumably from Bath].—Touching his health, he 
ajid his brothor have great cause to like and coiuiueud the water. 
They observe their physician’s order diligently, and lind great 
pleasure both in drinking nnd bathing in the water. Thinks it would 
be good for Burghley, but not if he does as they hear be did last time, 
take great journeys abroad 10 or 12 miles a day and use liberal diet 
with oompuny dinners and suppers. They take anothor way—dining 
two or throe together now Lord Pembroke is there, having but one 
dish, or two at most, and taking the air afoot or on horseback 
moderately. If Burghley comes next year, as he says, let him not 
bring too many with him. The house is so little as a few tills It, and 
hard then to keep sweet. 

Tho Karl of Leicester to Lord Burghley, 1577, July 23.—Her 
Majesty wills him to write earnestly to Burghley to send her a tun 
of Buxton water in hogsheads, which are to be thoroughly 
seasoned with the water beforehand. 

The Same to the Same, 1577, Aug. 3.—Your water is here 
safely arrived, and I told her Majesty of it. who, now it is come, 
seemeth not to make any great account of it. And yet she more 
than twice or tbrioe commanded me earnestly to write to you for it, 
and after I had so done asked me sundry times whether I had 
remembered it or no, but it seems her Majesty doth mistrust it will 
not be of the goodness here it is there ; besides, somebody told her 
there was some bruit of it about, as though her Majesty had had 
some sore leg. Such like devices made her half angry with me for 
sending to you for It, but I had rather be shent so th&u not to have 
performed her express commandment before. Nevertheless, she 
thanks your lordship for the well and careful sending of it. She is 

1 The Lancet, vol. L, 1915. pp. 55. Ill, and 16*. 


well In health and without any other grief but the old achlnflf 
sometimes when she takes cold in her legs. 

The Earl of Sussex to Lord Burghley, Aug. 7, 1582.—Found the £ 
well so ooirt. t»y reason of the ill-weather, as he could not but very " 
seldom have use of it. The water he had drunk liberally, beginning? i 
with thr#s pint*, and so increasing daily a pint till he came to eight; ’ 
pints, and thence descending daily a pint till he shall again return bo 
three plots which w ill be on Thursday next. Means to return after 
he shall have made au end of the drinking. * 

Treatment oj “ The Purples.”—Sic Henry Unton 3 to the Bari of „ 
Essex.—I acknowledge your favour in writing to me by Symonde** ’ 
and beseech you to excuse my hasty and short scribble, being scare* 
able to put pen to paper by a fall from my horse, which putteth n. * 
to great pain and taketh away the use almost of my whole arm.-| 
From Ouucye. this 4th of March, 1595. « 

M. de Montmartin to the Bari of Essex.—The extreme sickness ©' 

Sir H. Unton is a matter of much regret to all the well disposed at th< 
Court. The King went to see him yesterdays—The Camp before 
La Fere, 25 March, 1595-6. 

Sir Henry Unton to Lord Burghley, 1595-8, March 17.—On tb* 
subject of his sickness ; and giving an account of his interview with 
the Kiagof France, who, “although dissuaded by his own physician a 
that do attend me, for the danger of contagion, on Unton's wishing 
it came to him, saying that “ he had not hitherto feared tl _ 
harquebuse shot, and did not now apprehend the purples.” : 

Sir Henry Unton to the K*rl of Essex, from Coney, March 1** 
1595-6 —A despatch on the subjoctof his mission, and saying “ I ail© 
sorry that by reason of the extremity of my present sickness I ai 
not able to m&ko that answer to your letters which I desire — 
The following is underwritten: “ We have been forced for thj” 
authority of this dispatch to make my lord ambassador act more tb L • 
whole man than truly he is; but I assure your lordship he 1 b ye**’ 
in very great peril, having his fever continually upon him,, 
which hath brought him to great wrakues-s, and doth not suffer him ’ 
to take any kind of roet. I hope, notwithstanding, that within six o A * 
seven days, above which time his extremity cannot last, he will b . 
able to despatch me."—Tho. Edmondes. ® 

William Paule to the Karl of Essex, from Coucy, March 21 
1595-6. —I came hither on Friday last, not without some dange» c j 
escaped as well by sea as land. But the worst of Ills is that I foun * * 
my lord ambassador in such miserable weak state that all mei** 
despaired of an hour's longer life. His sickness (a malignant ho 
fever) began with extremity in his head, and about the seventh day' 
his utterance failed him; but this accident was no sooner cured by* 
the careful learned skill of tho King’s physician (De Lorrayne. 
doctor of Montpellier), but certain purple spots appoared about his 
heart, whereupon with the advice of La Kyviere, the other physician, 4 
they gave him ('infer! io Alcannas compounded of musk, amber.* 
gold, pearl, and unicorn s horn, with p : geons applied to his side, anr" 
alt other meaus that art could devise, sufficient to expel the stronger 
poison and he be not bewitcht w ithal. These accidents being liolpen 
which arose of the malignity of his disease, yet hie grief in¬ 
creased worse and worBO; but the 17th day of his sickness, 
and the 20th of March, being his last critical day, was worst 
of all, so that in the accidents of sickness his sickness is 
oured, and yet he is extromely sick still. This present Monday is 
the one and twentieth day of his disease, in which spaoe he hath not. 
slept, to their seeming which watch about him : his food is only jelly c- 
aud svich nutritive extracted matter, and albeit his body bo brough ; 
so low* that nature seemeth altogether spent, yet his memory an.,., 
speech serve him perfectly though to little use. God is Almighty 
and may do much to rostore him contrary to man's expectation, ant-f. 
therefore I purpose to expect the end. [Sir Henry Unton died a dajg. 
or two afterwards.] 

(To be continued .) l. ; 

* . 

HEALTH AND SANITATION IN BRITISH »! 

EAST AFRICA. 

A report on the affairs of the East Africa Protectorate for 
the year 1914-15 has been prepared by Mr. C. C. Bowring, 
C.M.G., the Chief Secretary and Deputy Governor. The 
area of the Protectorate is approximately 200,000 square* 
miles, and the population has been estimated at 4,000,000 ' 
but no complete oensus has ever been taken. It appears . 
from the medical section of Mr. Bowring’s report that in* 
the Coast Zone there has been a notable decrease of; 
malaria. During the year there were 7 cases of blackwater 
fever with 3 deaths, two of tho victims being Europeans. 
There were 33 new cases of cerebro-spinal meningitis in 
Mombasa with 15 deaths. There were only 2 cases of 
plague (both fatal), as compared with 203 in the previous 
year -a tribute to the soundness of the antiplague 
campaign inaugurated by Professor Simpson in 1914. 
Dysentery is still prevalent at Mombasa amongst the 
Kikuyu labourers. In the Monntainous Zone 3851 patients 
were treated for malaria—a larger number than usual ; 
and in Nairobi the infection appears to be widespread 
amongst natives, as post-mortem examination reveals a 
large percentage with enlarged spleen. There were 8 cases 
of blackwater fever, 1 (European) being fatal; 136 cases of 
cerebro-spinal meningitis with 51 deaths; and 9 cases of 
plague in Nairobi with 6 deaths. In the Kenya and 
Nyanza Provinces over 4000 cases of malaria were treated, 
and there were 45 cases of cerebro spinal meningitis with 
28 deaths—a decided decrease as compared with the previous 
ear. Forty-one cases of plague occurred amongst natives. 

8 of which proved fatal, and there was one case of a 
European woman, who recovered. In the Desert Zone there 
was an appreciable decrease in the number of cases of com¬ 
municable diseases. Two cases of blackwater fever were 
reported—the first that have been brought to notice in 

.9 Sir Henry Union had been sent at this ttmo by Queen Elisabeth os 
a special ambassador to King Henry IV. of France. 
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this zone since 1902. Beri beri is still liable tabes, source 
of anxiety in the upper reaches of the Juba. The type, 
however, appears to be milder, 70 cases being treated as 
out-patients and 2 as in-patients, with no deaths. Anti- 
malarial measures are being actively prosecuted in 
Mombasa, Nairobi, and Kisumu, the presence of sanitary 
inspectors exercising a beneficial influence. Quinine 
prophylaxis has been adopted in various localities with 
some amount of success. “Millions” fish have been 
imparted from Zanzibar and have been established in 
tanks at Mombasa. No sewage works have yet been 
? installed in any township in the country; night soil is 
disposed of by dumping mto the sea, trenching, reoeption 
f into cesspools, or distribution on the ground. The out¬ 
break of war and consequent financial disturbance has 
resulted in the much-needed water schemes for Kisumu 
and Nakuro being either held in abeyanee or materially 
curtailed; the proposed new water-supply for Mombasa 
has not yet reached that town; and the protective works 
at Nairobi intake have not been commenced. The 
European population of the Protectorate includes about 
MOO in Nyanza Province, 1600 in Naivasha Province, 243 in 
Kenya Province, 2800 in TJkamba Province, 360 in Seyidie 
Province, and smaller contingents in other districts. 

| W. £.-~Sinn Fein means literally “ ourselves.” The words 
jare the title and expression of a movement which denies 
the lawful existence of the Incorporating Union in contra¬ 
distinction to Unionism and Parliamentarianism. Sinn 
Fein declares Ireland to be by natural and constitutional 
I right a sovereign State, and teaches that the election 'of 
j Irishmen to serve in the British Parliament is treason to 
i the Irish State, as no lawful power exists, has existed, Or 
ican exist in that Parliament to legislate for Ireland. It 
advocates the withdrawal of the Irish representation from 
1 Westminster and the formation in Ireland of a vohmtaty 
j legislature endowed with the moral authority of the Irish 
nation. . 

METEOROLOGICAL READINGS. 

(Taken daily of 8J80 atm. by StehsanTs Instruments.) 

Tax Lahcx* Office, May 17th, 1916. 



i BOOKS, ETC., RECEIVED. * 

? *-- 

ailliSrk, Tu wall, and Cox. London. 

The Alter Treatment of Operation*. By P. Lockhart-Mummcry, 
F.B.C.S. Eng., B.A., M.B., B O. Cantab. Fourth edition. Price 
£#. net. 

Operative Midwifery. By J. M. Munro Kerr, M.D., C.M. Glasg. 
Third editon. Price 26*. net. 

Diseases of Infants and Children By H. D. Chapin, A.M., M.D., 
«ad Godfrey Roger Plaek, M.D., So.D. Third revised edition. 
Price 15*. net. 

Veterinary Therapeutics. By E. Wallis Roars, F.E.0.V,B. Third 
edition. Price 18*. net. 

0**»eia ai»d Co., Limited, London. 

>farum8, VEccines. and Toxins in Treatment and Diagnosis. By 
William Cecil Bosanquet, M.A., M.D. Oxon., F.R.C.P. Lond., and 
John W. H. Eyre, M.D., M.S. Dunebn, F.R.S. Edin. Third edition, 
illustrated. Piioe9s.net. 

Cbuhcbill, J. ahd. A.. London. 

Cure of Obesity and Obese Heart. By J. S. Kellett Smith, F.R.C.S. 
*ng. Prioe3s. 6d.net. 
i*w», H. K„ AMD Co., London. 

Tumours. By «. H. Kettle, M.D., B.S. Loud. Price 

^womans, Gbekm wd Co., London. 

Respiratory Exchange of Animals and Man. By August Krogh, 
Pb.D. Copenhagen. Prlce6s.net. 

Wmo*T, Jomr, and Sons, Bristol. 

*he Medical Annual, 1916. Price 10». net. 

fp9 0T £lug magazines, journals, *tc„ have been received:— 

British Dental Journal, West London Medical Journal, Annali 
ulgiene, Cleveland Medical Journal, Therapeutic Gazette. Medk-inskt 
™v, Quarterly Journal o! Medicine, Medical Review, British 
j ™*! o f Ch ildren's Diseases. Public Health, St. Paul Medical 
sournal, Quarterly Journal of Experimental Physiology, Journal of 
anatomy and Physiology, Edinburgh Medical Journal, Canadian 
medical Association Journal, American Journal of Orthopedic 
ourgeiy,Ophthalmology, Journal of State Medicine, Surgery, Gyne- 
an<1 Obstetrics, Maryland Medical Journal, Archives of 
vvaiatrtcs. Archives of Radiology and Electrotherapy, American 
Journal of dinieal Medicine, Medical Review of RefvieWs, Annals of 
ironical Medicine and Parasitology, Medical Times, British Journal 
of Dental Science, Ac. 


USttfrital Jiarj far % ensuing $8tek. 

SOCIETIES. 

ROTAL SOCIETY. Burlington House, London, W. 

Thursday.— 4.30 p.m., Bakerian Lecture:—Prof. O. G. Barkla: 
X Bays and the Theory of Radiation. 

ROTAL SOCIETY OF MEDICINE, 1, Wimpole-Street. W. 

MEETINGS OF SECTIONS. 

Monday, May 22nd. 

ODONTOLOGY (Hon. Secretaries—F. K. Smyth; F. N. Doubleday): 
at 8 p.m. 

Annual General Meeting.—Election of Officers and Council for 
Session1916-4917. 

Howard Mumtaery: The Structure and Arrangement of the 
Enamel Prisms, especially as shown in the Enamel of the 
Biephant. 

Tuesday, May 2trd. 

MEDICINE <Hon. Secretaries—Charles R. Box, W. Cedi Bosanquet): 
at 6.30 p.m. _ 

Annual General Meeting.—Election of Officers and Council for 
Session 1916-1917. 

Wednesday, May 24th. 

HISTORY OF MEDICINE (Hon. Secretaries-Leonard G. Guthrie, 
J. D. Bolleston): at 4.30 p.m. 

Annual General Meeting,—Election of Officers and Council for 
Session 1916-1917- 

Dr. Michael Foster: Stick Pomanders. 

And other Exhibits. 

Papers (at 5 p.m.) : 

Dr. J. A. Nixon and Dr. Charles Stager: Miniatures of the Bristol 
Guy de Chauliac MS. 

Dr. Charles Singer: Some Figures bearing on the Practice of Blood¬ 
letting in the Fourteenth, Fifteenth, and Sixteenth Centuries. 
Mr. R. R. Steele : A Note on the Scientific Work of Roger Bacon. 

Thursday, May 28th. 

NEUROLOGY (Hon. Secretaries— H. Campbell Thomson, C. V. Hinds 
Howell): at 8 p.m. 

Annual General Meeting.—Election of Officers and Council for 
Session 1916-1917. 

Clinical Cages will be shown, and anyone desiring to show Cases 
is requested to communicate immediately with the Hon. 
Secretary, Dr. Hinds Howell, 146, Barley-street, W. 

Friday, May 26th. 

STUDY OF DISEASE IN CHILDREN (Hon. Secretaries—J. D. 
Bolleston, A. S. Blundell Bankart, Sidney Gilford): at 4.30 p.m. 
Annual General Meeting.—Election of Officers and Connell for 
Session 1916-1917. 

Cases: 

Dr. Eric Pritchard: Severe Rickets. 

Dr. W. Mitchell Smith: (1) Pigmented and Hairy Naevus with 
Molluscous Tumours ; (2) Giantism. 

Dr. E. Cautley : (1) Infantilism; <2> Optic Neuritis (two cases). 

Mr. A. S. Blundell Bankart: Hemlhypertrophy. 

Dr. J. Walter Carr: Juvenile General Paralysis. 

Short Paper : 

Dr. J. Lawson Dick: The Teeth in Rickets. 

LECTURES, ADDRESSES, DEMONSTRATIONS, Ac. 

POST-GRADUATE COLLEGE, West London Hospital, Hammersmith- 
road, W. 

Monday.— 2 p.m., Medical and Surgloal Clinics. X Rays. Mr. Gray : 
Operations. Mr. B. Harman: Diseases of the Bye. Dr. Stmaon: 
Diseases of Women. 

Tuesday.— 2 p.m., Medical and Surgical Clinics. X Rays. Mr. 
Addison: Operations. Dr. Banks Davis: Diseases of the Throat, 
Ease, and Bar. Dr. Peraet i Diseases of the Skin. 

Wxdn zsday.— 10 a.m.. Dr. Saunders: Diseases of Children. Dr. Banka 
Davis -. Operations of the Throat, Nose, and Bar. 2 P.M., Medical 
and Surgical Clinics. X Rays. Mr. Pardos: Operations. Dr. 
Blassont Dise a s e s of Women. 

Thursday.— 2 p.m., Medloal and Sunrieal Clinics. XRays. Mr. Gray: 

Operations. Mr. B. Hannan: Diseases of the Bye. 

Friday.— 10 a.m., Dr. Slmson: Gynaecological Operations. 2 p.m., 
Medical and Surgloal Clinics. X Bays. Mr. Addison: Opera¬ 
tions. Dr. Banks Davis: Diseases of the Throat, Nose, and Bar. 
Dr. Pcmet s Diseases of the Skin. 

Saturday.— 10 a.m., Dr. Saunders: Diseases of Children. Dr. Banks 
Davis: Operations of the Throat, Nose, and Bar. Mr. B. Harman : 

5 pe Operation . 2 p.m., Medloal and Surgioal Clinics. XRays. 
r. Pardoe: Operations. 

NORTH-BA8T LONDON POST-GRADUATE COLLEGE, Prince of 
Wales's General Hospital, Tottenham, N. 

Monday.— Clinics:—10.30 a.m., Surgical Out-patients (Mr. E. 
Gillespie). 2.30 p.m., Medical Out-patients (Dr.T. R. Whinham): 
Gyn*coiogi«t Out-patients (Dr. Banister). 3 p.m., Medical 
In-patients (Dr. R. M. Leslie). 

Tumday.— 2.30 p.m., Surgical Operations (Mr. Oarson). Clinics:— 
Medical Out patients (Dr. A. G. Auld); Sunrieal Out-patients 
(Mr. Howell Evans); Nose, Throat, and Bar Out-patients (Mr. 
C. H. Hay ton). Radiography (Dr. Metcalfe). 3.30 p.m.. Medical 
In-patients (Dr. A. J. Whiting). 

WtoNNBDAY.— Clinics:— 2.30 p.m., Throat Operations (Hr. 0. H. 
Hay ton' Children Out-patients (Dr. T. R. Whlpham) j Bye Out- 

K tients (Mr. R. P. Brooks); Skin Out-patientt (Dr. H. W. 
rber). 5.30 p.m., Bye Operations (Mr. R. P. Brooks). 
Thursday.— 2.30 P.M., Gynaecological Operations (Dr. A. B. Giles). 
Clinics:—Medical Out-patients (Dr. A. J. Whiting); Surgical 
Out-patients (Mr. Oarson); Radiography (Dr. Metcalfe). 3 p.m., 
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Vbidat.-2.30 p m., 8urglcal Operations (Mr. Howell Evans). 
Clinics:—Medical Out-patients (Dr. A. G. Auld); Surgical Out¬ 
patients (Mr. H. Gillespie); Bye Out-patients (Mr. H. P. Brooks). 

THE THROAT HOSPITAL, Golden square. W. 

Mown at.— 6.15 b.m.. Special Demonstration of Selected Cases. 
Thursday.— 6.15 p.m.. Clinical Lecture. 

BOTAL INSTITUTION OF GREAT BRITAIN, Albemarle-street, 
Plooadllly, W. 

Tuesday.— 3 p.m.. Prof. C. 8. Sherrington: Unconscious Nerves— 
their Functions in External Life. (Lecture If.) 

Phidat.— 5.30 p.m., Prof. C. G. Barkis: X Rays. 


be sent to the Agent to whom the subscription is paid, and 
not to The Lancet Offices. 

Subscribers, by sending their subscriptions direct to 
The Lancet Offices, will ensure regularity in the despatch 
ot their Journals and an earlier delivery than the majority of 
Agents are able to effect. 

The Colonial and Foreign Edition (printed on thin 
paper) is published in time to catch the weekly Friday mails 
to all parts of the world. —- 

TO COLONIAL AND FOREIGN SUBSCRIBERS. 


UNIVERSITY OF BIRMINGHAM, Lecture Theatre of the Medical 

School. 

Wednesday.— 4.30 p.m., Tngleby Lecture:—Dr. T. S. Short: Gastric 
Ulcer and ita Complications. 


MANAGER'S NOTICES. 
TO SUBSCRIBERS. 


Subscribers abroad are particularly requested to note the rata 
of subscriptions given on page 6. 

The Manager will be pleased to forward copies direct from 
the Offices to places abroad at the rates shown, whatever be 
the weight of any of the copies so supplied. 

NEWSPAPERS FOR NEUTRAL COUNTRIES. 


Will Subscribers please note that only those subscriptions j Newspapers are not at present being sent forward to 
which are sent direct to the Proprietors of The Lancet at neutral European countries unless posted direct from the 
their Offices, 423, Strand, London, W.C., are dealt with by I office of publishers or newsagents who have obtained 
them? Subscriptions paid to London or to looal newsagents j permission from the War Office for this purpose. Th| 
(with none of whom have the Proprietors any connexion i Publisher of The Lancet has obtained the require! 
whatever) do not reach The Lancet Offioes, and con- ; permission, and he will forward copies direct from tty 
sequently inquiries concerning missing copies, <fto., should I Office to any neutral country on receipt of instructions. y 


Oommanic&tioiis, Letter?, fee., have been 
received from— 


A.— Dr. H. Russell Andrews, 
Lond.; Mr. B. J. Altery, Lend.; 
Messrs. Arnold and Sons, Lond.; 
Messrs. Adlard and Son and 
West, Newman, and Go., Lond.; 
Asylum Workers’ Association, 
Lond., Hon. Secretary of: Anzac 
Motor Co., Lond.; A. D. J. 

« — Bristol Royal Hospital for Sick 
Children, Secretary of; Messrs. 
J Bale, Sons, and Danlelsson, 
Lond.; Bengal. Sanitary Com- 
, misaioner for, Calcutta; Board of 
Education, Lond., Secretary of ; 
Dr. H. Boshouwers, Antofagasta; 
Messrs. Bennett Bros., Salisbury; 
Mr. Benjamin Broad bent, Hud¬ 
dersfield ; Board of Agriculture 
and Fisheries, Lond.; Messrs. 
P. B. Burgoyne and Co., Lond.; 
Dr. J. Linton Bogle, Bordlghera; 
Messrs. W. H. Bailey and Son, 
Load.; Dr. B. M. Barker, St. 
Leonards- on-Sea; Dr. D. H. 
Daria, Dhrangadra, India; 
British Medical Association, 
Lond., Deputy Medical Secretary 
of; Miss 8. Bourke. Lond.; Mr. 
Demetrius C. Boulger, Lond.; 
Bread and Food Reform League, 
Lond., Hon. Secretary of; British 
and Colonial Pharmacist , Lond., 
Secretary of; Birmingham DaVy 
Post; British Drug Houses,Lond.; 
Bury Infirmary. Secretary of; 
Dr. J. S. Boothroyd, Lond. 

0.—Messrs. Christy and Co., Lond.; 
Surgeon Hildreid Carlill, R.N.; 
Messrs. Cassell and Co., Lond.; 
Mr. J. C. C res well, Coventry; 
Captain C. Clarke, R.A.M.O.; 
Colonel C. W. Cathcart, Edin¬ 
burgh ; Captain L. T. Challenor, 
R.A.M.C.(T.); Chicago School of 
• Sanitary Instruction; Chadwick 
Trust, Lond., Secretary of; Dr. 
Joseph B. G. Cslverley, Folke¬ 
stone; Messrs. Carfax, Lond.; 
Dr. P. J. Cammldge, Lond.; 
Lieutenant-Colonel 8. Monckton 
Cope man, B.A.M.O.(T.); Messrs. 
H. W. Cox and Co., Lond.; Lieu¬ 
tenant F. O. Chappell, R.A.M.O ; 
Mr. B. Clark, Ardersier; Mr. A. 
Clarke, Lond. 

D,—Mr. W. Dowse, Small Heath ; 
Denver Chemical 'Manufacturing 
Co., Lond.; Dr. W. R. Dunston, 
Lewes; Mr. Louis Davis, Naples. 

F.—Dr. D. L. Fitzgerald, Lond.; 
Dr. B. W. Fisher, Marseilles; 
Dr. R. Fortescue Fox, Lond ; 
Dr. H. B. Fantham, Cambridge; 
Dr. G. 8. Foster, Manchester, 
New Hampshire; Factories, 
Chief Inspector of; Dr. P. G. 
Foulkes. 

O;—Mr. J. Galloway. Edinburgh; 
Guildford, 8chool Medical Officer 
of; Galway County Hospital, 
Galway. Secretary of. 

Pi —Dr. John Haddon, Denholm; 
Hyd® Corporation,Town Clerk of; 


Professor Arthur J. Hall, Shef¬ 
field ; Dr. C. W. Hutt, Brighton; 
Mr. Frederick L. Hoffmann, 
Newark, New Jersey; Mr. J. T. 
Henderson, Pietermaritzburg; 
Captain G. S. Hughes, R.A.M.O.; 
Captain W. J. Harris, B.A.M.O., 
Newport Pagnell; Harrogate 
Royal Baths, General Manager of; 
Messrs. Hough, Hosesson and 
Co., Manchester; Harrogate Cor¬ 
poration, Town Clerk of. 

J.—Dr. G. A. Jubb, Hartlepool; 
J. G. T. 

t—King Bdward VII. Hospital, 
Cardiff, Secretary of. 

L. — Lysol Co., Lond.; Messrs. 
H. K. Lewis and Co., Lond.; 
Captain C. B. Lea, R.A.M.O.; 
Local Government Board, Lond., 
Secretary of ; Dr. C. Lilllngstoo, 
Peppard Common ; Messrs. 
Lee and Martin, Birmingham; 
Dr. K. K. Liang, Mukden; 
London (Royal Free Hospital) 
School of Medicine for Women, 
Secretary of. 

M. —Captain A. Manuel, R.A.M.C.; 
Dr. A. C. N. MeHattie, Ikom, 
8. Nigeria; Maltine Manufac¬ 
turing Go., Lond.; Messrs. 
C. Mitchell and Co., Lond.; 
Dr. S. G. Moore, Huddersfield; 
Mr. J. B. R. McDonagh. Lond.; 
Mr. H. H. Moyle, Henatridge; 
Messrs. J. Menzies and Co., 
Glasgow; Dr. Irwin Moore,Lond ; 
Major W. B. McKechnie, I.M.S.; 
Mr. Gladstone Mayall, Bolton; 
Captain D. J. McRae, R.A.M.C.; 
Mr. A. W. Martin, Manchester; 
Dr. James Metcdfe, Lond.; Dr. 
Douglas Martin, South Shields. 

N. — Notts County Council, Not- 
tingham,Clerk to the; Nottingham 
General Hospital, Secretary of; 
Lieutenant-Colonel H. S. New- 
land ; Mr. Bdward MUles Nelson. 
Becklngton; National Health 
Insurance Commissioners, Lond., 
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LECTURE I. 

Kb. President and Gentlemen,— There are few more 
remarkable triumphs of sanitary science than the way in 
which it has diminished epidemic disease, and though cases 
of typhus from time to time appear in England, Scotland, 
and Ireland, there has been nothing in the nature of a 
typhus epidemic in these islands for more than 50 years. 

Great as have been the triumphs of bacteriology in the 
realm of disease, the diminution of typhus cannot fairly be 
counted among them. All analogy suggests that typhus 
t belongs to that class of disease which is known as the specific 
r fevers or acute exanthemata, such as small-pox, scarlet fever, 
and measles. The clinical course of the disease, at least in 
well-developed cases, is so characteristic that it may be said 
to follow certain definite laws. This unvarying regularity is 
found in the case of few other diseases except the acute 
t specific fevers, and indicates that it is due to some form of 
micro-organism. We have not, however, discovered the 
1 micro-organism of typhus fever even if we have good 

li ground for surmising the way in which it is propagated, of 

n which I shall speak in my third lecture. Though we have 
not yet discovered the germ or seed of this disease, we do 
know a great deal about the soil which is favourable for its 
growth and development, and in particular we know that 
overcrowding, dirt, and ill-nourishment are the grim condi¬ 
tions which help to promote this epidemic, and it is one or 
more of these conditions which we almost invariably find in 
the history of the different epidemics we are about to discuss. 

War has always been the condition par excellence in which 
typhus has flourished, for in times of war there are sure to 
be large bodies of men frequently crowded together in most 
insufficient space ; it is difficult for them to keep clean, and 
unless the commissariat is very perfectly managed there are 
sure to be occasions when it will break down and the men in 
consequence be ill-fed. One of the names for the disease is 
“morbus castrensis” or “ military fever.” In time of war it 
is exceedingly difficult to put into practice the teachings of 
sanitary science even in countries where such teachings are 
observed in times of peace. But in Serbia the doctrines of 
sanitary science, which even in countries like England and 
France are comparatively modern, can scarcely be said to 
have existed in times of peace, so there was no question of 
being able to put them into practice in the midst of a war— 
it was a question of beginning to learn the art of sanitation 
from the beginning. Had Serbia in the past been so 
fortunate as to have possessed a Chadwick she would 
certainly have suffered less from her terrible epidemic of 
typhus. 

Typhus, as we know it to-day, was not definitely described 
until about the middle of the eighteenth century (1759) by a 
French physician, Boissier de Sauvages. The term * 1 typhus ” 
(rv^os), which means literally smoke or fog, occurs fre¬ 
quently in the writings of Hippocrates to denote the dull, 
obfuscated mental condition into which many patients 
suffering from febrile diseases often fall, and which is a 
special characteristic of typhus fever. A comparison of 
the disease as we now know it with the descriptions of older 
authors shows that it has not in the course of time changed 
in any essential particular. Briefly, typhus, as we know it 
to-day and as it has probably always been in the past, is a 
disease characterised by sudden onset with high fever and 
severe pains in the head. From the third to the fifth day 
appears a very definite rash of macular rose spots—hence 
another of its names, “spotted fever”; it has a superficial 
resemblance to the rash of measles. This rash is usually seen 
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first on the chest and upper part of the abdomen, then may 
pass to the extremities and face ; the latter is always flushed, 
with injected conjunctivas and contracted pupils. There is 
always some amount of delirium, and generally it is a 
very striking feature of the disease, patients frequently 
becoming very violent and even maniacal. The high fever 
continues for about 14 days—hence yet another name for it 
was 14-day fever—and then falls rapidly, if not suddenly, and 
as a rule the patient is out of danger, though left very 
prostrate, but with few complications. The mortality is a 
high one, about three times that of enteric fever, death as a 
rule occurring between the ninth and twelfth days of the 
disease. 

In reading historical accounts of the various diseases which 
have prevailed in war-time in the past and which have 
decimated whole armies, we are struck with the frequency 
with which these diseases bear a close resemblance to 
typhus, and going back into remote antiquity there is little 
doubt that the plague of Athens at the beginning of the 
Peloponnesian War (430 b.c.), which has been so graphically 
described by Thucydides, bears a closer resemblance to 
typhus than to true Oriental plague, but of this relationship 
I shall speak more fully in the next lecture. The same is 
true of the so-called plague which devastated Rome in the 
time of Marcus Aurelius, and which is described by Galen. 
Frascatorius describes the symptoms of an epidemic fever 
prevailing in Italy in 1505, and again in 1528, which 
resembles what we know as typhus and which he distin¬ 
guished from true plague (febris vere pestilent) ; the disease 
seemed so like measles that medical men found it necessary 
to point out the distinctions between the two affections. On 
both occasions its appearance was preceded by inclement 
weather and the almost total destruction of the crops. 
It was, doubtless, typhus and not plague which furnished 
the Black Assizes early in the sixteenth century, when 
judges, sheriffs, and aldermen were suddenly attacked with 
fatal illness which had spread from the prisoners brought up 
for trial ; hence the disease used to be called 44 jail fever,”’ 
and with reference to it Bacon said : 4 4 The most pernicious 
infection next to the plague is the smell of the jail when 
prisoners have been long and close and nastily kept, whereof 
we have had in our time experience twice or thrice, when both 
the judges that sat upon the jail and numbers of those that 
attended the business or were present sickened upon it and 
died. Therefore it were good wisdom that in such cases the 
jail were aired before they be brought forth.” 

In all diseases which are liable to take on an epidemic 
character we certainly find variation in the different epi¬ 
demics, some being of greater and others of less severity, 
while certain symptoms which seem more prominent in one 
epidemic fall into the background in another, and typhus 
forms no exception to this rule. 

We will now consider some of the epidemics of typhus 
fever which have occurred since the disease was definitely 
recognised and described. Here Ireland has an unenviable 
notoriety. Typhus in the British Isles used to be called 44 the 
Irish ague ”—again a new name for the disease. The first 
epidemic was observed by Rogers at Cork in 1708 ; the pre¬ 
ceding spring and summer were the coldest and the harvest- 
the worst that had occurred for 47 years, while the winter of 
1708-09 was characterised by the greatest frost all over Europe- 
within the memory of man. In 1728 typhus returned to- 
Ireland after a succession of three bad harvests. Oatmeal- 
rose to an extravagant price, and food of all sorts was so 
scarce that riots occurred all over the country, to suppress- 
which the military were called out. The epidemic lastedfour 
years, reaching its climax in 1731. Early in the nineteenth! 
century there was a serious epidemic of typhus which 
decimated Ireland. The years 1797-1800, prior to the out¬ 
break, had been noted for the very wet seasons and peculiarly 
bad harvests; the price of bread, potatoes, and every 
necessary rose enormously. The disease reached its zenith in 
1800-01, but in 1801 there was a good harvest and the disease 
began to decline, thus indicating how dependant it was on a 
poor supply of food. It was in consequence of this epidemic 
that numerous fever hospitals were first established in this 
country, beginning with Chester, Liverpool, Manchester, 
Norwich, Dublin, and Cork ; the London Fever Hospital was 
first instituted in 1802. 

The next serious epidemic in Ireland was in 1817. The 
winters from 1813-16 had been of intense severity; in 
February, 1816, the thermometer in London fell to 57 F. 

Y 
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below zero. This winter was followed by a cold and wet 
summer and autumn, cansing a complete failure of the 
harvest and of the potato crop. There was extreme distress 
among the poor, who are described as wandering about the 
country gathering nettles, wild mustard, and other weeds to 
satisfy the cravings of hunger. The population of Ireland 
about this time was estimated at 6,000,000 and the number 
of sick at 737,000. In Dublin there were 70,000, or one- 
third of the inhabitants, victims of the disease. The total 
number of deaths was 44,000. It was at this time that 
there commenced on a great scale the migration of the 
poorest classes of Irish into the great towns of England and 
Scotland. 

The greatest epidemic of typhus in Ireland followed the 
potato famine of 1847. The Irish themselves called the 
fever “road fever,” because it specially attacked vagrants 
and road menders. It raged specially in Cork, Belfast, and 
Skibbereen, the mortality varying from 10 to 30 per cent.; 
one single hospital—the Cork Street Fever Hospital in 
Dublin—took in 12,000 cases in 11 months. The disease was 
imported to a great extent by the Irish into the large towns 
of Scotland and England and even America. In one year 
90,000 Irish left their homes. The greatest activity on the 
part of the Government was unable to arrest the progress of 
the pestilence, which, indeed, could only be rooted out by 
a complete change in the political and social conditions of 
the island. The epidemic spread to Glasgow and Liverpool, 
but in the latter it was entirely confined to the Irish 
population, and of these in the first three months of the 
year 120,000 emigrated. Thus, in the case of Ireland, we 
find typhus induced by famine acting upon a population 
which was constantly in a state of semi-starvation. 

Turning now to the relation of typhus to war, which 
more immediately concerns us to-day, the first recorded 
instance of what we must assume to be typhus in war of 
modern times was when Granada was besieged by Ferdinand 
in 1489, the disease which then broke out among the garrison 
was called by the Spaniards “el tabardiglio” from its 
spotted appearance. 17,000 troops died from it. Similarly, 
when Genoa was besieged by the French in 1799 the half- 
famished garrison fell a victim to typhus. 

Typhus was a grim accompaniment of the Napoleonic 
Wars. After Austerlitz (1806) it was spread by the Russian 
prisoners and was found both in the victorious and defeated 
armies. It was carried to Stra9burg, Augsburg, and the 
vicinity of Basle, eastwards to Moravia, Bohemia, and 
Galicia, and with their prisoners the French carried this 
unwelcome guest into the very heart of France, where it 
spread extensively in Autun, Semur, and Langres. After 
Napoleon’s great victory over the Prussians at Jena and 
Auerstadt the latter suffered severely from typhus, and the 
hospitals of the great towns of West and East Prussia, such 
as Konigsberg, Dantzig, and Thom, were full of the sick. 

In 1808-09 Spain and Portugal were the chief seat of 
typhus. At the siege of Saragossa (1808) typhus was a 
veritable scourge among the besieged, and from the Spanish 
prisoners it passed into France ; for the Spaniards who fell 
into the hands of the French belonged mostly to undis¬ 
ciplined bands exhausted by cold and hunger. Since there 
were no carts they had to be dragged along impassable 
roadways and spend the nights in filthy hovels, lying on 
rotten straw; it was under such circumstances that typhus 
specially developed, but it was worst at Bourges, where all 
the prisoners were herded together. About the same time 
typhus was brought to England by the troops landed after 
the famous retreat from Corunna; the origin was here 
attributed to their being overcrowded on board ship and to 
mental depression. 

Perhaps the most disastrous epidemic of typhus was that 
which overtook the French army in Russia during Napoleon’s 
great campaign there in 1812. Before Napoleon arrived at 
Moscow typhus had already been rife in the Russian army 
and had even appeared at St. Petersburg. As soon as 
Napoleon crossed the Niemen on June 23rd the army 
suffered greatly from want of proper food owing to the 
country being deserted by the inhabitants and purposely 
laid waste. Consequently the French during their disastrous 
retreat fell an easy prey to the pestilence, for the whole 
country in the line of their retirement was deserted and laid 
waste, so that they were famished with hunger, the large 
number of dead horses poisoned the air, yhile the over¬ 
crowded hospitals, where even straw was lacking, became 


breeding-places of typhus. The whole sanitary arrangements, 
we are told, were of the most miserable description, and the 
means of treating such a thing m diarrhoea were confined to 
rice water and alcohol. The 3rd Army Corps on its arrival 
at Moscow numbered only 12,000 instead of 43,000 men, and 
of this same army corps, under the command of Mar6chal 
Ney, there were only 20 men remaining when they reached 
Smolensk on the retreat from Moscow. After leaving Wilna 
the daily food of the soldier had consisted of roasted bread 
soaked in brandy. The typhus reached its worst in December, 
1812, and January, 1813. At Wilna of 30,000 French prisoners 
25,000 died (or 85 per cent.). In a single ward of the 
hospital of St. Ignatius, consisting of 50 beds, three 
successive relays of patients all perished except one. There 
was no question of any medical care, and the bleeding to 
which some doctors resorted only hastened the end of 
their patients. Of venesection Napoleon’s famous surgeon, 
Baron Larrey, said: “ La saign6e pr6conis6e et mise en pratique 
parquelques m6decins dans cette 6pidemie, a 6t6 constamment 
funeste.” The main cause of the high mortality was the 
wretched condition of the soldiers owing to their great priva¬ 
tions. In 1813 the siege of Torgau, a small fortress on the 
Elbe, was characterised by a great mortality from typhus. 
There was excessive overcrowding in the hospitals and the 
mortality there rose to 33 per cent, and an exceptionally warm 
and damp winter seems to have made the mortality rise still 
higher. In spite of every effort the average number of the 
sick was 12,000. In November the total number of the 
dead was 8000, and of the 5000 inhabitants 12 per cent, 
died in a few weeks. The epidemic began to abate at the 
beginning of December, partly owing to the departure of 
the German troops and partly through the diminution of 
overcrowding by men and horses, many of the latter being 
killed for want of food. Another important cause of the 
lessening of the disease was the bombardment at the end 
of December, which by breaking a large number of windows 
and doors admitted plenty of fresh cold air, which is the 
greatest enemy of typhus. From September to January 
there were 20,000 deaths, not counting the numbers of 
corpses thrown by the soldiers into the Elbe in such heaps 
that they stopped the working of the mills for a time. 
After the entry of the Prussians the mortality during the 
next three months sank to 300, and by the end of February 
the epidemic could be regarded as extinguished. A 
striking example of the good results of fresh air is to 
be found in the Memoirs of Count Bengnot, who adminis¬ 
tered the Grand Duchy of Berg from 1803 to 1813. 
“After the battle of Leipsic,” he writes, “ Daru sent me 
1600 sick and wounded. Dr. Abel, a Prussian doctor who 
had practised at the Court of Frederick the Great, came to 
my assistance. The weather was fine and dry. Dr. Abel 
put the sick into the courtyards of the castle of Bensberg 
and into the garden of Benrath, separating them as far as 
possible from one another and providing them with caps 
which protected them by day from the sun and by night 
from the cold. They were given nothing except soup and 
wine.” The mortality was none the less considerable, but far 
removed from that in the hospitals of Mainz, Cologne, and 
Wesel. Large numbers of the civil populati »n died at 
Erfurt, Dresden, and Breslau. In the Duchy of Nassau, with 
300,000 inhabitants, during the great spread of typhus in 
the winter of 1813-14 43,000, or 14 per cent., of the popu¬ 
lation fell ill of the disease, and 20 per cent, of those 
attacked died. Many patients, and particularly doctors, 
ascribed their recovery to the fact that for weeks together 
in the cold winter they were transported from one provisional 
halting-place to another without being taken into the over¬ 
crowded hospitals, for here typhus and dysentery raged in 
the most appalling manner. Doctors seem to have suffered 
very largely in this epidemic, and it is recounted that in 
Leipsic, after the battle (1813), nearly all the medical students 
fell ill and most of them died. 

One of the worst epidemics of typhus occurred in Upper 
Silesia from 1846 to 1848. Germany, except in times of 
war, had not been specially subject to typhus, and, in fact, 
after 1830 it was generally thought to have died out there. 
As is usual in these epidemics in peace time, prior to the 
outbreak there had been continued wet, with the consequent 
result of several bad harvests. The climate of thi* region is 
more inclement than might be expected from its latitude 
(50°), which is about the same as that of Cornwall; the soil 
is mainly clay; atmospheric deposits are considerable, and 
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the houses of the country population were mostly situated 
on a low-lying level and generally of a very wretched quality. 
8erious poverty had existed for some time owing to the decay 
of the linen industry which made wages very low, and the 
nourishment of the poorer classes was extremely bad. The 
food of the ordinary labourer consisted mainly of potatoes, 
cabbage, and buttermilk, meat was seldom enjoyed, there 
was a great love of drink, and the population suffered much 
from the destructive effects of endemic diseases, such as 
malaria. In 1847 a complete famine broke out and the 
poverty of the poorer classes became still further aggra¬ 
vated, so that the unfortunate peasant could no longer 
procure even the miserable rations to which he had accus¬ 
tomed himself. Roots and fungi and clover and couch 
grass were the only means he could find for abating his 
hunger. Nothing therefore could have been more favourable 
for an outbreak of typhus. Added to this the main features 
of the national character were then said to be slackness, 
ignorance, and superstition, which found rich nourishment in 
the fanaticism of the half-educated priests and the miserable 
condition of the national schools ; and we can well imagine 
that the administrative measures for coping with such an 
epidemic were fairly inadequate, especially in the hands of 
the incompetent provincial officials who reigned supreme 
prior to the revolutionary movement of 1848. Even after 
the pestilence had come to an end in February, March, and 
April, 1848, one-third of the population of Ratibor (con¬ 
taining 60,000 inhabitants) had to be maintained at the 
public cost. The main characteristics of this epidemic were 
bronchial catarrh and pneumonia, gangrene of the extremities 
was common, and also haemorrhages, and there was said to 
be a great tendency to relapses, which were often fatal; as a 
rule, relapses are most exceptional in typhus. One of the 
most distressing effects of the disease was the way in which 
in the general need every human feeling became suppressed. 
Thucydides has noted a similar effect upon men’s minds 
caused by the plague at Athens. In May, 1848, the epidemic 
reached its end, but for a long time its effects were 
manifest. 

We now come to the Crimean War (1854-56). Typhus 
caused the greatest havoc in the French and Russian armies, 
especially aiter the fall of Sebastopol. During the first six 
months of 1856 it was computed that out of 120,000 
French troops 12,000 were attacked by typhus and half 
that number died of it. The cold of the winter 1855-56 
was extreme and made the typhus worse. The enormous 
devastation caused by sickness is shown by the fact 
out of 303,260 soldiers who had been on the battle¬ 
field 200.000 (64 per cent.) had been in hospital, and 
only a quarter of these on account of wounds. The French 
troops returning home from the Crimea carried the contagion 
of typhus with them to the south coast of France, where it 
spread widely in Marseilles and Avignon, whereas up to that 
time the French had considered themselves fairly free from 
disease. On the whole, the English army suffered much less 
than the French from typhus in the Crimean War, and it is 
interesting to have a German authority for saying that 
“ even at that time hygienic measures were far better under¬ 
stood and carried out in the English camp.” Jacquot, chief 
medical officer of the French army, remarks on the French 
army in the Crimea: “ There is no typhus in the summer 
when the soldier lives in the open air and leaves the barracks 
and tents open. With the winter season typhus developed 
twice running, and twice it disappeared on the return of the 
warm season which permitted free ventilation of the dwell¬ 
ings and life in the open air.” From an official report we 
read that “ the French soldier in the Crimea passed the last 
six months of the war under circumstances most unfavourable 
to health—namely, overcrowding in mud-floored tents or 
earth pits, surrounded by and immersed in deleterious exhala¬ 
tions from a soil sodden with animal and vegetable matters of 
all kinds, its surface being covered with indescribable filth. 
The severity of the season kept the men closely huddled under 
shelter, every possible entry of cold air being patched up. 
There was, further, an insufficiency of wholesome food, as 
proved by the extraordinary virulence of scurvy in the camp.” 
The restoration of peace and an abundant harvest in 1856, 
with increased attention to sanitary arrangements among the 
poor were speedily followed by a subsidence of fever, and for 
four years typhus was less prevalent in London and the 
United Kingdom than at any previous period up to that time. 
In 1857 only 56 cases were admitted into the Edinburgh 


Royal Infirmary, and in both January and May that institu* 
tion did not contain a single case. In London at this time 
it began to be thought possible that the London Fever 
Hospital should be devoted to other purposes, but in 1861 a 
serious epidemic of typhus broke out, the numbers in 1862 
reaching a very exceptional height, while it also occurred in 
Glasgow and Liverpool. 

In the Rus 80 -Turkish War of 1876-78 the sanitary condb 
tions were appalling. Of 200,000 patients, 50 per cent, were 
attacked by typhus, and half of those who were attacked* 
died. During this epidemic the surgeons were the worst 
sufferers, the mortality among them reaching 60 per cent. 
On the other hand, it is interesting to note that in the' 
Franco-German war of 1870 both armies remained entirely 
free from typhus, though one might have thought a priori 
that the siege of Paris furnished just the conditions favourable 
to the outbreak of the disease. Enteric and dysentery, on 
the other hand, which have an entirely different causation, 
claimed innumerable victims. But this complete immunity 
of the two armies affords a striking proof that the disease is 
caused not so much by the massing together and mobilisation 
of large masses of men as by their continued presence in 
regions where the disease is either endemic or happens to be 
raging at the time. 

Climate .—Probably there is no part of Europe in which 
typhus has not been observed. Some of the greatest 
epidemics have occurred in Italy and Spain. But it is 
in Great Britain, and more particularly in Ireland, that 
typhus in the past has had its peculiar habitat, for until 
the last 50 years the disease has never been absent, in 
the intervals of the great epidemics, to the same extent 
as on the continent. There is no evidence that typhus 
has been observed in Australia or New Zealand. There 
are no records of it in Africa or the tropical parts of 
America, and it is said to be almost unknown in India. 
Apart from Upper Silesia, Germany is usually quite free from 
the disease, but in many parts of Russia, particularly in the 
Baltic and Polish provinces, the disease is endemic. In 
Hungary, Turkey, and the adjoining oriental countries the 
disease never becomes quite extinct, and from Sicily and 
Sardinia it never disappears entirely. Though epidemics of 
typhus vary in severity and duration at different times and 
in different circumstances, there is no evidence of any change 
in its type or essential characteristics; the typhus of modem 
times is the same as that described by the Italians, Frascatorius 
and Cardanus, in the sixteenth century. Seasons and 
meteorological conditions exercise but little influence on> 
typhus, which thus differs from most other diseases. 
Doubtless the disease is more prevalent during the colder' 
season, most epidemics reaching their height in the early 
month of the year and subsiding again during the summer, 
but this is because it is during the winter that all the factors 
which influence the individual disposition to the disease and 
the transmission of the poison are specially active, such as 
the poverty resulting from unemployment and the over¬ 
crowding for the sake of warmth in badly ventilated houses. 
With the coming of the summer the poorer part of the 
population tends to scatter, work becomes more plentiful, 
and the conditions of life are generally improved. 

Though sporadic cases of typhus occur from time to tim$ 
in Serbia there would have been no epidemic of typhus if it 
had not been for the war. Serbia is, of course, a poor country, 
but it is not subjecUto failure of crops and famine, and, as a 
rule, the peasants have sufficient to eat. It must be remem¬ 
bered that Serbia went to war in the autumn of 1912 against 
Turkey in alliance with the other Balkan States, Montenegro, 
Greece, and Bulgaria. Not content with that she was 
again at war in the following spring with Bulgaria, which 
was sufficient to have impoverished a country with much 
greater natural resources. When typhas actually broke 
out early last year—there had been a few sporadic cases 
as early as November and December, 1914—-Serbia had 
already been at war with Austria for five months ; she 
had suffered a serious defeat and gained a great victory, 
but it was this very victory which proved her undoing from 
the health point of view. For it appears that the typhus 
epidemic took its origin among the Austrian prisoners, of 
whom at the end of last year Serbia had taken 67,000. The 
starting-point seems to have been Valjevo, a small town in 
the north-west of Serbia, not far from the frontier of 
Bosnia. When evacuated by the Serbians it had been free 
from disease, but on their return they found 3000 wounded 
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and sick Austrians, many of them suffering from typhus 
fever. In one building 150 dead Austrians were found in 
the cellars; men and cattle were buried indiscriminately. 
From thence the disease spread in a south-easterly direction 
to Kragujevatz and then to Nish, the temporary capital of 
Serbia, where a very large number of troops were encamped. 
After that it spread further south to Skoplje, in New Serbia, 
and to Monastir, close to the borders of Greece, and, in 
fact, to wherever the army might be quartered. The civil 
population furnished a considerable number of cases, but 
the soldiers were the main victims of the disease. It was 
difficult to find a suitable place for housing the soldiers. 
Possibly, if they could all have been billeted out in tents it 
would have been better ; as it was, they were all scattered 
about the towns. At Skoplje the soldiers were mainly 
quartered in old Turkish barracks, which left much to be 
desired as far as sanitation was concerned, and being for 
the most part in enclosed parts of the town they were 
eminently unsuitable. The soldiers slept upon straw, which 
is well enough when it is changed fairly often. As a rule, 
they had clean straw every ten days. I do not think I ever 
saw it later than the seventh day, when it was not pleasant 
either to the sense of sight or smell. However, in many of 
these barracks an attempt was made at putting the blankets 
out in the sun, which is the best of purifiers; also in one 
barrack I found that carbolic had been sprinkled about, 
which certainly seemed very advanced. The infection was 
•carried largely by soldiers returning home from the army 
and by peasants wandering about at large or travelling in 
the crowded trains, clad in filthy clothes, rags, and goatskins, 
there being no restrictions placed on railway travelling or any 
attempt made to disinfect the carriages at first. Later, when 
early in March a detachment of the Royal Army Medical Corps 
arrived, Colonel Hunter and Lieutenant-Colonel Stammers, 
in conjunction with the Parliamentary Sanitary Commission 
at Nish, caused quarantine stations to be established behind 
the various camp lines, notification of disease was enforced, 
infectious patients were removed from their homes to 
hospitals, all railway communication was stopped for a time, 
and all soldiers on leave were recalled so that there might be 
no danger of reinfecting the railway carriages after the 
disinfection which was carried out during the stoppage. 
At a hospital in Nish at one time there were 700 patients to 
200 beds, with only two doctors, no sanitary arrangements, and 
no bathrooms. 

Early in March there were 8000 cases of typhus in the 
army apart from the civil population, as well as an equal 
number of relapsing fever, and about 1500 cases of enteric 
fever. In Kragujevatz, a town of 20,000 inhabitants, there 
were 1400 cases of typhus, and the number of deaths of all 
sorts in three months had been 3400, or 34 times the normal. 
The condition of things in some of the hospitals there early 
in January, 1915, was appalling. Miss Fraser, of the 
Soottish Women's Hospital, describes the terrible hospital 
overcrowding, how one would find a typhus case together 
with a case of dysentery and of relapsing fever lying three on 
two mattresses and exchanging germs. There was not even 
sufficient food. No one washed the patients, they lay there 
in the weakness of fever, becoming filthier and filthier. 
When a man dies the next comer is put on to the same dirty 
mattress between the same loathsome sheets. 

About the middle of January, 1915, the epidemic of typhus 
had reached Skoplje, which is the part of Serbia with which 
I am personally acquainted. So rapid were its ravages that 
in one week there were 400 cases in the town of Skoplje and 
several thousands in the compounds round about. It was 
here that Lady Paget’s hospital, which had been sent out by 
the Serbian Relief Fund, made itself so particularly useful. 
By being able to supply new clothing, disinfection and the 
consequent stamping out of vermin were rendered possible ; 
a man cannot be expected to discard even a verminous gar¬ 
ment in winter unless he can be provided with something to 
replace it. The inadequate disinfecting apparatus in the 
town entirely failed to cope with the enormous quantities of 
discarded underclothing, so that the distribution of fresh 
supplies of clothes, while the old ones were being disinfected, 
became one of the most important things to be done. 

If one were asked what things were most required at 
8 kop1.ie in the early days of the epidemic, I should say wood 
and blankets. Wood is, of course, their only form of fuel, 
and the absolute necessity of this in the cold months of 
the year requires no explanation. The local authority had 


bought up all the wood in the vicinity with a view to dis¬ 
tributing it, but its methods were cumbersome and unskilful, 
so that a good deal of avoidable distress was caused, 
patients not only shivering with cold, but unable to get hot 
food or drink owing to the scarcity of fuel. Blankets 
seemed always insufficient ; for a time at Skoplje a 
fresh supply could not be obtained for love or money, and 
the suffering entailed by being insufficiently clad at night 
during the cold of an early Serbian Bpring can be better 
imagined than described. In time of war it is always the 
simplest and, so to speak, the most obvious things of which 
one stands in need. Speaking as a physician, and I 
believe most surgeons would agree, the number of different 
drugs which are really necessary in time of war is 
surprisingly small, though the quantities required of lint, 
bandages, and aseptic gauze may well be extremely large. T 

The typhus colony—known in Skoplje as the Sixth 
Reserve Hospital, which was established owing to the 
activity of Lady Paget in persuading the Serbian autho¬ 
rities of its necessity, and which till recently was in charge 
of Dr. Maitland—was a really splendid group of buildings, r-w 
and when occasion demands it can accommodate as many : 

as 1500 cases. It is situated about a mile and a half from 
the town, and is so laid out that not only is it isolated from i 

the rest of the district, but, if cholera were to break oat 
before typhus had quite subsided, any part of it could be i. • 
cut off from any other part, so that both diseases could be 
dealt with there with impunity. During the months of 
March and April, 1915, 1800 cases passed through the 
hospital. At first the staff was very insufficient, as most of 
the EogliBh nurses were surgical, whose services were 
required elsewhere, so it was necessary to employ Serbian 
soldier orderlies and some of the Austrian prisoners 

In the early days when the disease was spreading like 
wildfire the fever hospital could not contain a tithe of the 
cases sent into the two isolation wards which were set 
apart for the purpose. The patients were crowded together 
in a most unsatisfactory way, often two in a bed. The 
condition in which the patients arrived at this typhus 
hospital was most miserable. They were driven up in small 
open carriages provided by the Serbian administration, half . 

unconscious, shaking with fever and often almost naked. On 
their arrival they were turned out of the carriage, regardless as ^ 

to whether they could stand or not or if there was anyone to ,, 

receive them. All that could be attempted at first was to seo 
that every patient was thoroughly cleansed and disinfected 
before he was taken into the ward, his clothing being all ^ 
destroyed even when there was no available clean clothing 
in which to put him. The important thing was to get 
the scheme working, however imperfectly, so as to relievo 
the congestion in the town. One of the great difficulties 
arose from the fact that patients were so often sent in from 
the town to the hospital without any adequate notice; on 
one occasion 60 patients were sent in with only three hours* 
notice, and on another occasion 95 were sent with only a 
few hours’notice. Another cause of difficulty was the un- ' 
reliability of the water-supply ; it was often cut off without 
any warning. 

During the early weeks of the typhus epidemic the greater 
number of patients at Skoplje were Austrian prisoners. At 
the start, before any nursing was available, deaths took 
place at the rate of from 20 to 30 a day ; early in May, when 
there was a full staff working at the hospital, on three con¬ 
secutive days not a single death occurred, although there 
were over 500 patients. When no nursing was available the 
proportion of deaths amounted to 30 per cent.; with a staff 
of 25 it fell to 14 per cent. By May 6th the town had been 
entirely cleared of typhus, not a single case being recorded, 
though patients were still sent in from surrounding towns rr 
and villages. ^ 

T he main circumstances which favour an outbreak of typhus 
are : (1) overcrowding; (2) physical exhaustion ; and (3) ill- . 
nourishment. The last-named is so striking a feature that 
the disease has been called “febris famelica,” or famine 
fever. War usually adds itself to one or more of these 
factors, and in the case of Serbia they were all present. 

One might naturally imagine that war which is conducted in 
the country and open air would not be connected with over¬ 
crowding, but, as a matter of fact, in war time men are 
often herded together in villages, where the houses may be as 
insanitary and ill-ventilated ea the worst slums of a great 
city; then, again, in time of w*\r hospital/s readily become 
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filthy and overcrowded, and, unless there is a highly trained 
organisation at work there, they easily become centres of 
disease and veritable plague spots. In the case of the 
Serbians the overcrowding was due to the very large number 
of prisoners thrown upon them in the winter season, at a 
time when there was no adequate accommodation, and con¬ 
sequently they had to huddle together as best they could. 
Then, again, with regard to nourishment, in an ordinary 
way Serbia is a poor country, but there is no poverty ; it is a 
country of peasants, each with a small piece of land, from 
labouring on which a man can gain a livelihood with no 
great difficulty, but there is not much to spare ; there are no 
great quantities of accumulated capital, practically no manu¬ 
factures, even the firearms have to be imported from abroad. 
Consequently, after being at war three times in the space of 
three years, the amount of poverty and distress which was 
present at the end of last year may well be imagined. 
War broke out before the harvest had been properly 
gathered in, and then there had been the waste of the two 
preceding years, and therefore the soldiers who had to undergo 
such great exertions, instead of having more food had less, and 
after the great victory of December, 1914, there were 67,000 
Austrians to be fed in addition. Food was greatly wanted 
by the starving peasantry, and it was fortunate that the 
Serbian Relief Fund, through the agency of the Paget 
hospital, apart from all medical assistance, was able to send 
large supplies of rice to some of the surrounding villages, 
which were most gratefully accepted. With such a low phy¬ 
sical condition and such inadequate nourishment it is hardly 
surprising that typhus should have spread so rapidly and 
that there should also have been a great mortality. For not 
only did this low physical condition favour the onset of 
typhus, but the patients more easily passed into an asthenic 
condition and so died. Then, too, there was a great shortage 
of doctors, so that it was almost impossible at first to make 
the necessary arrangements of isolation and segregation, 
which alone can prevent the spread of the disease. At the 
outbreak of the war it is estimated that there were not 
more than 400 Serbian doctors; the mortality among them 
was very great, so that in July of last year there were 
said to be only 230 ; there were, therefore, not enough 
for the army alone, quite apart from the civil population, 
which was thus left almost entirely without help in 
medical and sanitary matters. Last July, however, there 
were actually working in Serbia some 12 British hospital 
units and as many as 420 British nurses and doctors. An 
International Sanitary Commission was established with 
its headquarters at Nish. Under it the general medical and 
sanitary work of the country was roughly apportioned 
between the different cooperating nations. France had charge 
of the northern half of the country and the United States of 
the south. Nish and the immediate neighbourhood was under 
the Russians. To the British had fallen the care of the army 
and most of the hospital work except that done by the 
Serbians themselves. 

In the midst of war, with the enemy only separated from 
you by a river, it is easy to understand how difficult it is 
to organise on the spur of the moment an administrative 
scheme which could cope with the outbreak of a serious 
epidemic, even in time of peace it would have been difficult 
for the Serbians, as they had practically no sanitary 
arrangements and their general condition in this respect is 
what ours was in the eighteenth century before Chadwick 
and the other great sanitary reformers had arisen. Finally, 
we must remember that the important part of Serbia known 
as New Serbia had been in the hands of the Turks until 
three years ago and that no progress, whether physical, 
intellectual, or moral, has ever emanated from the Turk. 


Death of a Centenarian. —The death occurred 
at Lewes on May 17th of William Hoather, aged 103. A 
bricklayer by calling he had resided in the Sussex county 
town all his life. His family is noted for longevity. A 
sister attained the age of 100 and a brother lived to be 90. 

Tuberculosis in Cornwall. —The tuberculosis 
officer for Cornwall (Dr. C. Roper) in his annual report for 
1915 alludes to the fact that Cornwall is heavily infected 
with tuberculosis. He states that in Cornwall, on Oct 1st, 
1915, there were 86,681 persons insured under the National 
Insurance Act, and in December, 1915, 310 (or 3 576 per 1000) 
were receiving domiciliary treatment, whereas in Dorset, 
Hampshire, and Wiltshire, with 289,408 insured persons only 
296, or 1*02 per 1000, were receiving domiciliary treatment. 


ARRANGEMENTS FOR THE CARE OF 
CASES OF NERVOUS AND MENTAL 
SHOCK COMING FROM OVERSEAS. 

By WILLIAH ALDREN TURNER, M.D. Edik., 
F.R.C.P. Lond., 

TEMPORARY LIEUTENANT-COLONEL, R.A.M.C. ; PHYSICIAN TO KINGS 
COLLEGE HOSPITAL AND TO THE NATIONAL HOSPITAL FOR 
THE PARALYSED AND EPILEPTIC, LONDON. 


In view of the widespread interest taken in the soldiers 
sent home from the British armies overseas who are suffering 
from nervous shock, neurasthenia, and mental breakdown, 
the Director-General has permitted me to contribute the 
following information upon the arrangements provided in this 
country for the care and treatment of these cases. 

Cases of nervous and mental breakdown due to shock, 
fatigue, exposure, and the other conditions incidental to a 
campaign began to arrive in England in September, 1914, 
shortly after the commencement of hostilities. The cases 
showed a varied symptomatology, but could be classified 
into three main gronps. One group was recognised 
whose symptoms were due to the bursting of high-explosive 
shells in the immediate vicinity of the patient or to the 
secondary effects of the explosion, such as burial under 
earth and debris or the inhalation of noxious gases. The 
second group included cases of a general neurasthenic 
character (using this term in its widest sense) attributable 
to exhaustion of the nervous system resulting from physical 
and nervous strain, sleeplessness, fear, anxiety, and 
harassing sights and experiences. The third group included 
cases of mental breakdown—the milder as well as the more 
severe psychoses—mental confusion, mania, melancholia, 
and delusional and hallucinatory psychoses. 

At the commencement of the war the cases of nervous 
shock and neurasthenia were transferred from overseas in 
company with medical and surgical cases, and were treated 
in the general wards of the hospitals at which they arrived, 
while the cases of mental disorder were transferred to 
D Block, Netley, the established institution for the treatment 
of mental patients in the service of t he army. 

As cases of nervous breakdown of all kinds were coming 
over in considerable numbers in consequence of the severe 
fighting during October and November, 1914, and as it was 
deemed desirable that special provision should be made for 
their treatment, Sir Alfred Keogh commissioned a special 
medical officer to proceed to France to report upon the 
cases _their nature and numbers and the conditions under 
which their treatment should be carried out to the best 
advantage both during the preliminary stages in France and 
afterwards on their arrival in this country. The general 
purport of the report was to the effect that the oases of 
nervous shock and neurasthenia should be given treatment in 
hospitals for nervous diseases and in special institutions pro¬ 
vided for the purpose, under the care of physicians with 
special neurological knowledge. In consequence, arrange¬ 
ments were made whereby cases of neurasthenia and nervous 
breakdown were labelled on their departure from the base 
hospitals by medical officers with special qualifications for 
this work, and were transferred directly to the special hos¬ 
pitals and institutions provided for their treatment at home. 
By these means cases of functional paralysis, neurasthenia, 
and the milder psychoses were separated as early as possible 
from eases of severe mental disorder. 

The special institutions were the hospitals for nervous 
diseases and the Red Cross Military Hospital, Maghull. This 
institution, which was built to meet the requirements of the 
Mental Deficiency Act, was handed over to the War Office in 
December, 1914, as it was necessary to have a hospital suit¬ 
able for those ••borderline” cases which required more 
special supervision than could be given in hospitals. It was 
desirable also to provide an institution to which mental 
cases might be sent from D Block in order to obviate their 
transference to public asylums—a policy which was adopted 
in view of the special circumstances attending the cause of 
the disorders. The Military Hospital, Maghull, being built 
upon the villa pattern, provided the requirements of these 
cases. To meet the increasing number of cases further 
institutions were added at later dates to those just men¬ 
tioned—viz., the Springfield War Hospital for severe and 
protracted oases of neurasthenia and ‘ ‘ borderline ” cases, 
and the Napsbury War Hospital for cases of acute mental 
disorder requiring asylum care and supervision. 
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In order that all cases should receive a short period of 
rest and treatment on their return from France before being 
transferred to the most suitable institution for final disposal 
and treatment, two “clearing” hospitals were established 
early in 1915. These were :— 

1. The Neurological Section , 4th London Territorial General 
Hospital. —All neurological 1 cases labelled as such at the 
British base hospitals overseas were transferred to this 
section. There they received a short probationary course of 
treatment, with the result that a large number recovered 
rapidly and in due course were returned for light duty. A 
certain number, however, were of a more serious and pro¬ 
tracted character. These were transferred eventually to one 
of the hospitals provided for the purpose—viz., the Maghull 
or the Springfield War Hospitals. In the event of a patieDt 
becoming insane, he was transferred to D Block, Netley, or 
to the Napsbury War Hospital. 

2. I) Bloch , Netley. —All cases of acute mental disorder 
arising in soldiers overseas were transferred to this section. 
After a short period for observation and discriminatory 
sifting, the cases were transferred, on the one hand, to 
Napsbury War Hospital should they be considered of a 
certifiable character and to require care and treatment 
under asylum conditions; on the other hand, to the Maghull 
or Springfield War Hospitals if of a non-cerlifiable character 
but requiring more care and supervision than could bo 
obtained in a general hospital. 

The foregoing is a brief review of the provision for the 
cases of nervous and mental breakdown up to May, 1915. 
For some time before this date it had been noticed that a 
considerable number of neurological cases were coming from 
overseas directly into Central and Auxiliary Military 
Hospitals scattered throughout the country. Partly in order 
to meet the needs of these cases and partly in order to 
provide additional accommodation for the increasing number 
of cases, the Director-General established Neurological 
Sections in all the Territorial General Hospitals throughout 
England, Scotland, and Wales (May 24th, 1915). These 
sections were officered where possible by physicians specially 
versed in nervous diseases. The primary object of these 
sections was to famish the same probationary course of 
treatment to the cases on arrival at the Territorial General 
Hospitals as was given in the clearing hospitals and to bring 
in all cases from the auxiliary hospitals in which suitable or 
sufficient treatment was not available. Moreover, cases of a 
serious or protracted nature or cases requiring supervision of 
a special character could be transferred from them to the 
Maghull or Springfield War Hospitals. 

With the introduction of Neurological Sections into the 
Scottish General Territorial Hospitals it was considered 
advisable that a special hospital should be provided in 
Scotland. Through the assistance of the Scottish branch of 
the Red Cross this was forthcoming in the Royal Victoria 
Hospital, Edinburgh, which has continued to provide 
accommodation for cases of a neurological character. 

At the same time a Neurological Section was formed in the 
main Hospital Building, Netley, the chief object of which 
was to permit the removal from the convoys arriving at 
D block from overseas of all cases which the medical officers 
there considered did not require supervision of a special 
kind, as some cases had so far recovered on arrival at Netley 
as to be deemed suitable for treatment in a Neurological 
rather than in a Mental Section. 

In order to understand fully the arrangements existing at 
the present time for the care and treatment of unwounded 
soldiers suffering from nervous shock, nenrasthenia, and 
mental disorder let us follow from overseas two or three 
hypothetical patients to their final destination in this country. 

On arrival at one of the British base hospitals abroad the 
soldier’s condition is investigated by a special medical officer. 
The patient then is sent to a section of a hospital according 
as his symptoms are of a neurological or a mental character. 
Should he be suffering from transitory mental symptoms, 
which subside rapidly, he is transferred from the Mental to 
the Neurological Section as soon as it is advisable to do so. 
In order fro meet this class of case special accommodation is 
now being provided at the base hospitals overseas, so that 
the patient may be placed under the most suitable circum- 
& ances for rapid recovery. The patients are labelled for 
transference to one of the clearing hospitals at home ; if 

1 The term “ neurological ” is used lu thiB paper to refer to un wounded 
cases suffering from neurastheiia, the functional paralyses, hysteria, 
and the milder psych sees. 


neurological to the 4th London Territorial General Hospital, 
or the Neurological Section, R.V.H., Netley; if mental to 
D Block, Netley. 

Neurological Cases. 

On arrival at one of the clearing hospitals just mentioned, 
or at a Neurological Section in any Territorial General 
Hospital, the patient is given treatment. If his symptoms 
are slight or transitory and disappear rapidly, he is sent on 
furlough and later is returned to light duty. On the other 
hand, should the course of the disorder be less favourable, 
or should symptoms develop which require special super¬ 
vision, or if it is the opinion of the medical officers that the 
case is likely to be protracted, or to require special treatment 
not available in the section, the patient may be transferred 
to one of the special hospitals for nervous diseases or to a 
special institution: (a) To the Military Hospital, Maghnll, 
for the Northern and Western Commands ; (&) to the Spring- 
field War Hospital for the Eastern, Southern, and Aldershot 
Commands ; and (c) to the Royal Victoria Hospital, Edin¬ 
burgh, for the Scottish Command. If the patient is under 
treatment at one of the hospitals in the Irish Command, he 
may be transferred to the King George V. Hospital, Dablin. 

If for various reasons it has not been possible to send 
patients home through the clearing hospitals so that they 
arrive directly from overseas at Central or Auxiliary Military 
Hospitals, in which there is no Neurological Section, or to 
which no medical officer with special experience is attached, 
a short period of treatment is given, but should recovery not 
take place within two or three weeks the patient is trans¬ 
ferred for treatment to the Neurological Section of the 
nearest Territorial General Hospital. 

From the preceding account it is evident that every case 
of nervous shock and neurasthenia coming from overseas is 
given a short period of rest and treatment in the hospital at 
home at which he arrives. In many instances this period is 
sufficient to permit of recovery. In other cases sufficient 
opportunity is provided to study the symptoms with a view 
to the transference of the patient to one of the special 
institutions should this further step be necessary. 

Mental Cases. 

On arrival from overseas at D Block, Netley, the patients 
are examined by the special medical officers attached to the 
hospital. All cases which are considered to be of a neuro¬ 
logical character are removed for treatment to the Neuro¬ 
logical Section in the main Hospital Building, Netley. All 
patients suffering from the severer psychoses of a certifiable 
type are given two or three weeks’ probationary treatment in 
D Block. If no recovery has taken place during this time 
they are transferred to the Napsbury War Hospital, or to the 
Dykebar War Hospital, Paisley, if their domicile is in Scotland 
or if they belong to Scottish regiments. 

No mental cases are transferred directly to Ireland, but 
special arrangements have been made recently by which 
overseas cases of mental disorder arriving in Ireland may be 
treated in a villa attached to the Richmond District Asylum. 

The number of cases which recover during their stay in 
D Block and are returned to light duty is negligible, but a 
certain number recover sufficiently during their stay there to 
be no longer considered of a certifiable character. These 
latter are transferred to the Red Cross Military Hospital, 
Maghull, or the Springfield War Hospital for further obser¬ 
vation and treatment. 

A short account may be given of the institutions to which 
reference has been made, the general character of the cases 
retained for treatment, and the percentage of cases returned 
to light duty. 

1. The Neurological Sections at the 4th London Territorial 
General Hospital , and Royal Victoria Hospital, Netley. —The 
Neurological Section of the 4th London General Hospital is 
the largest of the Neurological Sections, and in addition to 
receiving the majority of the neurological cases sent home 
directly from overseas, it accepts patients transferred from 
Central and Auxiliary Military Hospitals in the London 
district and adjoining counties. It contains 400 beds. An 
important division of the section is the Maudsley Hospital 
which is especially well adapted for the care and treatment of 
soldiers suffering from all forms of traumatic neurasthenia, 
hysteria, and the milder psychoses. 

The Neurological Section of the Royal Victoria Hospital, 
Netley, occupies several wards in the main Hospital Building 
and consists of about 100 beds. It serves a most useful 
purpose in taking over for treatment oases whioh. hate been 
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sent from overseas to D Block, but which require no longer 
the special supervision provided there. Cases are sent also 
directly to the section from overseas. 

Thetjpe of case observed and treated in these sections 
is similar. They are: Most forms of functional paralysis, 
especially paraplegia, disturbances of speech and articula¬ 
tion, amnesia or loss of memory, the effects of terrifying 
dreams, mutism, deafness, deaf-mutism, amblyopia, “ bent- 
back,” tremblings and motor agitations, tic-like movements, 
sleeplessness, nervous debility, indecision, loss of self- 
confidence, and the milder forms of neurasthenia, simple 
mental confusion, the anxiety psycho-neuroses, and simple 
mental depression. 

The treatment adopted consists chiefly of rest and feeding ; 
massage and electrical applications in suitable cases; baths 
when these seem indicated ; and psychotherapy in the form 
of simple suggestion and occasional hypnosis. 

In a general way the results of treatment at the Fourth 
London General Hospital show 40 per cent, of cases returned 
to light duty, 20 per cent, invalided, and 20 per cent, trans¬ 
ferred for further treatment to the special institutions. 

2. The Special Institutions—the Bed Cross Military Hos¬ 
pital , Maghull , and the Springfield War Hospital. —Both 
these hospitals are constructed on somewhat similar lines in 
that they are provided with single rooms and special accom¬ 
modation for cases requiring isolation and supervision in 
addition to day rooms and dormitories. The Maghull 
Military Hospital had not been used for the treatment of 
patients before it was taken over by the War Office, but 
the Springfield War Hospital had been employed as a hospital 
for defective children for about ten years. 

The available accommodation in the two hospitals amounts 
to about 550 beds. No case is admitted directly from over¬ 
seas to either of these institutions, as all cases have received 
a course of treatment at one of the Military Hospitals at 
home before transference. The patients most suitable for 
treatment in these institutions are cases of neurasthenia of a 
severe or protracted character, the milder psychoses, such as 
simple melancholia and the anxiety psychoses, psychoses 
with obsessions and fears, profound amnesia, epilepsy, high- 
grade mental defectives, the milder types of primary 
dementia, and all cases of a functional character which do 
not lend themselves to treatment in a general hospital. 

Treatment is conducted upon general lines, rest, feeding, 
indoor and out-door recreation, and massage in suitable cases. 
At the Maghull Military Hospital a form of psycho-analysis 
has been used with benefit in selected cases. The results of 
treatment at Maghull show about 40 per cent, of cases 
returned to light duty. 

3. The Mental Hospitals—Napsbury War Hospital and 
Dykebar War Hospital , N.B. —These hospitals receive the 
majority of their patients from D Block, Netley; but 
Napsbury admits mental cases also from military hospitals in 
the Southern Command and the Midland counties ; Dykebar 
admits also from military hospitals in the Scottish Command 
and the northern counties. The Napsbury War Hospital 
is the hospital section of the parent asylum ; Dykebar is one 
of the most recent of the Scottish asylums built upon the 
villa pattern. The available accommodation in the two 
hospitals is about 700 beds. 

The patients transferred to these hospitals are of a 
certifiable type and include most of the severe forms of 
acute mental disorder—the con fusion al psychoses, mania, 
the graver melancholias, acute delusional and hallucinatory 
psychoses, dementia pnecox, mental deficiency with con¬ 
fusion, general paralysis of the insane, and epilepsy 
with mental symptoms. In accordance with accepted 
policy, none of the patients in these hospitals is 
certified as a person of unsound mind. Each patient 
is given a reasonable period of treatment with a view 
to recovery. In consequence, however, of the accumula¬ 
tion of chronic and incurable cases which was observed 
a few months ego, it was decided to board and dis¬ 
charge to asylums all cases of general paralysis of the 
insane, of epilepsy with insanity, and all patients who bad 
been in asylums prior to enlistment. A certain number of 
chronic cases also are boarded and discharged to asylums if 
no improvement is recorded after a fair and reasonable 
period of observation and treatment. 

It is obvious from the nature of the disorders that the 
percentage of cases returned to light duty must be small, 
bat the figures from the Napsbury War Hospital show from 
10 to 15 per cent, of cases discharged to light duty. 


CONGESTION IN THE TREATMENT OF 
CASES OF EPIDEMIC CEREBRO¬ 
SPINAL MENINGITIS. 

By DUNCAN FORBES, M.D. Edin., D.P.H. Camb., 

MEDICAL OFFICER OF HEALTH, BRIGHTON ; 

AND 

EVELINE COHEN, F.R.C.S. Irel., 

BESIDEHT MEDICAL OFFICER, BRIGHTON ISOLATION HOSPITAL. 


The treatment advocated in this short paper is simple and 
does not interfere with concurrent treatment. Congestion of 
the cerebral vessels is brought about by raising the foot of 
the bed not simply on the usual ward blocks, but on stools or 
lockers, so that the bed and the patient’s body, no pillow 
being allowed, make an angle of from 14° to 23° with the 
floor. That the method influences the course of the disease 
profoundly will be gathered from a study of the five cases 

reported. . . , 

Everyone who has treated this disease can call to mind 
cases which seemed to all but get over the illness, but 
became chronic and died. It was in this type of case that 
treatment by congestion was at first tried, later congestion 
was found useful in the earlier stages of the disease. The 
histories of the first five cases treated are given in detail. 


Case 1.—Male, aged 20. The patient suffered from a mild 
ittack of the disease and recovered some degree of forward 
movement of the head. Unfortunately, although he felt 
well, a slight stiffness of the neck persisted, his temperature 
was irregular, and leucocytes, chiefly lymphocytes, were 
present in a clear spinal fluid containing 0*1 per cent, of 
albumin. On the twenty-seventh day of illness, at 11a.m. 
(see Chart), the lower end of the bed was raised on lockers 
(angle 23°). In the evening of the same day the temperature 
rose only to 99-6° F. and thereafter remained normal. The 
bed was lowered four clays after the temperature had fallen 

^Summary .—A mild case with immediate fall of temperature 
and complete recovery following the raising of the foot of 
the bed. 

Case 2.— Male, aged 20. The patient on the eighteenth day 
of illness vomited, his head was retracted, and he had every 
appearance of becoming a chronic case (see Chart). Cm 
puncture on the nineteenth day the pressure was found to be 
low. The foot of the bed was raised on stools (angle 14 
There was occasional vomiting until the twenty-second day* 
when the patient complained of very severe headache anct 
the bed was lowered. On the twenty-third day on puncture 
a hazv fluid at high pressure was withdrawn. On the 
twenty-fourth day the patient felt quite well, and the tem¬ 
perature fell to normal. On the twenty-fifth day ms- 
head was freely movable. Thereafter his recovery was 

“i ?mm ant Ca se becoming chronic, spinal fluid at low 
pressure, foot of bed raised to angle of 14 ; after three days 
congestion caused Bevere headache, accompanied by bifm 

B r it __ : _1 On I nnrorin ft rtf hAD D. rftDlri 


recovery. 

Case 3.— Male, aged 21. After three weeks’ illness the 
patient continued to have marked neck stiffness and tem¬ 
perature (see Chart), and there was no diminution m the 
number of the diplococci in the spinal fluid. On the twenty- 
third dav of illness the foot of the bed was raised on blocks 
(angle 9~). No improvement followed, so the bed was raised 
on stools (angle 14°) on the twenty-fifth day. The tempera¬ 
ture fell the same evening, but there was still neck stiffness. 
On the twenty-seventh day, the temperature again having 
risen, the bed was further raised on lockers (angle 23°). 
The temperature gradually fell and was normal on the 
thirtieth day. On the thirty-first day the patient felt 
well and his head was freely movable. As the patient 
continued to feel well his bed was unfortunately lowered to- 
blocks (angle 9°) on the thirty-third day at 10 a.m. In the 
evening of the same dav the temperature rose to 102° F., 
and he had a slight headache. On the thirty-fqnrth day his 
bed was again raised on lockers. By the thirty-eighth day the 
temperature was normal, the patient felt well, but some 
stiffness of the neck remained. As the slowness of cure was 
attributed to the patient raising his head and lying on 
his side he was restrained from doing anything except lying 
on his back from the evening of the thirty-eighth dav. His 
temperature rose on the following day, and on the fortieth 
day reached 102*2° at 6 a.m. Vomiting began at 3 a.m. on the 
same dav, and as he could retain nothing his bed was 
lowered at 9 a.m. The vomiting ceased at 4 p.m. On the 
forty-second day the temperature was normal, and he felt- 
well on the fortv-third day, but some slight neck BtiffneBS- 
persisted. On the evening of the forty-fourth day, apparently' 
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following puncture early on the same day, the temperature 
rose to 101-6°, and there were headache, backache, and later 
vomiting. On the forty-fifth day his bed was raised to 14°. 
By the forty-seventh "day his temperature had reached 
normal. His bed was gradually lowered from the fifty-fifth 
day and the patient has remained well. 

Summary .—No improvement following a slight raising of 
the foot of the bed, free movement of the head and a normal 
temperature following the raising of the bed on lockers. A 
relapse immediately after the too early lowering of the bed. 
Some improvement follows a partial application of the treat¬ 
ment, with a marked reaction following its stringent applica¬ 
tion; this too great congestion is followed by a rapid improve¬ 
ment on the lowering of the bed. A relapse follows puncture. 
Final recovery after a prolonged raising of the foot of the bed 
to angle of 14°. 

Case 4. — Male infant, aged 7 months. This was a 
peculiarly interesting case. Puncture alone was tried, as 
indicated on the chart. The spinal fluid contained large 
numbers of organisms, both intra- and extra cellular. As a 
last resort, on the morning of the sixteenth day of illness 
2 c.c. of the serum 1 of a convalescent patient were injected 
intrathecally. The effect was astonishing, as the infant, 
who had required nasal feediug, resumed taking the bottle 
in the afternoon and seemed much better. The temperature 
gradually fell and was normal on the evening of the eighteenth 
day. The fluid at that time was hazy and showed few 
diplococci as compared with the large number previously 
present. Unfortunately the child became worse, his colour 
again became bad on the nineteenth day, and he vomited. 
He became progressively worse until the tweuty-second day 
of illness, when a further 4 c.c. of the serum of the same con¬ 
valescent was given and the cot was left raised at an angle of 
20°. On the twenty-third and twenty-fourth days there was 
vomiting, but on the twenty-sixth day he seemed better, and 
on the twenty-seventh day had a normal temperature. The 
child remaining quite well the cot was lowered on the 
thirty-sixth day at 10 a.m. At 2.30 p.m. there was vomiting. 
Thereafter the patient became fretful and vomited two or 
three times a day up to the fortieth day, when he was 
punctured and showed a clear fluid containing a few lympho¬ 
cytes. The cct was again raised to an angle of 20° and he 
almost at once seemed to be better and comfortable. There 
was no further vomiting. The fluid being normal, the bed 
was lowered to blocks on the forty-seventh day, and finally 
lowered altogether on the forty-eighth day. The recovery 
was uninterrupted. 


1 The Injection of 10 c.c, of human anti-serum in a later case was 
followed by shock and all the symptoms of anaphylaxis. The patient's 
condition was rendered much worse. 


Summary .—A marked reduction in the number of 
organisms following the intrathecal injection of the serum 
of a convalescent. The number of organisms remain scanty 
but the child becomes worse. A further injection of human 
serum, and the end of the cot left raised is follo%ved by a 
normal temperature. The lowering of the cot later leads to 
fretfulnes8 and vomiting ; these at once stop when the cot is 
again raised. Eight days later the cot is lowered and the 
child remains well. 

Case 5.—Male, aged 22. This patient was admitted on 
the second day of illness with a normal temperature. The 
upper end of the bed was raised to an angle of 14°. During 
the next few days, although the temperature remained 
normal and the headache became less severe, the neck was 
Btiffer and retraction of the head developed. On the fifth 
day the lower end of the bed was raised to 14°. In the 
evening the temperature, which had remained normal, rose 
to 99° F. Improvement set in and continued thereafter. 

Summary .—A subacute case with rise of temperature and 
cure following the raising of the lower end of the bed. 

From a consideration of these and further cases we feel 
sure that the method deserves a further and more extended 
trial. It would appear that continued raising of the foot of 
the bed leads to congestion of the cerebral vessels. In mild 
cases in a few days a normal temperature and free 
movement of the head result, and the recovery is un¬ 
interrupted. In more severe cases the temperature rises and 
the patient more gradually recovers, the recovery being at 
first accompanied either or both by increased tension of 
cerebro-spinal fluid and a greater migration of polymorphs. 
If the foot of the bed has been raised too high there may be 
very severe headache and persistent vomiting due to a too 
great congestion and its results. In such cases, if the bed 
is lowered and the tension is relieved by puncture, the patient 
gradually recovers. As different cases require varying degrees 
of stimulation, no hard-and-fast rule can be laid down as to 
the height to which the foot of the bed should be raised. 

Although at first this method of treatment was only tried 
in cases which threatened to become chronic, we recently 
have had good results from its application in the early stages 
of the disease. On admission the last two cases, after 
being punctured, were given morphia and the lower ends 
of the beds were raised on lockers during the day, being 
lowered or partially lowered at night. One of the patients 
who was admitted violently delirious recovered free move¬ 
ment of the neck in three days, the other, a serum-treated 
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case, is still ill. Whilst experience may show that it 
is best to raise the foot of the bed on lockers early 
in the disease, in more chronic cases the bed should 
be raised first on blocks and rapidly higher until the 
patient begins to show a marked reaction or a more freely 
movable neck. At that point heightening should stop 
and the patient be allowed gradually to recover, the foot of 
the bed being left continuously raised until some seven days 
after apparent recovery, and thereafter gradually lowered. 
Other points worthy of note are that patients should lie on 
their backs as much as possible during treatment, and should 
have no pillows. When there is marked retraction and the 
patient cannot lie on his back the bed should be tipped 
sideways and the patient’s head be allowed to hang over the 
lower edge. This method is particularly useful for children, 
but as it is somewhat drastic it has not been practised for 
more than two hours at a time. It is always a serious 
mistake to puncture a patient who is progressing towards 
recovery, or who has apparently recovered. 

This paper is in the nature of a preliminary note; its 
object is not only to bring to the notice of the profession 
a valuable method of treatment, but also to enlist its aid 
in finding out how the method can most usefully be applied 
in practice. _ 

THE TREATMENT OF GUNSHOT WOUNDS 
BY PACKING WITH SALT SACS. 

B? ALFRED J. HULL, F.R.O.S. Eno., 

MAJOR, ROYAL ARMY MEDICAL CORPS, BRITISH EXPEDITIONARY 
FORCE, FRANCE. 


Thb treatment of septic wounds by a pack which is 
allowed to remain in the wound for several days is so opposed 
to the usual teachings of surgery that at first sight its utility 
may be doubted. Nevertheless, such treatment has proved 
one of the most effective methods of dealing with septic 
wounds during the present war. It has also been found to 
be one of the most generally applicable procedures for the 
treatment of secondary haemorrhage. It possesses the great 
advantage of simplicity, an important factor when large 
numbers of cases require the attention of a limited staff. It 
also allows transport to be undertaken without any anxiety 
regarding the dressing of the wound. 

When it is necessary to drain a wound cavity, three methods 
are available. The ideal method would be to expose the 
whole of the interior of the wound so that its walls become 
exposed and more or less flat. There are anatomical and 
surgical objections to this as a rule, but it is occasionally 
employed, for example, when a rectal fistula is slit up, 
when an amputation is performed by the guillotine method, 
and in certain cases of excision of wounds. Very inferior to 
this ideal method is the drainage of every pocket and cavity 
of a wound by drains. The interior of the wound is often 
very irregular, and it is sometimes impossible to ensure that 
•every pocket is drained. The third method, treatment by 
solid salt, imitates the first or open method, by draining 
every portion of the surface of the interior. 

The treatment of septic wounds must fulfil certain require¬ 
ments. The infecting microbes must be removed by some 
form of lavage. The outflow of lymph must be increased. 
The bacterial growth must be repressed and the coagulation 
of the discharge must be prevented. The tissues of the 
wound must not be damaged either by chemical or mechanical 
measures. It is common ground that free exposure of the 
infected tissues must be made in order that adequate 
•drainage be obtained, but many opinions are held as to the 
correct method of dressing the wound. These requirements 
may be met by the use of hypertonic solution of common 
salt. 

It can be demonstrated experimentally that the higher the 
concentration of salt the greater will be its power of 
attracting water and albuminous substances. The “ drawing ” 
power of salt has been known for many years. Sir A. E. 
Wright’s original lymphagogic solution consisted of a 
6 per cent, solution of common salt mixed with 0*5 per cent, 
solution of sodium citrate. Early in the present war Sir 
A. E. Wright recommended the hypertonic solution of salt 
for the purpose of lavage and repression of the bacterial 
organisms of septic wounds. Colonel C. B. Lawson 
invented tablets of compressed salt which he placed in the 
lumen of drainage-tubes. Colonel Gray, O.B., originated a 


modification of Sir A. E. Wright’s hypertonic treatment by 
introducing the use of solid salt in the form of tablets. The 
tablets wrapped in gauze formed a solution of salt. 

Packing wounds with gauze impregnated with concentrated 
salt solution must not be confused with the plugging of 
wounds with ordinary dressings. Wound cavities are only 
potential spaces, and in order to drain them the walls must 
be kept apart. Ordinary drainage-tubes rarely drain every 
recess, and elaborate methods are required to obtain drainage 
from every portion of the walls and avoid the shutting off of 
pockets. A wound cavity filled with gauze and salt may be 
considered as effectively drained as if the cavity were 
inverted and the walls dressed as a surface wound. Every 
portion of the surface area is drained by the osmotic action 
of the salt, and the capillary action of the gauze and 
bandage is continually removing the discharge and producing 
a continuous and automatic drainage and lavage of every 
portion of the interior of the wound. 

The tablets of salt must not come in contact with the 
tissue or sloughing will often ensue. The wall of the 
cavity must be well protected by gauze. The solid salt sac 
is an improvement upon the tablets. It consists of a two- 
walled sac of suitable size made of bandage, between the 
layers of which four layers of gauze are placed. The interior 
of the sac is filled with salt and the tail of the bandage 
forms a drain. 

The sac is made by laying a strip of open woven bandage 
about a foot in length flat on the table. On this strip four 
layers of gauze are placed the same width as the bandage 
but about 4 inches in length. On top of the gauze another 
strip of bandage is placed. The sides of the bandage strips 
are then brought together by doubling the bandage in its 
long diameter and sewing to form a sac. The sac is filled 
with salt, a few stitches are put in to close the mouth. 
These sacs are made in several sizes, sterilised in an auto¬ 
clave, and stored ready for use. One or more of them are 
used to pack the wound, the intervals between the sacs 
being filled with gauze. A tube of perforated zinc or rubber 
may be passed into the depth of the wound in cases of large 
septic wounds. Long slender sacs are made to fill bullet 
tracks. Small sacs are made for draining tracks in the brain. 
The free end of the sac is passed into a vessel containing 
saline solution and the wound then drains by capillary 
attraction. A fine rubber tube may be run in along each sac, 
and drip irrigation carried out if required. The salt remains 
undissolved for several days and when the sacs are removed 
from a wonnd at the end of a week undissolved salt still 
remains. 

The frequency with which wounds are dressed very often 
depends upon empirical convention rather than on a 
scientific or clinical reason. Wounds are often dressed 
without any clear idea of the reason for removing the 
dressings. A dressing sticking to a wound is frequently torn 
off, tearing delicate granulation tissue, undoing the healing 
of the wound, and exposing raw surfaces for septic absorption. 
A more unscientific treatment cannot be imagined. In some 
cases it is said, the wound is dressed in order to remove the 
discharge. This is simply an admission that the dressing has 
been acting like a cork in a bottle. A rise of temperature 
is another reason given for removing a dressing, but if the 
wound is being properly treated, changing the dressing will 
not lower the temperature. 

There are two ways of dressing a wound so that no harm is 
done by the changing of dressing: one is to keep alight 
dressing continually moist so that its removal is not felt by 
the patient and no tissue is damaged ; the other is to leave 
the dressing until it is quite moist and can be removed 
without pain. The dressing of deep wounds is too often merely 
a ritual, the dressings and drainage-tubes are removed and 
replaced by clean ones, but the complicated series of recesses 
which make up the interior of most wounds cannot be reached. 
They may be reached by irrigation, but some portion of the 
wound will escape the distending effect of a drainage-tube, 
and the walls will fall together and a pocket will result. 

The effect of the salt sac is to form a concentrated 
solution of salt which promotes the resolution of inflam¬ 
matory induration and aids the separation of dead tissue by 
solution of coagulated lymph. A powerful outgoing stream 
of healthy lymph is produced which carries microbes and 
d6bris out of the wound and retards the bacterial growth 
within it. It is unnecessary and undesirable to continue the 
action of this hypertonic solution of salt once the wound 
becomes clean. If the wound is clean the sacs are removed 
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in from five to ten days and treatment by normal saline 
instituted. If the wound is foul it is either again packed 
with salt sacs or dressed every 48 hours with gauze soaked 
with 20 per cent, salt solution. When the patient’s tempera¬ 
ture remains high and his general condition is unsatisfactory 
it is fair to assume that a streptococcus is present. The 
presence of healthy lymph induced by the salt sacs does not 
aid in dealing with the streptococcus, but it appears 
probable that the most effective defence the body possesses 
against this organism is the white blood corpuscle. When 
normal saline is used the wound, hitherto bright red, becomes 
covered with a grey film. This is caused by the protective 
layer of leucocytes which act as a barrier against further 
invasion until the healing is completed by the ingrowth of 
epithelium. The hypertonic solution is therefore changed to 
normal saline when streptococcal infection appears probable. 

The advantages of a dressing which does not require atten¬ 
tion for seven or eight days will be obvious. The patient is 
saved the pain and inconvenience of frequent dressing, 
there is a diminished risk of secondary infection, and there 
is an enormous saving in material. The salt sacs have been 
found useful in many special instances. They were first 
devised for the drainage of septic wounds of the brain. 
Exceedingly septic wounds of the orbit with destruction to 
the eye have been treated by salt sacs after removing the 
orbital contents and removal of loose septic fragments from 
the bony wall of the orbit, with uniformly satisfactory 
results. Cases of secondary haemorrhage associated with 
septic comminuted fractures of the upper part of the shaft 
of the femur have been packed with salt sacs. No recurrence 
of haemorrhage took place and when the sacs were removed 
eight days later, a clean granulating wound remained. The 
removal of a septic foreign body, whether bullet, shell frag¬ 
ment, or shrapnel, is only the beginning of treatment; a 
septic cavity and track remain which may prove very 
difficult to drain and dress effectively. It has become our 
routine treatment simply to wash out the cavity and pack 
with salt sacs. The soft nature of the sacs, if they are 
dipped into water before insertion, makes it very easy com¬ 
pletely to pack a cavity. The sacs accommodate themselves 
to the size and shape of a cavity and it is rarely necessary to 
add gauze to the packing. Large septic cavities associated 
with fracture require a drainage-tube to be inserted among 
the salt sacs. 

The dressings become somewhat offensive at the end of a 
week, but the odour appears to be quite harmless. The 
addition of the powder eupad (hypochlorous acid) to the sacs 
would obviate the smell, but if the smell of the drainage 
causes the patient to be given what is practically open-air 
treatment its inconvenience will be more than compensated 
for. 

I think it will be admitted that a method of treatment 
which saves the patient the pain and inconvenience of 
frequent dressing, which forms an efficient method of pre¬ 
venting haemorrhage, and saves an enormous amount of 
labour and material is a good method provided its results are 
equal in all respects to other methods of treatment. I con¬ 
sider that the results are not only equal to but better than 
any other known method, provided the technique is properly 
carried out. It appears rational to add an antiseptic to the 
salt in foul cases, and eupad appears to be the most useful. 
Its addition certainly appears to do no harm in my experi¬ 
ence, and my only reason for not using it as a routine treat¬ 
ment is that the plain salt gives such excellent results that 
it appears unnecessary. The offensive odour of the wound 
may in a great measure be obviated by its use. Sacs filled 
with eupad and salt in the proportion of one to three are 
destroyed in the autoclave owing to the corrosive action of the 
hypochlorous acid upon the fabric. A convenient method of 
combining the eupad with salt is to pack the wound with 
ordinary salt sacs sterilised in the autoclave and introduce 
into the middle of the sacs, without touching the wound, 
an unsterilised sac filled with eupad. 

Six days may be said to be an average time for the sacs 
to remain in the wound. The temperature usually falls to 
normal within that period, and a rise of temperature is apt 
to follow dressing the wound. This rise of temperature can 
usually be avoided by irrigating the wound for some hours 
before removing the salt sacs. 

The successful results of this treatment largely depend, as 
all treatment of septic wounds must, upon an early campaign 
against the sepsis and upon the thoroughness with which it 
is possible to remove septic and necrosed tissue. 


THE ANATOMICAL POSITION OP 
LOCALISED FOREIGN BODIES. 

By JAMES METOALFE, M.D. Bbux , 
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The localisation of foreign bodies in the tissues ha» 
become a subject of the greatest importance during the 
present war. All kinds of improvements in detail and 
technique and all forms of new and elaborate apparatus* 
have been evolved in order to produce greater accuracy 
in exact localisation. The result has been little short 
of marvellous. Given the exact position of the foreign 
body and its depth in the tissues, it has become comparatively 
easy for the surgeon to remove it with a minimum of injury 
to the surrounding parts and with a great reduction in th» 
time of operation and a much smaller amount of shock to 
the patient. There are, however, many cases that present, 
considerable difficulties to the surgeon even after localisa¬ 
tion. Radiographers report that a foreign body lies at & 
stated depth below a certain point. The difficulty the 
surgeon frequently experiences is as to the anatomical 
position in which a certain depth will lead him. It has 
hitherto not been usual for the surgeon to think out his 
operation in inches or centimetres from the surface of the 
skin. He has never calculated the depth from the skin to 
the various underlying tissues. And if he is not assisted on 
this point by the radiographer his operation is sometimes not 
certain in its results. For instance, if a radiographer reports 
that a foreign body lies 9 cm. deep from a mark on the front 
of the thigh over the great trochanter, the surgeon wants 
to know if that depth is in front of or behind the 
great trochanter. If he knows that the average depth 
from the skin to the great trochanter anteriorly is 10 8 cm. 
and from the back 9 cm., he would be most probably accurate 
if he concluded that the foreign body lay just in front of the 
trochanter. If the foreign body were localised as 5 cm. 
from the skin of the back over the transverse process of the 
twelfth dorsal vertebra, where would the foreign body lie? 
In front of the transverse process or behind it? As the 
distance from the skin to the transverse process of the twelfth 
dorsal averages rather under 4 cm., the foreign body would 
be found in, or just anterior to, the transverse process. 

The criticism of deductions of this character is, of course* 
that individuals vary enormously in thickness of structure. 
Fat, muscular tissues, and even the bones are of very different 
thicknesses in different individuals. There is, however, 
remarkable uniformity in a large number of soldiers who 
undergo operation in regard to these details. We must not 
forget that they are men taken after medical examination, 

| largely of an average type, and after a campaign greatly 
standardised in bodily averages. And even in the abnormally 
thin or the abnormally fat a general knowledge of the average 
position is of great help in coming to a conclusion as to the 
foreign body’s anatomical position. 

The details we can give in this paper are only of a pre¬ 
liminary character. We give only some of the important 
positions, and especially those that have presented them¬ 
selves practically to us in the routine work of military radio¬ 
graphy. Later' it may be possible to present a more 
comprehensive and detailed list of positions when localised. 
And we hope that radiographers generally will work at the 
subject, and by a consensus of investigation obtain further and 
more accurate details than we are able at present to show. 

The following results have been arrived at with the use of 
a long needle on a handle and measuring the depth inserted 
when the bony point under investigation is reached. This 
method was supplemented by taking a double image of the 
various regions on one plate and estimating the depths of 
the bony points as for a foreign body. No attempt has been 
made to give positions in the leg or arm. These parts are 
comparatively thin, and can easily be transferred from an 
antero-posterior to a lateral position and foreign bodies can 
quickly be found. The chest, the abdomen, the pelvis, and 
hips are the parts presenting difficulties to the radiographer 
and surgeon. In the following table the results are given 
for the various parts examined. 
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Head: Laterally. 

nouioir. 

J ast above zygoma. 

Just below zygoma. 

To corooold process or condyle of mandible. 


DEPTH OF AVATOMICAX 
POSITION. 

1 in. to spheno- 
squamosal suture, 
li in. to sphenoidal 
bone. 

lin. 


Neck: Antero-posteriorly. 

Through centre of larynx. 2 in. to body of vertebra. 

24 in. to side.of centre of larynx. li in. to transverse pro¬ 

cess of cervical vertebra. 
Ditto. 3 in. total depth of neck. 

Through middle line of trachea just below li in. to body of 
cricoid. vertebra. 


li in. to side of centre of trachea. 

From centre of suprasternal notch. 

Neck: Laterally. 

From centre of middle of neck. 

Ditto. 

• From just below tip of mastoid process. 

Chest: Superiorly. 

From a point midway between root of neck 
and tip of acromion. 

From a point midway between internal and 
external extremities and just behind pos¬ 
terior border of the clavicle. 


li in. to transverse pro¬ 
cess of vertebra. 

li in. to posterior border 
of manubrium. 

li in. to transverse pro¬ 
cess of vertebra. 

2 i in. to body of 
vertebra. 

2 i in. to body of 1 st 
cervical. 

2 in. to apex of pleura, 
downwards. 

2 in. to apex of pleura, 
downwards. 


Chest: Anteriorly. 

From centre of lower border of clavicle 
backwards to subscapular fossa just clear 
of ribs. 

From a point just over tip of coracoid to sub- 
soapuiar fossa btckwsrds. 

From a point 1 in. external to stemo-clavl- 
cular joint just below clavicle. 

Ditto. 

From a point 2 in. external to sterno-clavi- 
cular joint just bslow clavicle backwards. 

Ditto. 

From a point 2 in. below oentre of clavicle. 

Chest: Posteriorly . 

To supraspinous fossa. 

To infraspinous fossa. 

To transverse process of 7th cervical vertebra. 

To pleura level of 7th cervical vertebra. 

To anterior level of body of 7th cervical. 

To transverse process of 12th dorsal vertebra. 

To pleura level of 12th dorsal vertebra. 

To anterior level of body of 12th dorsal 
vertebra. 


3 in, 


3 in. 

li in. to 1 st rib. 

3 in. to pleura, 
li In. to 1 st rib. 

li in. to pleura. 
2 in. to pleura. 

1 in. 

1 in. 
li in. 

2 in. 

3 in. 
li in. 

2 in. 

3i in. 


Abdomen: Thickneis of Wall from Front. 


4 h». to either side of middle line just above 1 in. 

umbilicus. 

4 in. to either side of middle line just below 11 in. 

umbilicus. 

Just internal to anterior superior spine to 3 in. 

iliac fossa. 

Midway between anterior superior spine and 2 in. 

pubic crest to front of acetabulum. 


Abdomen: Thickness of Wall from Side. 

On level of tip of 12th rib in line upwards Un. 

from anterior superior spine. 


Abdomen : Thickness of Wall Jrom Back. 

To transverse process 3rd lumbar. lj in. 

To anterior level of body of 3rd lumbar. 4i in. 

To anterior level of psoas muscle. 5in. 


Hip and Thigh from Front. 


3 in. below anterior superior spine to bead of 2 j in. 

femur. 

3 in. below anterior superior spine to neck of 2 - 2 £ in. 

femur. 

€ in. below anterior superior spine (level of li in. 

lesser trochanter) to front of femur. 

To great trochanter. 4± In. 

To leaser trochanter. 34 in. 

Brim of pelvis 1 in. in front of sacro-iliac 33 in. 

synchondrosis. 

To anterior inferior spine. 11 in. 

To spine of ischium. 5 in. 

To Ischial tuberosity. 5* in. 

To anterior surface of line of junction of 2i in. 

ascending ramus of ischium and descending 
ramus of pubis. 

Hip and Thigh from Back. 

To ischial tuberosity. 2{ in. 

To spine of sacrum on level of posterior li in. 

superior spines of ilia. 

To sacral groove. 2 in. 

To head of femur 2 in. 

To great trochanter. 3$ in. 

To lesser trochanter. 3 i n . 

To brim of pelvis 1 in. in front of sacro iliac 4 in. 

synchondrosis. 

To anterior inferiorsplne. 6 in. 

To spine of ischium. 2 in. 

To posterior surface of junction of ascending 4£ in. 

ramus of ischium and descending ramus of 


pnbia. 


The following are examples of anatomical depths esti¬ 
mated from the above measurements And given to various 
surgeons. 

1. Ride bullet lying in wall of pericardium, the point 
2 inches and the base 1£ inches from a mark on the front of 
the chest. Successfully and easily removed. 

2. Small metallic fragment 2 inches deep to a mark on 
the front of the thigh on a level of the lesser trochanter, 
stated to be lying between adductor brevis nnd adductor 
longus. Removed without difficulty. 

3. Rifle bullet, the point lj inches and the base 2£ inches 
deep to a mark over the scapula, stated to be in the serratus 
magnus. Removed from that muscle. 

4. Shrapnel bullet, lj inches deep to a mark on the front 
of the chest just below the coracoid, stated to be imme¬ 
diately beneath the tendon of the pectoralis minor. Removed 
from that position. 


SIMPLE TERTIAN MALARIA IN FRENCH 
FLANDERS. 

By A. C. RANKIN, M.D., O.M. McGill, D.P.H., 

MAJOR, C.A.M.C. 


To those interested in malaria Flanders and the campaign 
there offered from the beginning of the war an interesting 
series of problems. The flat, low-lying country, interspersed 
with canals, with the ground-water but a few inches from the 
surface, appeared to constitute an ideal malarial region. 
As a matter of fact, we know that only a century ago 
malaria was rife here. Whether the condition is still 
endemic it has been difficult to determine. Intermittent 
fever is spoken of, and a marsh fever is said to oocnr. 
Beyond these statements, the sources of which are not 
reliable, we have been unable to get any specific informa¬ 
tion. It looks as though the conditions in Flanders are 
very similar to those known concerning the British fen 
district. There ague was common a century ago, and 
has gradually died out, although anopheline mosquitoes 
are still present throughout the district. But this question 
of endemic malaria is of minor interest as compared with 
the second problem, that, namely, if similar anopheline 
mosquitoes be found still to exist in this district, whether 
the introduction into the district of large bodies of troops 
coming from tropical and malarial districts would result in 
any serious infection of the mosquitoes and in any extensive 
spread of the disease among hitherto uninfected troops, or 
among the inhabitants. 

In attempting to gain an answer to this problem attention 
had to be given not merely to the introduction of malaria 
carriers into the region and the demonstration of the 
existence of anopheline mosquitoes, but, further, the climatic 
conditions had to be taken into account. It is now a 
familiar fact that below a certain temperature the parasites 
are arrested in their maturation within the stomach of the 
mosquito. Jancso has shown, however, that P. vivax 
can develop through a wide range of temperature. Granted 
that all other conditions were found favourable, it was 
a matter of distinct interest to observe whether in popula¬ 
tions containing adult carriers and devoid of infected 
children the disease would spread to any serious extent. 
It is in relationship to these various problems that the 
observations here recorded may be found of interest. Having 
acted for four years as pathologist in a tropical country 
(Siam), certain regions of which are infested with malaria, 
I was keenly interested in observing the spread of this 
disease in a temperate zone. 

With the arrival of certain of the troops in France there 
was introduced into Flanders a considerable number of 
individuals who harboured malaria parasites in their blood. 
Our records show that from the month of April to July 16th, 
1915, we had examined the blood of 30 individuals 
for the presence of malaria parasites, and that of these 
five had shown the presence of plasmodiura vivax. 
All these bloods came from the same troops. On 
July 19th we started the examination of a division which 
had been in service in a malarial country. The blood 
smears were taken at the field ambulances and sent to 
the laboratory with full notes as to previous attacks, See. The 
blood of 200 individuals was thus examined, of which 93 
showed the presence of P. vivax and four of L. malaiise. 
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These bloods were taken from individuals who presented 
themselves at the held ambulances with symptoms, and it is 
safe to presume that there were other infected persons in the 
division. As has already been stated, this division was 
recently from a malarial country. All those whose blood 
showed the presence of parasites, with one exception, had 
had previous attacks of the disease. I do not think it can 
be disputed that amongst certain troops there wasalso a con¬ 
siderable number of infected individuals. In April, having 
regard to the presence of infected humans within the area, 
and being aware of the fact that the troops during the 
latter part of the summer of 1914 had suffered to some con¬ 
siderable extent through the attacks of mosquitoes, a look-out 
was instituted for these insects. In May I saw a specimen 
of anopheles bifurcatus, a known malaria-carrier, which had 
been taken by Lieutenant-Colonel Swale Evans, I.M.S., in 
the corridor of a casualty clearing station within the area. 
On June 8th, by which time efforts were being made to 
establish the presence and distribution of anopheles within 
the area, a specimen sent to the laboratory by Captain 
Boyle, R A.M C., was identified as anopheles maculipennis, 
and shortly after this species, a notorious carrier, was found 
to be widely distributed throughout the area. It was common 
in billets, barns, and outhouses, and persisted till the end of 
September. The sylvan species, anopheles bifurcates, was 
only met with occasionally. 

The presence of these two carriers and especially anopheles 
maculipennis, considered to be of some importance when 
taken in conjunction with infected humans, did not lead to 
any great apprehension as to the possible spread of malaria 
amongst the troops in Flanders, as it was thought climatic 
conditions would be against it. The first case of malaria 
contracted within the area came under observation at the 
casualty clearing station on July 26th. The patient, a 
native of Scotland, had never before been out of Scotland 
and had never previously shown symptoms of the disease. 
He came into the area in the month of May. His blood 
showed a heavy infection with plasmodium vivax. Other 
cases of first infection came under observation on July 29th, 
August 6th (two), 21st, 27th, and 29th, Sept. 3rd, 6th, 8th, 
10th, 13th, and 18th, and on Nov. 19th, making a total of 
14 cases in all. The infection was in every case with 
P. vivax. 

The patient seen on Nov. 19th came from Liverpool. He 
had never before been out of Eogland and had not at any 
previous time shown symptoms of the disease. He arrived 
in France on July 21st and came into the area on August 1st. 
On August 16th he was billeted in a town from which we 
had previously seen a case of recently contracted malaria. 
He was in this town and its neighbourhood up to the time 
that he was sent to a casualty clearing station. He had his 
first attack on or about Oct. 1st. He showed a heavy 
infection with P. vivax. 

Records of temperature kept in the laboratory show that 
in June the mean maximum temperature was about 69° F. 
for the month, and that the mean minimum temperature 
was 50°. Heavy rain fell on three occasions during the 
month. For the first 17 days of Jaly the mean maximum 
temperature was 71°; otherwise the mean maximum 
temperature was approximately the same as for the month 
of June. The mean minimum temperature was 52°. Heavy 
rain fell once during the month. During August the mean 
maximum temperature was 71°, the mean minimum tempera¬ 
ture 51°. There were four rain storms. From Sept. 9th to 
28th the mean maximum temperature was 76°, but the 
difference between the maximum and minimum temperatures 
for that time and for the month was great. During 
October the temperature fell considerably. 

The above details will give a rough indication of the range 
of temperature during which the cases under consideration 
became infected. Five cases occurred in August and six in 
September, and it would appear as if the majority of infec¬ 
tions took place in the month of August. It is possible that 
some of the cases which occurred in the division previously 
mentioned were cases of reinfection. 

Conditions in Flanders during the past summer and 
autumn were hardly favourable to the lengthy and robust life 
of individual mosquitoes, nor were temperatures constantly 
favourable to the development of parasites in infected insects. 
Nevertheless A. maculipennis of Flanders is evidently not too 
resistant nor yet too susceptible to convey a strain, or strains, 
of P. vivax, tropical or sub-tropical in origin, under the 
conditions that obtained. 


WARFARE NEUROSES OF THE THROAT 
AND EAR. 

By JOHN F. O’MALLEY, F.R.C.S. Eng., 

CAPTAIN (TEMPORARY), R.A.M.C. ; SURGEON FOR D1SEASE8 OF THE EAR, 
NOSE, AND THROAT, ROYAL HERBERT H08PITAL, WOOLWICH, 

AND EVELINA ROSPITAL FOR SICK CHILDREN ; AND 
SURGEON, ROYAL EAR HOSPITAL, LONDON. 


The chief neuroses of the throat and ear met with in the 
present war are the following : (1) Functional aphonia; 
(2) mutism ; (3) loss of volitional coughing; (4) functional 
deafness. 

In functional aphonia vocal sounds are absent, the larynx 
is passive, but whispering, which is produced by the 
resonating cavities of the pharynx, mouth, and nose, 
remains. In mutism, both vocal and whispered speech are 
absent, the larynx and resonating cavities being passive, 
but the patient may make lip and facial movements as if 
attempting to speak. 

Coughing, like speech, is a specialised function of the 
respiratory apparatus, depending for its particular qualities 
of sound on laryngeal and resonating cavity notes. The 
phonatory qualities are entirely absent after extirpation of 
the larynx, as coughing then resembles the sound produced 
by the sudden squeezing of air through the partially blocked 
orifice of a rubber water bottle. Coughing is partly under 
the control of the will and partly involuntary, the latter 
being a purely protective reflex act. In early life this 
function, like that of speech, is immature, and this probably 
explains why the phlegm of bronchitis is ineffectively 
expectorated in early infancy, except when expelled by the 
act of vomiting. The full power to expectorate develops 
with the laryngeal faotor in coughing. The coughing of 
infancy bears somewhat the same relationship to that 
of later life, as the cry of the babe does to the speech of the 
adolescent. A typical cough can be produced by voluntary 
effort, although the conditions of the respiratory tract which 
are capable of exciting the reflex act are absent. Even when 
they are present, as secretion to be expelled, the typical or 
laryngeal qualities of the cough can be, at least partly, 
suppressed by central control. It is the voluntary side of the 
function which is absent as a neurosis, never independently 
of, but frequently in association with, functional aphonia. 

Aphonia alone is the commonest of these neuroses, aphonia 
with loss of volitional cough comes next, mutism being still 
rarer. Deafness alone is rare, but mutism with deafness 
seems to be the least frequent of all. 

The cases of laryngeal neuroses which came under my care 
were decidedly more common in the winter and spring than 
in the summer and autumn, and some gave a history of 
catarrh at the time of onset. This physical basis was still 
present in a few as a hypersemia of the mucous membrane. 
The degree of the latter has some influence over the facility 
with which the voice can be restored, as the more pronounced 
the catarrh, the greater the difficulty in getting patients to 
phonate properly, because hoarseness and huskiness tend to 
persist for some time. 

Physiology of Speech and Hearing. 

Before attempting to discuss the probable factors concerned 
in these functional disturbances or to explain the rationale of 
the line of treatment adopted, I will briefly consider the 
physiology of speech and hearing. 

Hearing as a function belongs to a different physiological 
category from speech. The former is classed as one of the 
special senses, with a specialised peripheral sense organ on 
a cranial nerve, whereby impressions are received and carried 
to the sensorium, and consequently it must be regarded in 
the domain of evolution as a protective function mainly. In 
the animal kingdom we find that certain individuals, liable 
to be used as prey by other more powerful species, have a 
particularly keen sense of hearing, which aids materially in 
the preservation of their existence. Hearing is also a function 
which appears early iD the process of evolution, but the 
degree of its developmental activity has not continued to be 
augmented in the accent, as many animals low in the scale 
have a more acute fundamental sense of hearing than man 
where sounds indicating danger are concerned. 

Equilibration, which has its principal end-organ, the 
vestibule and semicircular canals of the labyrinth, intimately 
associated with, but capable of acting independently of, the 
cochlea or organ of hearing, is never disturbed in cases of 
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t emotional deafness. Other factors, such as the visual, 
tactile, and muscular senses, also contribute to the stability 
of equilibrium, which appears to be an essentially preserva¬ 
tive and protective function. Hearing is also a more highly 
specialised function—namely, further removed from the 
purely reflex act, more under voluntary control, and appears 
later in the zoological series than that of equilibration, and is 
in consequence more prone to neurosis than the latter. 

Speech, on the other hand, is not a special sense for the 
receipt of impressions, but a volitional motor function 
exercised by the upper portion of the respiratory apparatus 
for the emission of impulses originating in the sensorium. 
Although the power to emit laryngeal sounds exists far back 
in the scale of evolution, the highly complex function of 
speech is peculiar to man. It is represented in the cortex by 
a definite unilateral motor centre, which is intimately linked 
up by association fibres with the visual and auditory sensory 
centres, to form with these senses a visual and auditory word 
centre, the latter fulfilling the part of storehouses for the 
memory of speech. 

Vision and hearing are in function soon after birth, but the 
power of speech cannot be exercised until the efferent pro¬ 
jection fibres and the association fibres of the brain have 
undergone myelination and the auditory and visual word 
centres have stored up the memory of words. From these 
striking points of contrast it will be readily inferred that 
functions which are on the afferent paths and are primarily 
protective to the individual and which appear earlier in the 
scale of evolution and of the particular species and are not 
dependent upon voluntary control, are less easily disturbed 
in their activity than a function which is largely dependent 
upon will and memory and has appeared late in the zoological 
series. 

The nearer a function approaches to a purely reflex act, 
intended to protect and preserve the animal existence, the 
less prone is it to neurosis. The reflex mechanism is very 
stabile and consequently is rarely affected, but it may be 
impaired by a considerable excess of irritation. 

Causation : Rationale of Treatment. 

I have already mentioned that some of my cases of 
aphonia had a slight physical basis, such as a laryngeal 
catarrh at the time of examination, or gave a history of such 
previous to coming under my care. 

The function of a specialised organ depends upon a chain 
of control from the simple reflex action to the inhibitory or 
exciting influence of a voluntary centre. The reflex centre 
receives its impressions from local conditions and from its 
voluntary associate, but the voluntary centre receives its 
impressions from the special senses and from its reflex 
associate. Therefore, if local conditions are such as to 
forbid the active use of a reflex centre, the controlling 
centre becomes cognisant of this and tends to exercise 
inhibition as a natural sequence, but if at this moment the 
special senses convey some profound impressions to the 
voluntary centre the influence of the latter may be tem¬ 
porarily deranged. The function of the voluntary centre 
may also be influenced by impressions received through the 
special senses alone, to exercise excessive inhibition or 
excitation on the reflex centre. Take, for instance, the case 
of hydrophobia, where the mere sight of water excites spasm 
of the muscles concerned in swallowing. Inhibition or the 
loss of excitation appears to be the part played by the 
voluntary centre in cases of aphonia. 

St Clair Thomson thinks that a reflex stimulus, when it 
reacts on a hysterical type, may originate an attack of 
aphonia. Starr, however, believes that reflex neuroses are 
doe to defective central control and not to peripheral 
irritation. In my opinion, peripheral irritation may not only 
set up reflex stimuli which are capable of exciting inhibition 
of the voluntary over the reflex centre, but vice versa, normal 
stimuli to the latter centre may again induce the voluntary 
to exercise its proper function over its associated reflex 
centre. This belief underlies my reasons for adopting a 
certain systematic line of treatment in these functional 
cases, and I think it also explains the rationale of its 
effectiveness. 

In support of this point of view let me instance the case of 
functional dysphagia. The act of swallowing is in three 
stages. The first from mouth to pharynx, the second from 
pharynx to oesophagus, and the third from oesophagus at 
cricoid cartilage to stomach. The first is purely voluntary, 
the second partly so, and the third is purely reflex. The 


usual treatment consists in carrying any instrument such as a 
bougie, beyond the voluntary and partly voluntary to the 
reflex region, the instrument then passing with ease and the 
power of swallowing being restored. Any foreign body 
other than a bougie, even food, if placed in the reflex area 
will pass to the stomach. This result is usually attributed 
to suggestion, which implies the conveyance to the centre of 
volition of an impression which excites the latter to active 
control over the function of swallowing ; but I would suggest 
that it is the direct physical response to the excitation of 
associated nerve paths, whose coordination is temporarily in 
abeyance. The lower or reflex centre being stimulated 
conveys the stimulus to the higher or controlling centre and 
rouses the function of the latter into activity. 

I am consequently of opinion that a laryDgeal catarrh, as 
a physical basis, may have a decided influence in determining 
the onset of aphonia, but, of course, the latter may also, and 
commonly does, occur by the direct action upon the sensorium 
of impressions received through the special senses and by 
that of vision in particular, as vision is the sense by which 
we receive the vast majority of our sensorial impressions. I 
also believe that the excitation of normal laryngeal reflexes, 
such as involuntary coughing or retching, which are more 
primitive than that of speech and less prone to neurosis, 
will lead in cases with or without catarrh to the rapid restora¬ 
tion of the higher centre control, and that this is the true 
explanation of the cure in all the local intra- or extra- 
laryngeal methods of treatment. 

Illustrative Cases. 

The following is a summary of the cases which came under 
my care, 24 in all: Aphonia (alone), 17 cases ; aphonia with 
loss of phonatory cough, 4 cases ; mutism (alone), 1 case; 
mutism with functional deafness, 2 cases. Two cases had 
bullet wounds of the larynx. One case followed “gassing.” 
Ten cases showed some laryngeal and tracheal hypersemia. 
Eleven cases showed no evidence of catarrhal trouble at time 
of examination. Details of 7 typical cases :— 

Case 1. Bullet wound of larynx.— Rifleman, aged 23. When 
three months in France he was wounded. A bullet traversed 
the upper part of the thyroid cartilage. He came under my 
care eight months after the injury and gave a history of 
having lost his voice immediately and expectorated some 
blood at the time (indicating an intralaryngeal injury). On 
examination, no intralaryngeal lesion could be found, the 
cords approximated well on coughing but not on phonation, 
and he could only whisper. On using the mirror as described 
below, he phonated well and had a moderately good voice, 
but very slightly hoarse. 

Case 2. Bullet wound of larynx— Corporal, aged 28. Two 
months previously a bullet passed through his neck. The 
wound of entry was in the middle line, at the upper border of 
the thyroid cartilage and that of exit behind the right sterno- 
mastoid muscle, about two inches below the point of entry. 
He gave a history of having lost his voice at time of injurv, 
expectorated about a teaspoonful of blood and could only 
whisper since then. No intralaryngeal lesion was discern¬ 
ible, his cords approximated on coughing, but not on phona¬ 
tion. After a few minutes’ treatment with the mirror he 
spoke perfectly. 

Case3. “ Causing .”—Bombardier,aged22. He was “gassed” 
at Ypres ten weeks previously and lost his voice. He had 
electricity applied externally to the neck five or six times 
since returning from France at another hospital. The cords 
did not approximate on coughing or phonating. First day 
of treatment with mirror his cough returned. Second day 
cough and phonation were produced. Third day he coughed 
and phonated well and remained well. 

Case 4. Typical of cases with catarrh.— Private, aged 36. 
Six months previously he had a cold and wheezing on the 
chest when in the trenches and his voice disappeared. One 
month previous to my seeing him he began to whisper— 
that is, five months after the onset of the attack. There were 
still some areas of hypersemia in the larynx and trachea, his 
cords approximated on coughing, but not on phonation. On 
the use of the mirror his voice returned promptly and he 
could phonate well. 

Case 5. Typical of non-catarrhal cases. —Private, aged 21. 
Voice lost ou returning to rest from the trenches after a 
period of active bombardment one month previously. He 
could whisper only. His cords approximated on coughing, 
but not on phonation. Voice returned quickly after using 
the mirror. 

Case 6. Typical of mutism. —Private, aged 20. Complete 
loss of speech in the trenches following the bursting of a 
shell some yards away ten days previously. He was not 
otherwise injured. He could not whisper or phonate, but 
made lip and face movements as if attempting to speak. The 
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Case 2.—Lance-corporal; multiple grenade wounds of 
limbs and chest. Tnere was a history on admission of 
abdominal pain for three days. Whilst, on account of this 
pain, waiting for a stretcher was wounded by a grenade, and 
the pain became intensified and changed its character. On 
admission the abdomen was rigid and tender, especially over 
the gall-bladder. On laparotomy, blood was found m the 
peritoneal cavity with bile in the neighbourhood of the bile- 
ducts. A sraalfmetallic fragment was found lying near the 
junction of the cystic and hepatic ducts ; a drain was inserted 
down to the ducts. The abdominal wound healed without 
trouble, but there was sepsis of the limb wounds. A basal 
pleuro-pneumonia acting on an originally enfeebled physique 
proved fatal. 

Case 3.—Private; grenade wounds of spine (slight sym¬ 
ptoms) and abdomen. Admitted 24 hours after being 
wounded. There was a hypenesthetic rigid abdomen, with 
signs of fluid, constant vomiting, and frequent desire to pass 
urine. A catheter was passed, and a few drachms of clear 
urine were drawn off. On laparotomy the peritoneal cavity 
was full of blood; there were large wounds of the upper 
jejunum, with fouling of the peritoneum. The intestinal 
wounds were sutured and the peritoneal oavity cleansed. 
Drainage-tubes were inserted down to the wounds in the 
bowel and in the pelvis. No wounds of the urinary apparatus 
were found. After-progress: Vomiting continued for 3b hours 
and then ceased. There was no secretion of urine for 48 
hours; then urine was passed per urethram and by the 
upper abdominal tub3. The suppression of urine was accom¬ 
panied by symptoms of uraemia. There was persistent 
diarrhoea. Death took place 72 hours after operation. 

Case 4.—Shrapnel wound of abdomen. The general con¬ 
dition was bad. On laparotomy 11 large perforations of the 
ileum were found. Kefcection of bowel was done, Paul’s 
tubes being used; lateral anastomosis was performed a few 
days later. Death occurred five days after the second opera¬ 
tion. Immediate anastomosis would probably have saved 
this case. 

Case 5.—Multiple grenade wounds, including the liver. 
Patient admitted with marked symptoms of bleeding. On 
laparotomy a large lacerated wouna of the right side of 
the liver was found with much blood in the peritoneal cavity. 
The wound was plugged. The patient failed to rally, death 
taking place ten hours later. 

Case 6.—Shell wound of abdomen. Laparotomy was per¬ 
formed and a medium-sized perforated wound of the small 
bowel was sutured,'the pelvis being drained. After-progress 
was uneventful. 

Case 7.—Lieutenant; shell wound of abdomen. On 
laparotomy seven perforations of the small bowel were 
found. Double resection was done, drains being inserted 
down to the anastomosis and in the pelvis. After-progress 
was uneventful, and the patient was discharged to England 
three weeks after leaving-. 

Case 8.—Shell wound of abdomen. Laparotomy revealed 
a perforation of the stomach and haemorrhage from the 
coeliac axis. The perforations were sutured. Death ensued 
12 hours later. 

Id all these oases the wounds were of such a nature that 
recovery without operation was an apparent impossibility. 

Perforating typhoid ulcers —Both cases were typical and 
the diagnosis was made certain only by laparotomy. Bach 
patient had had two antityphoid inoculations. Tests for 
paratyphoid A and B were not made. In one case the 
affected bowel was intensely inflamed, swollen, and sodden, 
and the perforation was sntnred with difficulty. Death 
took place 17 days later. At the necropsy the perforation 
was secnrely closed, a near-by nicer had nearly perforated, 
and there was a general peritonitis partly loculated. The 
other case was of a milder character. The perforation was 
closed and the after-progress was uneventful. 

Wounds of Joints, 

In simple wounds with bleeding into ths synovial cavity 
but with probably no marked “fouling ” of the joint cavity 
the wounds were excised down to the capsule. The joint 
was irrigated with saline and 5 c.c. of 10 per oent. solution 
cl iodoform in ether were injected. In cases complicated 
by comminution of the bones entering into the formation of 
the joint, the wounds of the soft parts were excised as 
thoroughly as possible. Loose fragments of bone were 
removed, and the wonnds were irrigated with weak carbolic 
or biniodide followed by saline. The injured bone received 
special attention, and “fouled” areas were removed. 
Drainage-tubes were inserted down to the capsule with 
separate drainage for the injured bone area. The results 
feu cases of simple wounds were uniformly satisfactory; in 
those of a severe type the results were also good so far as 
they could be traced. 


CImiral States:- 

MEDICAL, SURGICAL, OBSTETRICAL, AND 
THERAPEUTICAL. 

THE ODOUR OF PAINT AS A CAUSE OF 
PLUMBISM. 

By H. H. Moyle, M.R.C.S., L.R.C.P. Lond. 

I believe few cases of this form of lead poisoning have 
been known and recorded, and I am somewhat reluctant to 
commit myself to the above title, yet being fully alive to the 
very great diffi sulty sometimes met in detecting the sonroe of 
the poisoning I cannot but help feeling that the following 
cases are definitely due to the smell of paint only. The 
following is the history. 

A man, his wife, and child occupied a cottage of two living 
and two bedrooms, all small, which early iu October, 1915, 
was papered inside and thoroughly paintel inside and out¬ 
side, extending over about three weeks, the occupants living 
in the house as usual. The smell was commented upon at 
the time to one of the painters, eliciting the remark of 
“cheap tack and war time.” At the end of November the 
man came to me complaining of vague pains iu abdomen, 
nausea, aud feeling of discomfort after food which at the 
time I treated for dyspepsia with bismuth, etc., with relief. 
Some days later I was called to see the wife, who was 
suffering from abdominal pains. On entering the house the 
smell of paint was most noticeable. 

On examination of the woman nothing definite could be 
made out Temperature and pulse normal, aud she being 
of a somewhat neurotic temperament I decided that a little 
pain had been exaggerated and would be relieved if the 
bowels were opened. The same evening 1 was again called 
to see her. The abdominal pains were worse, and perhaps 
referred to region of gall-bladder more than another, yet 
they were more or less vague. No history of a previous 
jaundice, and the appendix had been removed about 18 
months before. Temperature 99° F; pulse normal. Satisfied 
that there was no acute abdominal condition present I left 
haustus tr. opii 4 dr. for her. I saw the husband at same 
time, found he had not been so well and had stayed in bed. 

On the following day the woman’s pains were decidedly 
batter. Temperature and pulse normal. On examination 
of her imufch the teeth and gums were iu excellent con¬ 
dition except for three—viz., upper canine and two lower 
bicuspids. The gums opposite these showed a definite blue 
Hue. I immediately examined the man’s mouth and found 
a well-marked blue line not only on the gums, but on cheeks 
and lips which came into contact with gum margin. 

The cases presented the ordinary symptoms of lead 
poisoning, that of the man being more severe than the 
woman. Now as to source of poisoning. Occupation : The 
man does not come into contact with lead at all, while the 
woman in addition to her household work looks after railway 
crossing gates Water-supply: Examination negative as to 
lead. Other fluids: Wife teetotal, mau teetotal except for 
occasional glass of cider. Food : Negative to direot oontaot. 
Fuel: Wood (uupainted) and coal. Usual china cups and 
plates, and nickel spoons, forks, &c. 

As already remarked, the paint smelt very strongly and 
was rather stioky to the touch, even eight weeks after 
painting. I found the food had been kept in a small nn- 
ventilated cupboard. With regard to actual contact with 
the paint by hands, this might occur in going npstairs to 
steady oneself (there b3ing no hand-rail) by means of tonoh- 
iug a wall and partition. Otherwise there was no reason to 
touch any painted surface. In the bedroom the bed was 
close up to the walls at foot, head, and one side. Two 
windows I have reason to believe were rarely opened. 

In support of my title one knows that the illness caused 
by inhalation of paint odours is usually due to lead 
hydroxide acting on the oils and driers in the paint liberating 
deleterious aldehydes, and Murrell says: “Sleeping in a 
freshly painted room has been known to cause lead 
poisoning.” I think that these two cases, living in a 
strong atmosphere of paint, and especially at night being 
so close to recently painted walls, certainly were the 
victims of plnmbism from a rather unusual source. It seems, 
therefore, that a poor drying paint (? cheap), especially with 
deficient ventilation, may cause this illness, and more 
particularly amongst those who oocupy small rooms, and 
are thus brought into more intimate contact. . 

Henstridge, Somerset. 
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DIABETES INSIPIDUS DEVELOPING SUD¬ 
DENLY, WITH UTERINE FIBROIDS; 
HYSTERECTOMY. 

By James Oliver, M.D.Edin., F.R.S.E., 

GTH./EGO LOG 1ST, HOSPITAL FOR WOMKH, SOHO SQUARE, W. 


The occurrence of diabetes insipidus in the adult female is 
a rare event, and its sudden development in association with 
any extreme tension created by a neoplasm in the pelvis or 
elsewhere has seldom been observed. 

The patient was a woman, aged 44 years, who bad been 
married 16 years and had never been pregnant. She was 
menstruating regularly, and the discharge, which invariably 
lasted seven days, had always been excessive. Quite sud¬ 
denly, four weeks before coming under my observation, 
the patient developed an insatiable thirst, and noted 
at the same time an inordinately frequent desire to pass 
urine. The first menstruation which occurred after the 
aforesaid disturbances was unusually painful, and it 
was the pain experienced at that period which induced 
the patient to seek immediate advice. The following 
physical signs were then noted. Examination of the 
abdomen even on deep pressure detected nothing abnormal. 
Per vaginam the cervix was located far back; it was not 
enlarged and the os was not open. In front of the cervix 
the vaginal roof was pushed markedly down by a small 
globular swelling of about the size of an orange. To the 
right of the cervix was an irregular extension of the uterus. 
The uterus, which was about five times its normal size, was 
practically immovable due to the location anteriorly and 
laterally of fibroids in its substance. During the first 
24 hours of the patient’s stay in hospital she passed 259 
ounces of colourless urine, the specific gravity of which was 
just 1000. As I considered it injudicious to subject the patient 
to hysterectomy with urine passed equalling that of distilled 
water I decided to watch her for a week or longer if necessary. 

I prescribed for her a pill containing oxide of zinc arid 
valerianate of zinc (2 grains of each), and this pill was 
taken three times a day. As the quantity of urine passed 
during the succeeding four days did not diminish and the 
specific gravity was still that of distilled water, I discon¬ 
tinued the pill and prescribed chloride of calcium in 10-gr. 
doses three times a day. Two days after starting the 
chloride of calcium the quantity of urine fell to 116 ounces 
and the specific gravity rose to 1004. The chloride of calcium 
was continued for eight days longer before operative inter¬ 
ference was decided upon, and during those days the 
quantity of urine never exceeded 100 ounces and the specific 
gravity varied from 1004 to 1010. The urine never contained 
any albumin. 

Operation .—Hysterectomy was performed. The operation 
was difficult because the uterus could not be brought up even 
into the abdominal wound until the fibroid located anteriorly 
had been enucleated from its bed and until the right broad 
ligament had been severed down to the pelvic floor. Both 
ovaries had to be removed with the uterus. The quantity 
of urine passed during the three weeks after the operation 
varied from 80 to 100 ounces, and the specific gravity kept 
steadily about 1004. The patient progressed satisfactorily, 
and when she left the hospital she was passing from 50 to 60 
ounces of urine daily, the specific gravity of which was from 
1005 to 1007. 

H&rley-street, W. _ 

CASE OF ACUTE TETANUS WITH 
HJ3MATEMESIS. 

By Vivian M. M6tiyier, M.R.C.S., L.R.C.P.Lond. 

I AM indebted to Dr. J. B. Cook, medical superintendent 
of Isleworth Infirmary, for his kind permission to publish 
the notes of this case. 

Patient admitted to infirmary on Feb. 22i*d at 9 p.m. 
On Feb. 11th, while scrubbing steps a splinter of wood 
entered deeply under her right thumbnail. On the 19th she 
had pain and stiffness in her back and neck, which became 
more severe on the 20th, the sharp attacks of pain making 
her cry out. The unusual way the symptoms set in led to 
the wrong diagnosis of hysteria. On the 21st the mouth was 
opened with great difficulty. On admission the typical 
symptoms of tetanus were present. Opisthotonos not 
Bevere, but spasms came on every four minutes. The 
teeth could be separated sufficiently to give food. Full 
doses of chloral and bromides, and subcutaneous injections 
of morph, tart., gr. 4, and 10 c.c. of 15 per cent. mag. sulph. 
solution were given statim. The wound in the thumb, which 
on opening up appeared healthy, was thoroughly cleaned and 
dressed. 


Feb. 23rd: Patient slept for short intervals from 1 to 

3.30 a.m. Spasms about every 20 minutes. After full dose 
of chloral at 3.30 a.m. she slept for longer intervals, and from 

7.30 to mid-day sleep was fairly sound and only interrupted 
with spasms, when she was disturbed. Retention of urine 
made necessary catheterisation eight-hourly. At 1.30 P.M. 
spasms began to be troublesome again, and at 3.30 p.m. 
were more severe, coming on every five minutes Anti¬ 
toxin (B. W. and Co.), 1500 units, was given intrathecally 
under chloroform, also 7 c.c. of 15 per cent. mag. sulph. 
solution. Patient vomited curdled milk in afternoon. At 

7.30 p.m. subcutaneous injection of 2 per cent, carbolic 
(10 minims) repeated eight-hourly. Vomiting continued, and 
patient was put on diluted peptonised milk; vomiting ceased 
m evening. At 9 p.m., under chloroform, an attempt to 
inject antitoxin into nerve sheaths in right ante-cubital 
fossa was not very successful, the greater part of 1500 units 
being injected into the tissues exposed. Full doses of 
chloral and bromides given at 11.15 p.m. During the night 
frequent spasms, and she did not sleep. 

Feb. 24th : At 8 a.m. patient was sleeping and improved 
again. Menstruation started and continued throughout. 
1500 units antitoxin and 10 c.c. mag. sulph. solution sub¬ 
cutaneously. She was quieter towards afternoon; teeth 
could be more widely separated. 81ept from 6 to 9 p.m. 
Spasms now returned and gradually increased in. 
frequency. At 10 p.m. full doses of chloral and bromides. 
She was fairly comfortable from midnight to 3 a.m. 
Feb. 25th: Spasms every 20 minutes during early morn¬ 
ing. Chloral and bromides in full doses at 6 a.m. At 
10 a.m. much less rigidity ; ^mouth could be opened volun¬ 
tarily. During day 2500 units antitoxin subcutaneously. 
Only 20 ounces of urine secreted in 24 hours. Bowels 
remained confined since the 23rd, in spite of enemata. 
Brownish fluid like beef-tea vomited in afternoon. 
Calomel 3 gr. given in small doses followed by saline 
aperient. Muscles of neck and back less rigid. Vomiting 
continued throughout evening, becoming darker in colour, 
with small lumps, and of “ coffee-groand ” character. 
No bleeding from tongue or gums. Adrenalin chloride (1 in 
1000) one drachm in two ounces of iced water was given by 
mouth at 10.30 p.m., and patient put on modified Lenhartz 
diet. At midnight she became very collapsed—rapid, 
thready pulse, and cold extremities. Normal saline with 
2 per cent, glucose solution started per rectum, foot of bed 
raised, and patient kept warm with hot-water bottles. 
Digitalin gr. 1/100 hypodermically. 

Feb. 26th : Vomiting continued in early hours of morning. 
Adrenalin chloride repeated at 4.45 A.M. At 5.30 A.m. hypo¬ 
dermic injection of morphine and atropine. Vomiting ceased 
soon after. At 10 a.m. she was improving; pulse fuller and 
stronger. No spasms throughout the night. The teeth 
could be still more widely separated. The whole of the back 
touched the bed, and the neck was slightly bent forward on 
the pillow. Two very slight spasms during the day. Patient 
had had no chloral or bromides since the 25th, 6 a.m. Anti¬ 
toxin, carbolic, and mag. sulph. injections discontinued. 
Ten ounces of urine withdrawn in 24 hours. Towards 
evening pulse became more feeble again; no vomiting. 
Rectal saline was recommenced. Pulse gradually became 
imperceptible. Digitalin and pituitary extract were given 
subcutaneously. Towards 6 a.m. on the 27th she became 
unconscious, (passed into a state of coma, and died soon 
after. 

Necropsy The stomach contained about eight ounces of 
altered blood and fluid, and the small intestines blackish- 
brown fluid in large quantities. The mucous membrane of 
first part of duodenum was of a dark black colour over two 
areas—one the size of a shilling and another a little 
larger, and more irregular. This change appeared to be 
due to haemorrhage into the mucous and submucous 
tissues. There was no sloughing or ulceration. The 
mucous membrane of the stomach showed deeply injected 
areas with prominent bright red capillaries varying in size 
from a contracted to a dilated pupil. One larger patch, about 
as large as a sixpence, appeared somewhat like a piece of skin 
deprived of its uppermost layers for a Thiersch graft. 

Brentford Union Infirmary, Isleworth, W. 


Devon and Cornwall Sanatorium for Con¬ 
sumptives, Didsworthy, and King Edward VII. Memorial 
Dispensary. —The annual meeting of the friends of this 
institution was held on May 19th. The report showed that 
the charity had now 70 beds, 40 for men, 30 for women. The 
daily average number of patients was 60. During the year 
of the patients admitted 114 were in the first stage of the 
disease, 123 in the second, and 35 in the third stage. The 
committee had given the first call on beds to tubercular 
sailors and soldiers. The London Hospital Sunday Fund had 
subscribed £875, and ten beds were reserved for oases from 
London hospitals. 1200 patients had been treated at the 
dispensary sinoe it was opened in 1910. 
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ROYAL SOCIETY OP MEDICINE. 


SECTION OF OB3TETRICS AND GYNAECOLOGY. 

Primary Cancer of the Fallopian Tube (i with an Exhibition of 
Specimens ).— Unilateral Solid Primary Adenoma of the 
Ovary . — Pneum o-peritoneum. 

A meeting of this section was held on May 4th, Dr. M. 
Handfield-Jones, the President, being in the ohair. 

Dr. Herbert Spencer read a short commanication on a 
fourth case 1 of Primary Cancer of the Fallopian Tube. The 
tumour was removed, together with the uterus (which con¬ 
tained an adeno-myoma and a small myoma) and a simple 
ovarian cyst with which the ostium of the tube communicated 
(tubo-dvarian cyst). The cancer occurred in the ampulla of 
the tube, to which it was confined. The growth was a 
carcinoma resembling in many places a sarcoma. Extensive 
keratinisation was present. Sections were shown demon¬ 
strating the origin of the cancer from the epithelium of the 
tubal plicie. The growth recurred in the pelvic colon, a 
piece of which was excised and an end-to-end anastomosis 
made. The growth again recurred and was not influenced 
by X ray treatment. The sequence of events in the develop¬ 
ment of the cancer in this case appeared to be (1) salpingitis 
with simple invasion of the muscular wall by tubal glands ; 
(2) papilloma; and (3) malignant invasion of the wall by 
glands, the epithelium of the glands and of the papilloma 
becoming proliferated to form cancer.—Dr. H. Russell 
Andrews showed a specimen of Bilateral Carcinoma of the 
Fallopian Tube. The patient, aged 55, had been married 
twice, but was childless. The menopause occarred at the 
age of 49. In December, 1914, she began to have a discharge 
of blood, and later the discharge “turned to pure water.” 
She said that she had lost as much as a quart a day. She 
was admitted to the London Hospital in March, 1916. The 
profuse watery discharge was thought to suggest the presence 
of carcinoma of a Fallopian tube. The abdomen was opened 
and both tubes were found to be greatly dilated, the 
left forming a mass 6 by 2$ inches, and the right 
4 by 2 inches. The uterus was atrophic, and showed 
nothing abnormal. The cavity of the right tube wa9 almost 
filled by papillary growth ; the left contained a good deal of 
similar growth, but was not so tightly filled. Dr. Andrews 
considered that the growth was a papillary carcinoma, but 
thought that there might be some discussion as to whether 
it should not be called a papilloma, and suggested that the 
specimen should be referred to the Pathological Committee. 
—Lady Barrett showed a specimen of Primary Squamous- 1 
celled Carcinoma arising in a tuberculous Fallopian tube, j 
The patient, aged 46, married nine years, sterile, had com- ' 
plained of pain in the right iliac fossa for 10 years. There 
was a hard, well-defined tumour in the right side of the 
lower abdomen. On vaginal examination Douglas’s pouch 
and both lateral fornices were found filled up by the 
swelling. The uterus and both tubes and ovaries were 
removed. The right tube showed very extensive tuberculous 
disease. The left tube was lined by tuberculous granu¬ 
lation tissue, and towards the outer end there was squamous- 
celled carcinoma with keratinisation and a few cell nests. 
There was no carcinoma in the uterus, and numerous 
sections of the ovaries failed to show the presence of 
dermoid tissue.—Dr. Cuthbert Lockyer showed a specimen 
of precancerous changes seen in the displaced epithelium of 
nodular salpingitis.—The following remarks by Mr. Alban 
Doran were read by the Senior Secretary : “Having read 
the records of later cases of cancer of the Fallopian tube with 
much interest, I have come to the conclusion that primary 
cancer is the rule—a statement I would not have dared to 
make in 1888, when I described the first case under my 
personal observation. The malignancy of tubal cancer is of 
a very high degree, even after the most modern and radical 
operations, yet after-histories rarely include any suggestion 
of a primary seat other than the tube. How comes it, if 
according to some authorities tubal cancer is always 
secondary, that the primary disease happens to be always 
latent when a tube is amputated for carcinoma? Do we 

1 The three earlier cases were published lu the Journal of Obstetrics 
and Gynecology of the British Empire, 1910. 


often meet with such a pathological phenomenon in the case 
of the breast or tongue ? The Wells-Bickersteth case of 
papilloma teaches us that a new growth of a type which later 
experience has shown to be very liable to malignant degenera¬ 
tion may be absolutely confined to the Fallopian tube. When 
such degeneration occurs the tube must of necessity be the 
primary seat of carcinoma.”— Dr. Hey wood Smith asked Dr. 
Spencer with regard to the first case he had narrated whether, 
if the oviducts had been opened at once and had been found 
malignant, and if, therefore, the other one had been removed, 
in his opinion it would have given the woman a better chance, 
or was it another case where a woman had neglected to 
realise the importance of abdominal symptoms ?—Dr. F. J. 
McCann discussed Dr. Andrews's specimen.—Dr. Spencer 
and Dr. Andrews replied. 

Dr. Henry Briggs read a paper on Unilateral Solid 
Primary Adenoma of the Ovary. The recognition of a benign 
solid glandular growth—an adenoma—as a rare primary 
tumour of the ovary was the main purpose of this com¬ 
munication. 

Mr. J. D. Malcolm related a second case of Pneumo¬ 
peritoneum probably induced by the bacillus aerogenes 
capsulatus. 


MEDICO-PSYCHOLOGICAL ASSOCIATION 
OF GREAT BRITAIN AND IRELAND. 


Experimental Toxic Lesions in the Rabbit's Brain and Their 
Bearing on the Genesis of Acquired Idiocy and Imbecility 
in Man. 

A quarterly meeting of this association was held at the 
rooms of the Medical Society of London on May 16th, 
Lieutenant-Colonel David G. Thomson, the President, 
being in the chair. 

Two papers upon the above subject were read, one by Dr. 
David Orr (Prestwich) and the other by Major R. G. Rows, 
R.A.M.C. (Maghull, Liverpool). 

Dr. Orr said this communication was a continuation of 
the experimental work of his colleague and himself on the 
action of the bacterial poisons on the nervous system, the 
conclusions of which they briefly reviewed. In the former 
work the induced toxic action was studied in the spinal cord 
only, and in the present series the research had been extended 
to the brain, a capsule containing staphylococcus aureus having 
been placed in contact with the common carotid artery in the 
neck. The positive results so far obtained helped to explain 
the pathogenesis of certain obscure lesions of the central 
nervous system which were found in man. Rabbits were 
used for experiment, and two types of lesion had been 
observed up to the present: first, coagulation necrosis of the 
nerve cells in the cornu ammonis—the histology of which 
was carefully described—and in the more superficial layers 
of the cerebral cortex; secondly, there was a softening in 
the stratum moleculare of the cornu ammonis. The changes 
in the cerebral cortex it was proposed to make the subject of 
a further communication. The alterations seen as the result 
of the poison were typically those of coagulation necrosis. 
The neuroglia participated actively in the inflammatory 
reaction, and around the area of softening there was found 
to be much neuroglial proliferation and hypertrophy. There 
was a high degree of proliferation of the adventitia of the 
small vessels in the immediate vicinity of the softening. 
The research showed that the two factors, degree and 
situation, could produce dissimilar pathological results, 
although the pathogenesis was the same. Applying this 
to clinical neurology it became evident that certain nervous 
syndromes, though widely different in symptomatology, were 
pathogenetically, one and the same disease, the different 
symptomatology being largely due to the anatomical site 
of the lesion. The experiments also shed light on the 
genesis of the infantile cerebropathies, which were now 
regarded as due to toxi-infections of medium intensity 
contracted between the fifth and the eighth month of foetal 
life, or, more rarely, in early infancy. The paper was 
illustrated by lantern slides. 

Major Rows drew attention to some of the problems 
connected with the vegetative system, which included 
both the sympathetic and autonomic systems. Under 
the term “vegetative nervous system” were included 
all the fibres which go to the organs having smooth 
muscles, such as intestines, blood-vessels, glands, ducts, 
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and skin, as well as the nerve structures exerting a 
secretory influence upon glands ; it also embraced certain 
organs with cross striated muscles, such as the heart, the 
beginning and the end of the alimentary canal, and the 
muscles of the genital apparatus. Anastomoses were 
common among the nerve fibres of the vegetative system. 
This system also had a much more independent action, and 
it reacted to drugs in an altogether different manner ; 
indeed, it was from the latter that so much had been learned 
about it. A sort of balance seemed to be maintained 
between the autonomic and the sympathetic systems, so 
that one assumed an exaggerated action if the influence of 
the other were interfered with. Both systems were much 
affected by the secretions of various endocrinic glands. Dr. 
Orr and he had demonstrated that changes could be produced 
both in the vegetative system and in the central nervous system 
by placing a capsule containing pathogenic organisms in the 
neck, near the carotid artery, or in the abdominal cavity ; 
and they suggested that the disturbances in this system were 
closely connected with the origin of the lesion in the central 
nervous system, a view which was supported by clinical 
evidence, instances of which were given. Major Rows spoke 
of the importance of investigating the emotions from the 
biological side. In conclusion, he said that medical men 
would probably learn much if, instead of separating the 
brain from the spinal cord, and the latter from the vegeta¬ 
tive system, in their investigations, they would regard the 
nervous system more as a whole, and appreciate more fully 
to what extent a disturbance in one portion might interfere 
with the functional activity of the remainder. 


Jpiitfos an)} Jjtotires of |Wks. 


Bernhardt and Creation : A New Theory of 
Evolution . 

By Sir James Crichton-Browne, M.D.,DSc., LL.D., 

F.R.S. Glasgow: James Maclehose and Sons. 1916. 

Pp. 72. Price 1*. net. 

Sir James Crichton-Browne starts by finding that the 
war has caused a rude shock to science in that her 
finest discoveries and best energies have been requisi¬ 
tioned not for the saving or the adornment of human 
life but for its destruction. He proceeds to make hay 
of the theory that war is justified on the Darwinian or 
otrugglefor-existenoe principle, pointing out that Bernhardi 
when taking up this view regards varieties as species, 
forgetting the physiological unity of the one and the 
ethnological diversity of the other. But while war 
is a reproach to science, he finds it to be a great 
stimulus to religious thought, and he expects that 
oar present trials will prove a stimulus to the growth 
oE altruistic feeling which has already been a cuarac- 
teristic of the civilised nations during the last century. 
"The war,” he pleads, "has in some ways fanned the 
spirks of religion and brightened them into flame. 
With no return to mediaaval superstition, there is a wide¬ 
spread realisation of the supernatural . a feeling that 

we cannot stop at the Sermon on the Mount, but must 
ascend to the Incarnation. At home there has been a 
quickening belief in the spiritual life, and men and women 
who doubted it before have felt its inrush in prayer, not 
mere mechanical mumbling: and in moments of patriotic 
exaltation or of profound solitude, in hours of intense 
anxiety or poignant sorrow.” Sir James Crichton-Browne’s 
essay is eloquent and inspiring. 


Chemical Constitution and Physiological Action. 

By Professor Dr. Leopold Spiegel. Translated with 
additions from the German by C. Luedbking, Ph.D. 
Leipsic. and A. C. Boylston, A M. Harvard. London : 
Constable and Co., Limited. 1915. Pp. 155. Price 5*. net. 
The profusion of synthetics, while somewhat bewildering, 
has been largely responsible for remarkable development of 
knowledge as to the relation of chemioal constitution to 
physiological action. This is demonstrated in the evolution 
of organic arsenic molecules which now find application in 
the treatment of syphilis. Progress has been made easier 
by the facility with whioh organic compounds can be 
modified by substituting fresh groups or giving the 
groups different positions in the molecule. This small 


volume deals with such questions, and, as might have been 
anticipated, the subject-matter relates chiefly to organic 
compounds, only 24 pages out of a total of 155 being allotted 
to inorganic compounds. It amounts to an instructive study 
of certain groupings which furnish the preliminary basis for 
certain effects. We learn, for example, how the physio¬ 
logical action of compounds can be modified, weakened, or 
strengthened by the action of individual side-chains, and 
a very clear account is given of the present position of the 
relationships of chemical constitution to physiological action, 
so far as the investigations have been pushed. The further 
study of the subject promises interesting developments. 


Experimental Organic Chemistry. 

By James F. Norris, Ph.D., Professor of Chemistry in 

Vanderbilt University. London and New York : McGraw- 
Hill Book Company, Inc. 1915. Pp. 215. Price 5*. 3d. net. 

A very useful and instructive set of experiments is here 
outlined and the practical directions given evidence a 
familiarity with successful laboratory manipulations. The 
directions cover a wide range of compounds, and yet the book 
is convenient in size and the type is bold and clear. The 
opening chapter on laboratory methods is one of the most 
useful in the book and prepares the student for the subsequent 
practical work described. It is not often easy to obtain organic 
compounds in a pure state, or in many instances in good 
crystalline form, but the author is careful to instruct his 
readers on those important details which when followed give 
satisfactory results. The book can be strongly recommended 
to all those who require a sound knowledge of technique and 
analytical operations connected with the chemistry of the 
carbon compounds. 

LIBRARY TABLE. 

An Irishwoman in China. By Mrs. De Burgh Daly. 
London : T. Werner Laurie, Limited. Pp. 294. Price 10s 6 d. 
net.—This interesting book is exactly what it purports to be 
—a simple record of the life of ordinary European residents 
in China. No doubt such residents may have no very deep 
knowledge of the history, the psychology, or the racial 
aspirations and developments of the Chinese. But living 
among them, and feeling friendly towards them, they get an 
insight into their domestic manners and ideals which in this 
case has prompted the production of a book. "An Irish¬ 
woman in China” will be of more interest to ordinary 
people than many works written by experts in history or 
sociology, and Mrs. De Burgh Daly's chatty pages (if she will 
forgive the adjective) are well illustrated by photographic 
reproductions. 

The Other Side of the Lantern. By Sir Frederick Treves, 
Bart., G.C.V.O., C.B., LL.D. London, New York, Toronto, 
and Melbourne: Cassell and Co., Limited. Pp. 424. Price 
2s. 6d. net.—This is a cheap issue of Sir Frederick Treves's 
well-known book of travels. The first part gives the author’s 
experiences in the Mediterranean and the Red Sea, the seoond 
his impressions of India, the third describes Burmah and 
Ceylon, the fourth and fifth China and Japan respectively, 
and the sixth deals briefly with his journey home across 
America. The sections devoted to India aud Japan are the 
longest, and the former is full of anecdotes illustrating the 
history and life of the empire. The book has been reprinted 
many times, and we welcome its appearance in cheap form. 
The itinerary was neither novel nor adventurous, but the 
simple record makes instructive reading. 

Bussaco: Its Monastery , Battle, and Woods , and U$ Uses 
as a Health Resort. By Dr. D. G. Dalgado, of the Academy 
of Sciences of Lisbon. With two plans and a map. Lisbon: 
Torres and C.t* 70-74, Rua Nova do Almada. 1916. 
Pp. 116. Price 2s. 6d. net.—Dr. Dalgado, who has written 
some popular books on the climatology of Portugal and 
the merits of its health resorts, has added to the series an 
account of Bussaco (sometimes spelt Bu$aco), celebrated 
alike for its ecclesiastical and secular history, and its 
magnificent woods. Dr. Dalgado claims that the place is 
"justly reputed as the best inland sylvan resort of low 
altitude in the whole of the Iberian Peninsula.” He devotes 
a chapter to each of its prominent features, describing the 
monastery of the monks, the invasion of Portugal by the 
French and the battle of Bussaco iu 1810, the fauna and 
flora of the neighbourhood, and, lastly, the uses of the 
thermal waters in cases where high altitudes are contra- 
in iicated. 
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Military Service Bill: The Position 
of Medical Practitioners. 

The Military Service Bill, which is to receive 
the Royal assent this week, now contains a 
provision of significance to medical men, and, 
we think, of great value both to the military 
authorities and the public at large. On the 
motion of Lord Sandhurst, on Monday in the 
House of Lords, the following clause was inserted 
in the Bill:— 

“Regulations made under the second schedule 
to the principal Act shall provide for the establish¬ 
ment of professional committees to deal with claims 
for exemption made by duly qualified medical prac¬ 
titioners; and any application made by such a 
medical practitioner on any ground, other than 
that of conscientious objection, for a certificate of 
exemption shall be referred by the tribunal to 
whom it is made to such a committee in accordance 
with those regulations; and the recommendation 
of the committee on the application shall be binding 
on any tribunal constituted under the principal Act." 

The meaning ol this clause will be perfectly clear 
to all our readers, and its insertion accords directly 
with the course which we have on several occa¬ 
sions suggested might be adopted. Under the 
scheme of voluntary enrolment a very large body 
of men pledged themselves to accept commissions 
in the Royal Army Medical Corps, or, if preferred, 
in the Royal Naval Medical Service, and to come up 
if their services should be required. But at the 
same time a considerable number who might have 
been expected to enrol abstained from doing so. 
In some cases exemption from compulsory service 
has been obtained by practitioners from local 
tribunals, and it was widely felt that it would 
have been more satisfactory to the public, 
to the military authorities, and to the medical 
men who had enrolled, if the arguments for 
exemption had been produced to a professional 
body. It is extremely difficult for any except medical 
men; who have actual experience of medical prac¬ 
tice in its various branches, to decide whether a 
man best serves the public and the army by remain¬ 
ing in civil practice or by accepting a commission. 
The difficulties in such cases follow no general 
plan, and where one man is the master of his fate 
another will be so in the hands of circumstances 
that he must obtain assistance before he can 
venture to enrol. Localities, again, vary in their 
supply of medical practitioners and in their 
demand for medical service. It is obvious that 
the countryside requires a larger percentage 
of medical men to population than the urban 
district, because of the time that must be 
spent, not in visiting the sick, but in travers¬ 
ing the distances between their homes; but, 


inside this broad differentiation, every locality will 
have its peculiarities which can only be fully 
known perhaps to local residents, and their 
significance can certainly only be appreciated by 
those who are familiar with the exigencies of 
medical practice in its various forms. The insti¬ 
tution of professional committees to choose which 
men shall, and which men shall not, be selected for 
commissions is, we venture to think, a thoroughly 
wise move. The machinery is in existence and, 
indeed, has already been working in the indicated 
direction. We have every reason to hope that by 
its energies an adequate supply of medical officers 
will be found for the navy and army, and that 
they will be chosen with the minimum hardship 
to the practitioners accepting commissions and 
with the maximum regard for the wants of the 
localities. When it was first mooted that applica¬ 
tion for exemption from compulsory service by 
a qualified medical man should be made to some 
professional body more able to consider the 
problems involved than any tribunal of laymen 
could possibly be, the objection was raised 
that it would be difficult to grant privileges 
to one professional class rather than to another. 
In the House of Commons, on the consideration 
of the Lords’ amendments, several members took 
this line, but their arguments had no real force, for 
the medical man is the only man who is wanted 
exactly as he is, and who can be taken straight 
from civilian work, given a commission, and 
accepted directly into the scheme of a fleet or an 
army on active service. The public and the Govern¬ 
ment have seen the justice of this view, and the 
institution of professional committees has followed. 

We learn that the War Office has decided to 
recognise, under the regulations to be made in 
fulfilment of the new clause, the three existing 
professional Committees—viz., the Central Medical 
War Committee, the Committee of Reference of the 
Royal College of Physicians of London and the Royal 
College of Surgeons of England, and the Scottish 
Medical Service Emergency Committee. These 
bodies have for some time been utilised by the 
Government in arranging for the selection of 
medical men for service as doctors in the naval and 
military forces of the Crown, and in connexion 
with the work of the Central Tribunal. The 
Scottish Medical Service Emergency Committee 
possesses a detailed knowledge of the medical men 
coming within its sphere of work which the English 
body with its larger scope can, perhaps, not claim, 
but Local War Committees have been established 
throughout England and Wales in connexion with 
the Central Medical War Committee, and the work 
of these numerous bodies has grown in efficiency as 
the members have become familiar with the 
problems before them. The Committee of Refer¬ 
ence appointed by the Royal Colleges will have 
referred to it the cases of medical men on the 
staffs, residential and teaching, of the hospitals and 
medical schools of London, and any other cases 
which the Army Council or the Central Medical 
War Committee may think desirable. We under¬ 
stand that an Order in Council, under the new 
clause, with the Regulations, will be issued at once. 
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The Work of the Liquor Control 
Board. 

Amongst the many painful lessons which we 
have had to learn during the past two years one of 
the most obvious, and also one of the most valuable, 
is the danger of negleoting to deal effectively in 
time of peace with social evils which in time of 
war may constitute, a grave peril to national 
efficiency. In a specially clear and forcible manner 
this lesson has been taught with regard to the drink 
question, where the problems involved have been 
under almost constant discussion for many years. 
Their seriousness from the point of view of the energy 
and health of the community has been generally 
recognised; but, nevertheless, no real effort has 
been made to think out and to carry into effect any 
complete and reasoned scheme for their solution. 
The very dangerous consequences of this remiss- 
ness were apparent at the outbreak of the war, 
especially in the industrial centres, and it was then 
speedily realised that what had been postponed in 
the leisurely days of peace would have to be 
attempted, if only in a partial and provisional way, 
in all the turmoil of national emergency. Such 
conditions are hardly favourable to the successful 
handling of a complex social problem; and it is, 
therefore, the more gratifying to find that the 
methods adopted to meet the special circumstances 
of the crisis were based on sound principles, for 
they have been attended with excellent results. 
These are clearly indicated in the recently pub¬ 
lished Report of the Central Control Board (Liquor 
Traffic). 

In considering the work of the Control Board it 
is necessary, as the report points out, to bear in 
mind that the Act from which the Board derives its 
authority does not operate automatically for the 
whole kingdom, or, indeed, for any part of it, until 
an Order in Council has been made with regard to 
that part; and it has further to be noted that the 
object of the Act is to promote the successful prose¬ 
cution of the war. In accordance with these prin¬ 
ciples, the Act can only be applied to naval or 
military centres or to localities where munitions 
of war are being produced or dealt with in transit, 
and only when it can be shown that the special 
measures which it authorises are expedient for the 
purpose of increasing war efficiency. These limita¬ 
tions led to a very partial use of the Act during 
the first few months of the Board’s existence, but 
with the rapid development of the military 
resources of the country, and as a result of the 
encouraging experience of the value of restrictive 
regulations, more and more areas have been 
scheduled, until at the present moment the Act 
is in force over nearly the whole of Great Britain. 
While certain drawbacks may be presumed to have 
attended this gradual and tentative method of 
dealing with the problem, there were important 
compensating advantages in the closer adaptation 
of the Orders to the special circumstances of 
individual districts, and, above all, in the oppor¬ 
tunities which were in this way afforded for judging 
the effect of new and more or less experimental 
regulations. The policy of the Board has been fully 


justified by its results, whether these results are 
measured by such statistical data as are available 
or are estimated by the considered judgment of 
responsible public authorities. Thus, in each area 
of England and Wales where the Orders of the 
Board have operated, there has been a most notable 
decline in convictions for drunkenness. To take a 
single instance, in the Liverpool area, where the 
weekly average of such convictions in the first six 
months of 1915 was 238, and during the four weeks 
preceding the Board’s Order 225, the numbers fell 
in the following four weeks to an average of 123, 
and in the first eight weeks of 1916 stood at 128. 
And reports from the chief constables of the 
scheduled areas are unanimous in asserting that 
these figures represent a real diminution in the 
amount of excessive drinking, as evidenced, inter 
alia , by the marked decrease in the frequency of 
such minor offences as are ordinarily associated 
with drunkenness. The same view is emphatically 
expressed by the naval and military authorities, by 
Board of Trade officials at the larger ports, and by 
employers of labour. The evidence furnished by 
employers, to which the Report draws special atten¬ 
tion, goes to show that the work being done in 
shipyards and munition factories is advanced in 
two ways by the Orders of the Board. Where bad 
time keeping had obtained, the restrictions on the 
sale of drink have effected improvement in this 
as in other respects, with a consequent increase 
of output. Where time-keeping was good before 
the issue of the Order, industrial efficiency has 
been in many cases increased and the quality of the 
work done las been notably better. The later 
opening of public-houses appears to exercise an 
important influence in this direction, to judge from 
the special reference that is made in several 
reports to the better condition of the men when 
coming to work. This is a very encouraging fact, 
as pointing to a decrease in the early morning 
drinking which is so large a factor in the develop¬ 
ment of industrial alcoholism. The special restric¬ 
tions on the sale of spirits seem also to have given 
good results, though suggestions have been made 
in some quarters that they may have led to an 
increase in home drinking. Similar allegations 
have been made, of course, with regard to the 
effect of the restrictive regulations as a whole, 
but they are hardly consistent with the evidence 
of increased sobriety to which we have just 
referred, nor do they harmonise very well with 
the statements, made by the same critics, that 
these regulations are doing serious and irreparable 
injury to the liquor trade. So far as any opinion 
on the matter can be formed as yet, it would 
appear that the restrictive Orders are attaining their 
aim, that they are discouraging excessive drinking 
and drinking at irregular times, while not inter¬ 
fering with the moderate use of alcoholic beverages 
at meals and after working hours. 

The activity of the Control Board has not, how¬ 
ever, been confined to purely restrictive measures. 
On the contrary, it has been from the first a cardinal 
principle of their policy to recognise that alcoholism 
must be combated, not merely by limiting the 
facilities for excessive drinking, but also by 
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removing the causes of such drinking. Prominent 
amongst these is the lack of adequate provision 
of wholesome and palatable refreshment, par¬ 
ticularly in working-class districts. To meet this 
difficulty the Board have used their influence, 
wherever possible, to encourage the improvement 
of public-houses in scheduled areas, and they have 
assisted employers and philanthropic societies in 
the provision of canteens at which good meals can 
be obtained at a low charge. In two instances 
the Board have themselves established industrial 
canteens. Further—and this is to be noted as of 
special importance—in certain districts they have 
taken direct control of the sale and supply of 
intoxicating liquors. This experiment in the State 
management of public-houses will be watched 
with the keenest interest by the steadily grow¬ 
ing majority of social reformers who recognise 
that the drink problem can only be solved by 
modifying the conditions which lead to the abuse 
of alcohol, and not by attempting to prevent its 
reasonable use. The saner view demands that the 
public-house, instead of being regarded as a mere 
drinking-shop and a place of more or less evil 
resort, should be reorganised so as to fulfil more 
adequately the function which it has exercised in 
the past as an important centre of the social life of 
the people. Such a reorganisation can only be 
effected satisfactorily under some system of dis¬ 
interested control; and, having regard to the 
exceptional importance of the liquor trade from 
the point of view of the public health and security, 
it is clearly desirable that the controlling authority 
should be in the hands of the State. If the experi¬ 
ence of the Control Board should eventually lead 
them to advocate this policy, there can be little 
dou&t as to its prompt acceptance by public 
opinion. Whatever else the war has done, it 
has shown that the problem of alcoholism must 
be dealt with thoroughly and resolutely, and 
that its solution cannot be any longer delayed 
either by heated prohibitionists or interested 
traders. 


Literary Intelligence— Messrs. Hilton and Co. 
Calcutta, have in preparation a new edition of Ghosh’s 
“ Materia Medics,” edited by Lieutenant-Colonel B. H. 
Deare, I.M.8.; and of Ghosh and Das’s “ Hygiene.” 

Notification Fees and the Action of the British 
MAdioal Association.— Mr. N. Bishop Harman hae sent ns 
for publication a letter from Dr. F. J. Smith on behalf of the 
Marylebone Division of the British Medical Association, and 
his reply to this letter. Dr. Smith a9ks whether it is true 
that the deputation from the Association to the Local Govern¬ 
ment Board admitted that Is. would be a sufficient fee for the 
notification of infections diseases. Unless the answer is the 
negative he gives notice of raising the question at the annual 
meeting. Mr. Harman replies in the negative. He states 
that at their interview with the Government representatives 
the deputation took up a definite and unassailable stand 
against the statement of the Retrenchment Committee that 
the filling of a notification form involved no more than 
“clerical labour worth one shilling.” The deputation 
pointed out that serious responsibility was involved, and 
one that laid the doctor open to an action at law in case 
of a real or alleged error on his part. In the case of the 
notification of measles the same heavy responsibility did 
not hold, and as the fee was already on a different 
basis the Government might logically claim to treat it 
separately. 
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INCIDENCE OF NOTIFIABLE INFECTIOUS DISEASE 
IN 1915. 

The incidence of notifiable infectious disease in 
each sanitary district in England and Wales during 
the year 1915 is noted and discussed in a report 1 by 
Dr. Arthur Newsholme, principal medical officer to 
the Local Government Board. It wiU be remem¬ 
bered that at the time of the recent Census agree¬ 
ment was reached between the General Register 
Office and the Local Government Board for the 
adoption of a common system of statistical returns 
based on the substitution of administrative for 
registration districts. One of the results was that 
in 1911 each of these departments instituted an 
amended series of reports in relation to infectious 
diseases. Dr. Newsholme’s report reminds us that, in 
the absence of existing powers for the purpose, the 
circulation of notification returns has been effected 
under a “ General Order” of the Local Government 
Board, which imposes upon medical officers of 
health the duty of transmitting to the Board a 
statement of the number of infectious attacks 
reported under the Notification Act during the pre¬ 
ceding week. In the course of the week following 
that to which the summary relates a weekly 
summary of these returns, giving the oases 
reported in each sanitary area, is sent by the Board 
to every contributing health officer. The present 
systematic interchange of weekly returns is 
obviously helpful to medical officers of health, 
especially in widespread rural districts. They 
are thus informed respecting the occurrence 
of infections disease in the several parts of the 
area for which they are responsible, and are also 
promptly warned of the approach of infection from 
contiguous districts under other authorities. As in 
previous reports, the number of notified cases and 
the rates per 1000 of population are given in the 
tables. The populations of many of the districts 
are very small. Consequently, although for con¬ 
venience of reference the rates are always given, 
it is necessary, in judging of their significance in 
each instance, that the size of the population and 
the number of cases occurring should be borne in 
mind. The sickness returns for 1915 are commend- 
ably complete; they indicate that a considerable 
proportion of the cases were imported from abroad, 
the sanitary areas containing the ports being on 
that account specially exposed to danger. The 
seasonal incidence of the more important diseases 
is set forth in tabular form, special seasonal excess 
above the mean for the year being expressly 
noted. During the year 90 small-pox cases 
were reported (in some cases erroneously); 31 
attacks were returned from towns connected with 
ports. Typhus fever was notified in 45 instances, 
37 of which were returned as imported cases by 
Liverpool. Scarlet fever was less prevalent than 
in the preceding years. Only in three weeks 
of October did the attacks exceed the average; 
they were relatively most numerous in London 
and least so in the English rural districts. 
Enteric fever was less prevalent than in any year 
of the previous four. In nine instances paratyphoid 
was notified. The county boroughs of Wales were 

1 Reports to the Local Government Board on Public Health and 
Medical Subjects. New Series. No. 109. London: Wymans. Pp. 67. 
Price 9 d. 
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exceptionally free from enteric fever. Cerebro spinal 
fever showed inordinate prevalence, the attacks 
being above the average in successive weeks from the 
middle of February to the end of May. Of the total 
cases 624 were reported in London, 695 in county 
boroughs, 787 in smaller urban districts, and 452 in 
rural areas. Acute poliomyelitis was notified in 
517 instances, the attacks being slightly fewer than 
in the preceding year, and decidedly fewer than in 
1913. In proportion to population the smaller 
boroughs and the rural districts appear to have 
suffered most and the county boroughs least. In 
consequence of the further increase in the naval 
and military forces and of the local concentration 
of troops in 1915, many notifications of military and 
naval infectious cases have been sent to civil 
medical officers of health. These are not included 
in the returns of the several sanitary areas, but are 
set forth in a separate table for England and Wales 
as a whole. This table shows that in the course of 
the year there were notified to the local sanitary 
authorities, as occurring in the naval and military 
services, 1998 cases of scarlet fever, 1183 of diph¬ 
theria, 594 of enteric fever, 264 of erysipelas, 
930 of oerebro-spinal fever, and 580 of tuberculosis. 

THE HISTOLOGY OF DISSEMINATED SCLEROSIS. 

Disseminated sclerosis is, next to tabes dorsalis, 
probably the commonest disease attacking the spinal 
cord. It is, of course, more than a cord disease, yet 
in the majority of instances the earliest symptoms 
whereby it betrays itself are referable to involve¬ 
ment of the medulla spinalis. The histopathology 
of tabes and its pathogenesis have been definitely 
determined and solved, whereas the mystery of 
disseminated sclerosis remains. In a preliminary 
communication to the Pathological Society of Great 
Britain and Ireland in July, 1910, the late Dr. 
Alexander Bruce, of Edinburgh, with Dr. J. W. 
Dawson, neurological histologist to the Royal College 
of Physicians’ Laboratory, Edinburgh, suggested 
that disseminated sclerosis was a toxi-infective 
disease, showed that the plaques were deposited 
in relation to the distribution of the veins and to 
the walls of the ventricles, and held that the infil¬ 
tration was along the lymphatic channels surround¬ 
ing the veins. The investigation initiated in this 
fashion by Dr. Alexander Bruce has been continued 
by Dr. Dawson, and the Transactions of the Royal 
Society of Edinburgh (Vol. L., Part III., No. 18) 
contain the finished results. It is a truly superb 
monograph, of about 220 pageB of text, with no fewer 
than 456 micropbotographs and coloured tlrawings. 
No such magnificent contribution to the problem 
of disseminated sclerosis has hitherto appeared 
in any language; from the histological stand¬ 
point it is, so to speak, the last word, and we 
are satisfied after a careful perusal that as far as 
histological methods are concerned it is impossible 
to expect any further results by their employment. 
Yet Dr. Dawson is candid enough to admit that the 
actual nature of the disease is still undetermined. 
In his researches he has made it clear that the 
sequence of the pathological processes in the 
disease is somewhat as follows: (l)a commencing 
degeneration of the myelin sheath and a simultaneous 
reaction of the glia in the immediately adjacent 
perivascular tissue; (2) an increasing glia-cell pro¬ 
liferation and a commencing fat-granule-cell for¬ 
mation ; (3) the stage of so-called “ fat-granule-cell 
myelitis ” ; (4) a commencing glia-fibril formation; 
(5) an advancing and (6) a complete sclerosis. 


Histological study has given overwhelming evi¬ 
dence that sclerotic areas in the disease arise on 
the basis of this evolution through a stage of fat- 
granule-cell formation, and Dr. Dawson concludes 
that the underlying process is a subacute dis¬ 
seminated encephalo myelitis which terminates in 
disseminated areas of actual and complete sclerosis. 
There is much to favour the view that true dis¬ 
seminated sclerosis is due to a specific morbid 
agent; other diffuse affections of the central 
nervous system (arterio-sclerosis, syphilis, acute 
encephalo-myelitic processes) may give rise to a 
clinical symptom-complex very like that of dis¬ 
seminated sclerosis; they differ, however, in the 
characteristic remissions and relapses. According 
to Dr. Dawson, the anatomical expression of these 
remissions must naturally be the gradual clearing up 
of the cell exudation and a sclerosing of the tissue 
with a retention of the axis-cylinders. All who are 
interested in the problem of the disease will, of 
course, ask themselves the question: What is the 
nature of this postulated specific morbid agent 
which is the final and determining factor in the 
process ? It is impracticable in a brief annotation 
to refer to all the arguments adduced by the 
author; suffice it to say that he feels there is 
no adequate evidence to distinguish between a 
microbial and a toxic agent; so far as it goes, 
the evidence favours the latter hypothesis. How 
it is conveyed to the nervous system is another 
of the difficult problems of the disease; in 
spite of the frequently marked periventricular 
sclerosis, and recent experimental evidence in 
favour of the toxicity of the cerebro-spinal fluid, 
which point to a lymphogenous spread, Dr. Dawson 
concludes that his own work does not support that 
view, and states, therefore, that “ the causal agent 
is probably of the nature of a soluble toxin, and it 
is conveyed to the nervous tissues probably by the 
blood channel.” Why is the action of this postulated 
toxin restricted to certain areas ? The suggestion 
made is that the restriction is in some way related 
to the selective action of the toxin in certain areas 
of the blood-supply, or that unknown factors 
determine an irregularly distributed paralytic 
dilatation, with an increased infiltration through 
the vessel walls. Remissions and relapses necessitate 
the assumption of the latent presence of the morbid 
agent in the body—either the intermittent evolution 
of a toxin, or its accumulation from deficient elimina¬ 
tion. A short analysis of the monograph gives but a 
poor idea of the wealth of material, clinical and 
pathological, which it contains: the discussions of 
the problems of the disease are full, critical, and 
temperate; the work of other observers is con¬ 
stantly referred to, and there is a valuable biblio¬ 
graphy. Dr. Dawson’s conclusions are put forward 
modestly and reasonably, and his last sentences 
may be quoted: “ Approximately final answers can, 
therefore, be given to the questions relating to the 
nature of the process underlying disseminated 
sclerosis, to its origin, to the relation of several 
secondary etiological factors, and to certain aspects 
of the mode of action of the final causal agent. 
We are, however, still quite in the dark concerning 
the nature of this final cause, whioh determines, 
anatomically, a process so well defined, and one 
without any close analogy; and, clinically, a disease 
which, however variable the symptoms, conceals its 

characteristic course only temporarily.All that 

is most important, therefore, still remains for future 
investigations along bacteriological, serological, and 
experimental lines, which have recently done so 




Thb Lancet,] 


JAPANESE CHARMS AND AMULETS. —SEPTIC PNEUMONIA. 


[May 27,1916 1091 


much to clear np the etiology of other affections of 
the central nervous system.” The research which 
the late Dr. Bruce initiated, and which Dr. Dawson 
has so ably carried out, is a monument to tireless 
industry and patient analysis; it is a splendid 
contribution to the subject and supplies fresh proof 
of the very high standard of British neurology. 


JAPANESE CHARMS AND AMULETS. 

Satan in the Middle Ages was often conceived of 
as a fool, who might be deceived by saints endowed 
with the wisdom of the serpent. He could be 
frightened away from a house over the doorway of 
which a holy object or form of words had been 
suspended, and from the human frame his 
onslaughts and those of his myrmidons, the evil 
spirits, might be averted by the use of necklaces 
or other charms. The same principle is still at 
work to-day in folk-medicine all the world over, 
though the spirits whom it is sought to deceive, 
avert, or exorcise are more often physical than 
moral tormentors. In Japan the nursery is still 
protected from the inroads of measles and other 
infections by means of an inscription over the 
nursery door stating with the exquisite urbanity 
characteristic of our far Eastern Allies that “ this 
child is not at home.” As often as not the inscrip¬ 
tion accompanies a true amulet (“hamalet,” Arabic 
for something suspended), which may either repre¬ 
sent the absent child (who is really at home all the 
time) or some spirit more terrible than the unseen 
visitor. In the Wellcome Historical Medical Museum 
a most fascinating exhibition is on view, illustrative 
of “ Japanese charms, amulets, votive offerings, and 
objects of medical interest,” among which these 
nursery notices occupy an important place. One of 
the exhibits, for instance, i6 the inky impress of a 
child’s little hand on rice paper, with words to the 
effect that its owner is gone away, and another 
delightful one is the carapace of a crab, painted 
with a horrid face, fit to terrify the devil himself, 
and accompanied by the same message. Akin 
to these notices are the charms embodied as 
toys. A yellow tiger with a wagging head is now 
said to be a toy, but anciently it was a form of 
exorcism against palsy and numbness of the limbs. 
It is a question, indeed, whether in rural Japan, 
away from European influences, this pictorial tiger 
is not still used to combat functional paralysis— 
in our own remote villages analogous charms 
to ward off evil are in constant use, to the 
despair or the amusement of the educationist. 
Dyspeptics of the old school in Japan still 
place <( the beckoning cat” beside them while 
they eat their curry or raw fish and rice. The 
cat sits on its hind legs, as cats do, but beckons 
amiably with a front paw, which is curled over its 
left eyebrow. Thus it has the power of drawing 
Acidity, a very terrible demon, out of the eater’s 
body. Mere modern atheists tend to regard the 
beckoning cat as a mascot to be set up in a shop, 
like the decorated phallus set up in a less reputable 
locale , in order to draw custom. The moderns aver 
that the cat is a toy, but the Old Knowledge knows 
better. A war, indeed, seems to be covertly raging 
in Japan between the old-fashioned users of amulets 
and the exponents of the modem spirit. The 
moderns make out that amulets are toys. Thus 
the goodly “ large coloured toy” called Inu-Hariko, 
just as Thor’s club was called Miolnur, is now 
described as “a ceremonial present.” This is a 
crimson animal like an elephant, on the back of 


which are tied a wisp of hemp and a drum-rattle. 
Pregnancy charms are in great evidence in the 
Wellcome collection. A picture of Jisu, who resembles 
Buddha, is to be carried to facilitate childbirth, 
and among a set of charms for an enceinte woman 
is a strip of coloured paper to be worn in the 
pregnancy girdle. This last is known all the world 
over, and was familiar to the Greeks and Romans. 
The nuns of a convent in France at this day are 
said to send to pupils from their school about 
to be mothers a gay ribbon, inscribed with a prayer, 
which will ease the pangs of labour. Military 
amulets are akin to pregnancy charms. The Belt of 
a Thousand Stitches, each of which must have been 
put in by a separate sempstress, was worn by a 
soldier in the Busso-Japanese War, who came 
through many battles unscathed. Akin to this, 
again, is the joint of bamboo, pierced with 100 
holes, to keep away the hundred-day cough 
(whooping-cough). The medical portion of this 
Japanese collection contains some 70 exhibits, 
from the bulb and stem of garlic, to be hung above 
doors to avert infections, to the coins which prevent 
bed-sores when put secretly into a bed, or the 
“Dosha powder” which relaxes corpses. We 
suggest to those of our readers who are interested 
in ethnology, and especially the ancient medical 
learning, that they should inspect the collection. 


SEPTIC PNEUMONIA. 

Septic pneumonia—the broncho-pneumonia due 
to aspiration of septic matter and particles of food 
in cases of paralysis and coma—is far from un¬ 
common, but has not received much attention or 
systematic description. In the "Medical Journal of 
Australia of March 4th Dr. W. F. Litchfield has 
published an important paper on the subject based 
on cases observed in diphtheria and brain diseases 
associated with coma and after general anaesthesia. 
He analysed the post-mortem findings in 59 cases 
of pharyngo-laryngeal diphtheria. In 27 death 
was due to asphyxia from extension of the 
membrane into the smaller bronchi. In 9 there was 
blocking of the air-passages combined with pneu¬ 
monic patches in the lungs. In 15 death was due 
to extensive pneumonic consolidation without any 
membranous formation in the bronchi. In the 
last group there was membrane more or less 
detached in the pharynx, larynx, and upper part 
of the trachea, but without any blocking of the 
air-passages. In both lungs was extensive con¬ 
solidation. The pneumonic areas were patchy 
but often massive. There might be massive con¬ 
solidation in one lobe with smaller areas in the 
other lobes. Usually there was purulent bronchitis. 
In some cases the appearance resembled that of 
lobar pneumonia. In several cases the pleural 
surfaces were coated with lymph, and in one case 
there was pus in the pleural cavity. Microscopic¬ 
ally, the chief feature was leucocytic infiltration of 
the air vesicles. The microbes found in the lungs 
were chiefly staphylococci and diplococci. In a few 
cases the diphtheria bacillus was also found. In 
none of the cases was there any deglutition para¬ 
lysis. In several cases it was noticed that the 
membrane overhanging the larynx was in a dirty 
broken-up condition. This supported the view that 
the pneumonia was a septic process due to the 
inhalation of septic particles, which was borne out 
by the distribution of the pneumonic patches and 
the bacteriological findings. Dr. Litchfield also 
analysed the notes of 200 necropsies made by 
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him at the Royal Prince Alfred Hospital, Sydney, 
and found that there were 25 cases of acute 
brain disease. Of these 8 showed well-marked 
broncho-pneumonia in association with purulent 
bronchitis. His last observations relate to pneu¬ 
monia occurring immediately after operations under 
general anesthesia. The records of the necropsies 
at the hospital during 1914-15 showed 8 cases. 
In several of them the pneumonia was of a scattered 
type and associated with purulent bronchitis. The 
three groups of oases have in common a diminished 
sensibility of the throat and larynx and a depression 
of the coughing reflex. Further, in many of the 
cases the muscular apparatus of respiration was 
embarrassed and in the majority the respiration was 
oral, with the result that the secretion became 
inspissated. All these factors contribute to the 
inhalation of septic particles. The danger is increased 
when there is a septic or inflammatory condition of 
the mouth and throat. Septic pneumonia may occur, 
though less commonly, apart from the conditions 
mentioned. The indications are to cleanse the 
throat and mouth, open-air treatment, free stimula¬ 
tion, and sinapisms to the chest wall. But the 
chief interest lies in prophylaxis. There are many 
reasons why the mouth should be kept free from 
sepsis, and these are increased in soporific and 
paralytic conditions. During any acute illness the 
mouth and throat should be cleansed frequently 
and thoroughly. If there is any septic state of the 
mouth the treatment Bhould be more assiduous, 
and if the illness be one of those mentioned above 
the danger of septic pneumonia should be borne in 
mind. It may be necessary to syringe the pharynx 
or the nasal passages several times a day. With 
regard to operations, the advantage of light anaes¬ 
thesia, which preserves the cough reflex to some 
extent, and of spinal and local ansesthesia over 
general ansssthesia, is obvious. 


ACCIDENTAL POISONING BY LEAD. 

In another column we publish a note by Mr. H. H. 
Moyle on "The Odour of Paint as a Cause of 
Plumbism.” He records the cases of a man and his 
wife who both exhibited symptoms of chronic 
poisoning by lead. They had been living in a house 
which had been papered inside and thoroughly 
painted inside and outside, the whole process 
extending over about three weeks. The possible 
sources of poisoning were duly investigated. The 
man’s occupation did not bring him into contact 
with lead; the examination of the water-supply 
was negative; both the patients were of temperate 
habits, and the eating and drinking utensils consisted 
of the usual china cups and plates and nickel spoons 
and forks. The paint was apparently of inferior 
quality, and smelt very strongly and was rather 
sticky to the touch even eight weeks after being 
applied. Mr. Moyle admits that he is reluctant to 
commit himself to the title of his paper, but failing 
to trace the symptoms to any cause he expresses 
the opinion that this man and woman, living in 
a strong atmosphere of paint, especially at night 
being so close to recently painted walls, were 
the victims of plumbism from a rather unusual 
source. In 1852 Dr. J. Alderson mentioned in 
Thb Lancbt 1 several cases in which colic 
and paralysis occurred in persons subjected to 
the smell of paint; and Sir Thomas Stevenson 3 
referred to instances in which these symptoms 
were noticed in persons who had slept in newly 

* Tbk Lajickt, vol il., 1862, p. 391. 

2 *• On Poisons,” second edition, p. 485. 


painted rooms. It is difficult to understand, how¬ 
ever, how lead could obtain admission into the 
system in this manner, considering that it is only 
capable of volatilisation at a high temperature. 
The number of cases in which cooking utensils 
have been found to be at fault would indicate a 
thorough examination of such before a definite 
conclusion was arrived at that the smell of paint 
only was the cause of the poisoning. The glaze on 
cooking utensils may be the source of the trouble. 
Professor Glaister records two cases in which the 
cause was a cracked frying-pan, the cracks in which 
had been soldered with lead, which had been 
partly dissolved by the fat of ham. Mr. Moyle does 
not state whether the cooking utensils had been 
carefully investigated. Nevertheless, his com¬ 
munication is an interesting one as demonstrating 
the difficulties which may arise in attempting to 
trace the source of the poison when symptoms of 
plumbism present themselves. 


TREATMENT OF SYPHILIS: THE GIFT OF THE 
GROCERS’ COMPANY TO THE LONDON 
HOSPITAL. 

The International Medical Congress of 1913 and 
the appointment of a Royal Commission to inquire 
nto venereal diseases focussed public attention on 
the treatment of these conditions in a remarkable 
way, and the issue of a sensible report has con¬ 
firmed the interest now being manifested. A 
valuable step towards the better provision of 
opportunities for treatment was taken in February, 
1914, when the Grocers’ Company offered to defray 
the cost of building and equipping a ward at the 
London Hospital for the treatment of syphilis. It 
was then determined by the authorities to add 
another floor to the existing isolation block of the 
hospital, and this step, owing to structural diffi¬ 
culties in the work, cost £10,000. The building 
was delayed on account of the war, but was com¬ 
pleted by the end of 1915. Financial stringency 
led to a decision to delay opening the ward until 
the end of the war, but owing to the great 
increase in the number of patients presenting 
themselves for treatment the House Committee 
found it necessary to open the new department 
on March 1st last, the ward being worked in 
connexion with the skin department of the London 
Hospital, as it is intended at first to make special 
study of the treatment of syphilis in the acutely 
infective stages. The ward, whioh is admirably 
constructed, contains eight beds for men and eight 
for women, all the patients being in separate 
rooms. A well-equipped laboratory for clinical 
investigation, together with bathrooms and suit¬ 
able accommodation for nurses, makes the whole 
building a model for its purpose. 


On Thursday, June 22nd, at 4.30 p.m., the Royal 
Society’s Croonian Lecture will be delivered by 
Professor S. J. Hickson, F.R.S., on " Evolution and 
Symmetry in the Order of the Sea-pens. * 


The Cavendish lecture of the West London 
Medico-Chirurglcal. Society will be delivered on 
Friday, June 23rd, by Sir John Bland-Sutton, at 
the West London Hospital. 


The Regius Professorship of Suigery in Dublin 
University, left vacant by the death of Sir Charles 
Ball, has been filled by the appointment of Mr. 
Edward H. Taylor, M.D. Dub., F.R.C.S. Irel., professor 
of surgery in Trinity College, Dublin. 
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NOTES ON CAMP SANITATION. 

By Adam White, M.B., Ch.B., D.T.M. & H. Edin., 
D.P.H. Camb., 

CAPTADT, B.A.M.C. (T.F.); OrFICSB COMMAJCDIHO SANITARY SECTION* 


It has been suggested that it would be useful if the artioles 
on Sanitation in Billets and Gamps contained in The Lancet 
of Jan. 1st and 8th, 1916, were supplemented by reference to 
some matters relating to camp sanitation which were touched 
upon only briefly or not mentioned at all in those communi¬ 
cations. The following notes are intended to act as the 
supplement alluded to above. The points to be dealt with 
relate mostly to hutment camps. 

Floor and Cubic Space. 

The provision of adequate floor and cubic Bpace and of 
proper means for ventilation in barracks and huts has been 
dealt with at length in Regulations, and during the present 
period of embodiment these olosely related subjects have 
been, from time to time, the subject of War Office Letters 
and Command and other Orders. With regard to floor space, 
that generally allowed is 40 square feet per man, the cubic 
allowance being 400 feet. The huts in most hutment camps 
have a superficial floor area of 1200 square feet (being 20 feet 
broad and 60 feet long) and a total cubic content approxi¬ 
mately of 12,000 cubic feet. The proper number of men to 
be housed in each of these huts is therefore 30. It is 
inadvisable that this number should be exceeded, except for 
short periods and in the presence of grave necessity, as an 
examination of such huts at night when all the bed-boards 
are in position for occupation demonstrates that the above 
floor space allowance, though probably sufficient under 
existing conditions, is certainly not on a too liberal scale. 
It is essential that the space available should be used to the 
greatest advantage by ensuring that the beds are distributed 
evenly along and at right angles to the walls of the hut. 
The N.C.O. in charge of the hut should be held responsible 
that this arrangement is maintained throughout the night. 
The placing of two or more bed-boards in close contiguity 
and the pooling of blankets by two or more men should be 
prohibited as being for every reason profoundly unsatisfactory. 

Ventilation. 

As the cubic space allowance per head in these huts is only 
400 cubic feet it is of great importance that special attention 
•honld be paid to their ventilation. If the respiratory 
impurity is not to be allowed to iise above 0 2 part of 
CO, per 1000 (a generally accepted standard) each individual 
in the hut will require 3000 cubic feet of air per hour. 
Sinoe the cubic allowance per head is only 400 feet it is 
obvious that the air in the hut will require to be changed 
from seven to eight times per hour if the delivery of fresh 
air is to be on the above scale. It is generally held that 
in inhabited houses in this country the ventilation openings 
should be of such a size as to provide for each individual an 
inlet space of 24 square inches and an outlet space of the 
same size. It is doubtful if this provision is sufficient in the 
case we are dealing with—i.e., in the case of hutshaving 
a cubic capacity of only 400 cubic feet per unit, and 
experience has shown that under such circumstances the 
inlet and outlet space per individual should not be less than 
40 square inches. If means are taken to secure adequate 
distribution of the entering air and to secure the delivery of 
the air at a proper level, no hardship from draughts is 
experienced in connexion with this liberal provision of 
ventilation space. 

With regard to the type of ventilation openings to be 
adopted, the more elaborate varieties should be avoided 
and preference should be given to simple and efficient 
expedients ; for elaboration in this matter, in addition to 
being expensive, generally means the provision of space for 
the accommodation of dirt. It is also advisable that the 
openings should, as far as is possible, be so placed and of 
such a nature that it will be impossible, or at all events 
difficult, for the individuals inhabiting the huts to place the 
apertures out of action. With the object of legislating 
against such endeavours to close ventilating openings a 
special order should be issued against the practice, and 
patrols should be placed on duty to enforce compliance. 
This applies especially when windows are reHed upon as 
ventilating openings. In praotice it is found that the best 


ventilating apertures are open windows, louvred openings in 
the gable ends of the huts or at the roof-ridge, and spaces 
surrounding the stove-pipes. The last-named expedient is 
applicable only when the pipes pass through the roof. The 
great advantage of the use of windows as ventilators is tbafc 
the ventilating apertures can be varied in size, in number, 
and in situation according to the state of the weather, &c., 
and when windows are constructed on the hopper principle 
(as is the case in most army huts) they make ideal 
ventilators. Their disadvantage is that they are too readily 
under the control of the men, bnt this can be met by the 
provision of permanent hopper checks and by proper super¬ 
vision. The average hopper window in an army hut, when 
open to the full extent permitted by the hopper, pro¬ 
vides an air space of 400 square inches. If the hut 
contains 30 men, and each man is to have an air-entry 
space of 40 square inches and an air-exit space of similar 
extent, the total area for all openings will be 2400 
square inches. This can be provided by opening six windows, 
each of which provides 400 square inches of space. When 
properly disposed three of these windows will act as air 
entries and three as air exits. 

Though it has been stated by an eminent authority that in 
order to ensure proper distribution of the entering fresh air 
each individual inlet opening should be not larger than 60 
square inches, experience has shown that quite excellent 
results are obtained when such openings are 400 square 
inches in extent, as specified above. It is necessary, how¬ 
ever, to exercise care in selecting the windows which are to 
be opened, and the best results are obtained when those 
chosen are the three end ones on each side of the hut, one 
series of three being diagonally opposite the other series. In 
ventilating huts by windows we rely very specially upon the 
perflating and aspirating action of the wind, and this is 
another reason why care must be exercised in selecting the 
windows which are to be used as ventilators. It has been 
shown that when proper care is taken and due supervision is 
exercised huts of the type already described can be efficiently 
ventilated by the use of windows alone, and in the complete 
absence of special ventilating openings, such as louvred 
ridges and ventilating spaces round stove-pipes. Indeed, 
some authorities consider that cross ventilation by windows 
alone is the ideal type of ventilation, and that the provision 
of accessory openings disturbs the general scheme of air 
movement in the room or hut, causes eddies, and leads to 
inefficient distribution. The amount of ventilation opening 
specified above is that required as a minimum at all seasons 
of the year ; in summer all the windows of the huts should be 
kept open to their fall extent. 

Louvred openings in the gable ends of the huts possess the 
advantage that they are, comparatively speaking, difficult to 
put out of action. They should be placed one in each gable 
end, and their size should vary from 200 to 400 square inches, 
according to the other means of ventilation provided. 
Ventilating spaces around stove-pipes which pass through 
the roof act as air-extraction shafts (at least when fires are 
burning) and in the presence of such spaces all other 
openings situate below the level of the ridge of the roof 
act as air entries. Such stoves are generally placed in the 
middle of the hut, and as the current of air within the hub 
will be towards the situation of the stove the proper points 
for the opening of windows which are to act as air entries 
are at the four corners of the hut. 

Incineration of Night-soil. 

In camps in which bucket latrines are installed the mo6t 
satisfactory method of dealing with the bucket contents is 
incineration. If incineration is impracticable the night-soil 
should be disposed of in shallow trenches, similar to those 
used for the burial of sludge at many sewage works 
(e.g., those at Hatfield). In this case the site chosen for 
the trenches should be not less than half a mile from 
and to leeward of the camp, and it should be of suitable 
size and levels to permit of efficient trenching. Mere 
dumping of night-soil is objectionable from every point 
of view. 

To work efficiently, inoinerators most be of such a type 
and must be so operated as to make for rapid and'thorough 
destruction of the night-soil with the formation of only 
simple gaseous products of combustion. Incineration must 
not be accompanied by the emission of charred particles 
and ammoniaoal and other odorous gases, for in this event 
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grave nuisance arises. Closed destructors, in which it is 
possible to produce a fierce fire before the introduction of 
the night-soil, which are provided with suitable highly 
heated baffles to intercept the products of combustion as 
these leave the fire-grate, and which possess relatively tall 
chimneys (not less than 10 feet), produce the best results. 

Technique for Incinerator*. 

In addition to the dry camp refuse which is available it is 
generally advisable to have about 1 cwt. of ordinary fuel 
(coal or wood) per unit destructor for 1000 men. A fire is 
started with ordinary fuel and dry camp refuse, and only 
when this is going strongly and the inside of the incinerator 
is well heated may the introduction of faecal matter be com¬ 
menced. Urine and liquor cresolis saponatus contained in 
the buckets should be drained off into gullies, or, if these are 
not available, into specially constructed soakage pits. The 
faecal matter remaining in the buckets may then be tipped 
into the destructor; but better results are obtained if the 
faeces arc previously well mixed with dry camp refuse or with 
sawdust to such an extent as to make the resulting mixture 
of the consistence of a thick paste. Each bucket of faecal 
matter must be fed to the destructor regularly and systemati¬ 
cally when the matter already introduced has been destroyed, 
the fire meanwhile being kept at its maximum intensity by 
the introduction of ordinary fuel and dry refuse from time 
to time as may be required. The whole secret of efficiency 
is contained in intelligent stoking and avoidance of choking 
the fire by the too rapid introduction of undiluted faecal 
matter. 

Disposal of Urine and Waste Water in Hutted Camps. 

In many hutted camps in which bucket latrines have been 
installed land treatment—frequently in the form of down¬ 
ward filtration—of the liquid sewage (which in such cases 
consists of urine and ablution water, and which contains no 
faecal matter) has been adopted. . As a preliminary, generally 
the solids of the sewage are partially removed by grease traps 
and by mechanical settlement in tanks. This system of 
treatment as applied has not given uniformly satisfactory 
results, and some of the more obvious causes for the compara¬ 
tive lack of success which has been experienced may now be 
briefly discussed. 

In the first place it has been assumed by some that a 
sewage which contains no fecal matter and which consists 
only of urine and ablution water is weaker than an ordinary 
domestic sewage, and will therefore be more easy to treat. 
This idea is contrary to practical experience, for the water 
u«ed to flush water-closets produces a dilution of the sewage 
which is out of proportion to the solid matter added in the 
form of faeces. Therefore, in the absence of water-carriage, 
the sewage is more concentrated, and, moreover, the solids 
(grease, soap, vegetable remnants) present in such a sewage 
are difficult to deal with, for they do not lend themselves 
readily to removal by sedimentation or liquefaction. The 
above assumption has led to the insufficient provision of 
means for the removal of suspended solids and to cramping 
in the matter of the provision of land area. 

The means for the removal of suspended solids generally 
take the form of grease traps in connexion with cook¬ 
houses and ablution places and of sedimentation tanks 
placed in proximity to the land filtration or irrigation 
areas. As a rule these traps and tanks are not large 
enough and are not cleaned out sufficiently often. The 
traps should be cleaned once a day and the tanks (in an 
average case) once a week. Tanks should be of such a 
size as to hold from half to three-quarters of the daily flow 
and should be in duplicate in order to facilitate sludging. 
The area of land required for treating the sewage will vary 
with the character of the soil and subsoil, according to 
whether irrigation or filtration is the method adopted, and 
according to the degree of perfection of the removal of 
suspended solids, but it should not be less than will result 
in a ratio of 150 to 500 of population per acre. Other causes 
of unsatisfactory results in the land treatment of camp 
sewage are lack of allowance for the fact that the bulk of 
the sewage comes away in two to three large gushes, which 
occur at the same time each day ; unsuitability as regards 
levels and character of the land ; the non-provision of under- 
drains in cases in which these are necessary ; the improper 
setting of carriers and distributers; and lack of adequate 
care and treatment of the ground, with the result that it 
becomes “sick” or “sour,” and the sewage ponds on the 
s irface and does not pass away. 


In cases in which land irrigation is the system adopted 
under-drainage may or may not be necessary, according to 
circumstances, but in the case of filtration the provision of 
under-drains is nearly always necessary. Such drains should 
be laid at an average depth of 4 to 6 feet from the surface, 
and should be orientated transversely to the general slope 
of the ground. In like manner the sewage distributers 
should be laid at right angles to, and not parallel with, the 
ground slope. Sickening of the soil and ponding of sewage 
can be prevented by the removal of an adequate amount of 
the suspended solids through the medium of tank treatment, 
by properly regulating the periods of rest and the dose of 
sewage allocated to each plot of land, by the breaking up of 
layers of “pan,” and by proper care of the ground surface. 
As has been shown by Purvis, Me Hattie, and Fisher, 
cropping is unnecessary and scarification and turning of the 
surface soil followed by short periods of rest prevent the 
formation of “ sick ” areas. 

Prevention of Scabies and Verminous Infestation. 

Scabies and pediculosis are diseases which for a variety of 
reasons are specially liable to spread among soldiers once one 
or other of the specific parasites has been introduced from 
without. Their prevention obviously concerns camp sanita¬ 
tion closely. Introduction of either disease may be avoided, 
or recognised early enough to prevent wide dissemination, 
by special medical inspections of men newly joined and 
of men who have returned from leave, and by regular 
frequent routine inspections of whole units. The rapidity of 
spread is most marked in quarters which are overcrowded and 
in which cleanliness both of premises and personnel is not 
insisted on, and it therefore follows that the provision of 
adequate space and the paying of due attention to details 
of regular ablution are of the highest importance in this con¬ 
nexion. But there are certain circumstances or conditions 
of affairs which militate against the success of preventive 
schemes conceived on the lines indicated above. These 
conditions are the lack of attention to cleanliness, &c., which 
is often in evidence in guard detention-rooms, the mixing of 
blankets belonging to different individuals, the re-issue of 
blankets which have not been washed or disinfected, and the 
discharge of men who have been suffering from either of 
these diseases to their units before the disease has been 
thoroughly cured or with their kits imperfectly disinfected. 

There is some reason to believe that under the unsatis¬ 
factory hygienic conditions which exist in many of them 
these guard detention-rooms may constitute what may be 
termed endemic foci of scabies and verminous infestation. 
This can be all the more readily understood when oae 
remembers that it is, generally speaking, from among the 
lower types that the inhabitants of guard detention-rooms 
are drawn. Much greater attention should be paid to the 
inspection and cleansing of such rooms and of the individuals 
confined therein. In one camp the systematic disinfection 
of the entire kits of all men discharged from detention was 
followed by a sensible diminution in the incidence of scabies 
and verminous infestation. 

It is highly probable that the mixing of blankets belonging 
to different men, and the re-issue without washing or dis¬ 
infection of blankets which have been taken into store, 
materially aid the spread of body parasites. Blankets 
should not be allowed to become mixed, and precautions 
should be taken to ensure that each man always has 
the same blankets. Numbering blankets and men and 
penalising men found in possession of blankets bearing 
numbers not their own would prevent interchange. All used 
blankets taken into store should be washed or disinfected 
before re-issue. It is of the highest importance that all 
medical officers should satisfy themselves before the patient’s 
discharge that his infectivity has disappeared and that his 
entire kit has been properly disinfected. 


ROYAL MEDICAL BENEVOLENT FUND. 


At the last meeting of the commiitea, held on May 9th, 
20 cases were considered and £195 voted to 16 of the 
applicants. The following is a summary of the cases 
relieved :— 

L.S.A. Lond. who had practised at Hereford. Haa now joined the 
K.A.M.C., and his inclusive pay is 18s. 6 d. pur day. He pays 1?#. 6 d. 
per week for a cottage. He gave up a practice worth £800 a year. Is 
ma-ried and has one son, aged 16. at school at Dover, where the feet 
are £120, Applicant requires help to finish the education of his son. 
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The My baa gained two scholarships worth £30, and if the Fund could 

E rovkle £30 ne could manage. His income Is not sufficient to meet 
is expenses, which he puts down at—son £120, wife £100. self £100. 
Qase s»nt by the Professional Classes War Relief Council. Voted £10 
and referred to the Guild.—Widow, aged 60, of L.U.C.S. Irel. who 
practised at Little Sutton and died in 19J\ Applicant received about 
£25 per annum from property, w’hlch waB m engaged, but owing to this 
being recalled and the rate of interest on the new one increased and 
heavy repairs it has taken the proceeds (£25). She has also 
taken in boarders, but has not been successful. This with 

the high price of food aid failing health she finds herself in 
financial difficulties. Rent paid £41 11*. per annum. Voted £10.— 
Widow, aged 56, of M.R.C.S. Eng. who practised at Bradworthy and 
died in 1908. Applicant has lost all her late husband left through bad 
investments. Has now lost her mental faculties. Has two daughters, 
aged 30 and 21, both governesses, who earn together £90. and one son, 
aged 26, single, an engineer with £160 per annum, and who provides a 
home for his mother, and the daughters give her £32 10*. Friends 
give £39. Referred to the Guild.—Widow, aged 70, of M.R.C.S. Eng. 
who practised at Liverpool and died in 1883. After the death of her 
husband she earned a living by taking in lodgers. One of her sons 
qualified as a medical man, and she kept house for him, but owing 
mainly to overwoik through the war he died early this year, and all he 
left was an insurance of £250 which went to his mother. The 
applicant proposes to try and take lodgers again, but for the present 
has her soii’b house rent, £71 10*., on her bands. Voted £10.—Widow, 
aged 57, of L.R.C.P. Edin. who practised at Blackburn and died in 1902. 
Used to earn a living by looking after children while their parents 
worked In the cotton mills, but owing to ill-health has had to give this 
up. Has one daughter, aged 19, a shop assistant, who earns 15*. per 
week. This is th*ir sole income apart from the Fund. The Manchester 
Branch of the Guild speaks well ot this case and helps a little. Previous 
relief, twice, £24. Voted £15 in 12 instalments.—Daughter, aged 69, 
of M.R.C.S. Eng. who practised at Cranbrook and died in 1890. 
Applicant is not very bright mentally and quite unable to work. She 
has an annuity from another charity, £30. She has to pay £1 per week 
for board and lodging, and as the landlady with whom she lived has 
just died she may have to pay more. She is a difficult person to get 
on with. Previous grants have been paid to Dr. Alex. Walker, of 
Peterborough. Previous relief, five times, £60. Voted £12 in 12 instal¬ 
ments.—Daughter, aged 54, of M.R.C.S. Eng., L.R.C.P. Dub. who prac¬ 
tised at RickmanBworth and died in 1901. Applicant was left quite 
unprovided for and suffers from arthritis and fibrosis, &c. Only income 
£30 from a relative. Pays £13 for rent of one room. Relieved three 
times, £30. Voted £10 in iwo instalments and referred to the Guild.— 
Widow, aged 62, of M.D.. C.M. McGill who practised at Waterloo, 
Liverpool, and died in 1914. Owing to the very long illness of her late 
husband he was unable to provide for his family. There are five 
children, ages 30-38. The two sons are abroad and unable to help, and 
of the daughters, one is suffering from tuberculous kidney, another is 
dyspeptic, and the eldest is the only wage-earner. She has £91 per 
year, £29 paid in rent. Relieved once. £18. Voted £18 in 12 instal¬ 
ments and referred to the Guild.—Daughter, aged 69, of L.S.A.Lond. 
who practised at Christchurch and died in 1880. Has a life interest in 
an old house at Christchurch, but owing to increasing expenses does 
not benefit from it. Lived with a sister, recently dead, who had an 
artists' pension of £80, which went into the general fund. Applicant 
earns a little as an artist, but finds it very difficult to obtain commis¬ 
sions at present, and her eyesight is falling. Relieved once, £18. Voted 
£18 in 12 instalments.—Daoghter, aged 44, of M.D. Aberd. who prac¬ 
tised at Glasgow and in Australia and died in 1891. Applicant was 
without any means ; she trained as a masseuse, and was able to earn 
her own living until her health became Impaired two 3 *ears ago, 
and was then only able to take occasional work. Has recently 
had dipLtheria and is now recovering, and hopes to work again soon. 
Relieved twice, £20. Voted £10 —Daughter, aged 60. of M.R.C.S. Bng. 
who practised at Blackheath and died in 1880. Applicant mentally 
deficient, and has to be provided for by a slBter who has an interest 
In a girls' school, and has a difficulty in making ends meet. The help 
previously given has been greatly appreciated. Strongly recommended 
by the Guild. Relieved eight times, £ 69 . Voted £10 in two instalments. 
—Widow, aged 40, of L.R.C.P. A 8. Edin. who practised at Cliflfoney, 
co. Sligo, ana died in 1912. After her husband’s death applicant opened 
a sweet shop in a town in Scotland, and managed to get on until she 
had to undergo an operation in May, 1915. The Fund then made her a 
grant of £10. In April, 1916, her shop was blown up by a bomb from a 
Zeppelin, and all her stock and furniture destroyed, and she was not 
Insured. Now wants help to re-establish herself. Postponed for 
further inquiries.—Daughter, aged 61, of L.8.A. Lond. who practised 
at Cheadle and died In 1874. Was left totally unprovided for, and 
owing to ill-health has never been able to undertake permanent work. 
Barns a few pounds a year by sewing, and a friend provides £25 per 
annum. Rent 4*. 9d. per week. Relieved ten times, £88. Voted £12 in 12 
instalments.—Daughter, aged 6), of M.D. 8t. And. who practised at Dover 
and died in 1881. Has endeavoured to earn a living by conducting a 
Servants’ Agency, but during the last two years, and especially since the 
war, has been very unsuccessful. She hAs also been in the habit of taking 
in some boarders, but these have ceased. Relieved twice, £20. Voted £101 
—Widow, aged 49, of L.S. A. Lond. who practised at Leyton and died in 
1914. Was left without any means with five young daughters. On the 
death of her hnsband it was discovered that the practice was much 
Involved and had to be sold to pay the creditors. Her brother, a medical 
man, bought the practice with a view of helping his sister and her 
children, but owing to the high salary that bad to be paid to a locum 
and the Increased cost of drugs the practice was not paying. Help 
wanted towards the education of the children. Previous relief, three 
times. £25. Voted £10.—M.R.C.S. Eng., married, who had practised 
at Manchester and London. Owing to ili-health unable to earn anything 
and has lost all his savings. Only Income an Old Age Pension. Relieved 
twice. £19 10*. Voted £18 in 12 instalments and referred to the Guild. 
—Wife, aged 50, deserted by her husband who is an M.R.C.S. Eng. Has 
no means and is a chronic invalid. Has one daughter, aged 22, who 
nurses her mother and has a few’ day-school pupils, from whom she 
receives 6*. 6cL per week, of which 5*. has to be paid in rent. Relieved 
three times, £36. Voted £12 in 12 instalments. 

Subscriptions may be sent to the honorary treasurer, 
Dr. Samuel West, 11, Chandos-street, Cavendish-square, 
London, W. 


Western Canada. 

(From oub own Correspondent. ) 


Registration of Nonet. 

A bill has reoently been introduced into the Legislature 
of British Columbia to divide the nurses of the province into 
two classes—registered graduate nurses (R.G.N.) and regis¬ 
tered household nurses. It does not forbid other women to 
practise as nurses for hire, hut provides considerable 
penalties for fraudulent assumption of the titles above. The 
registered graduate nurse is to be a graduate of an approved 
training school and must have passed an examination in 
elementary bacteriology, materia medics, anatomy and 
physiology, dietetics, medical nursing (including contagious 
diseases), surgical nursing (including gynaecology), obstet¬ 
rical nursing, and children’s diseases. The household nurse 
passes an oral examination in practical nursing (which will 
show her manual dexterity, the Bill says), also a written 
examination on subjects relating to practical nursing care. 
A recent amendment to the Bill provides that wherever a 
word signifies the female sex the male shall also he included, 
so that male nurses are also to be regulated. The intention 
is to enable the public to decide what nurses are well 
educated and of good character. The Bill in its present form 
is crude and hasty and hardly likely to become law. 

The Weiss Urinary Reaction in Tuberculosis. 

At the April meeting of the Victoria (B.O.) Medical 
Society, Fleet-Sargeon Home, pathologist to the Provincial 
Hospital at Victoria, read a note on the Weiss reaction in 
the urine of tuberculous patients. The reaction is carried 
out by diluting 10 c.c. of filtered urine with 20 c.c. of water. 
15 c.c. of the dilution are placed in each of two test 
tubes, to one of which are added three drops of a 1:1000 
solution of permanganate of potash. A tuberculous urine is 
supposed to give a characteristic orange-amber colour. In 
80 urines of known tuberculous patients there was no change 
in 30, a trace in 21, definite in 11, and a marked change in 
18. In 42 urines from the general wards 14 Bhowed 
definite change, but one proved to be from a case of tuber¬ 
culous hip disease, and none of these reactions was marked. 
22£ per cent, of the urines of tuberculous cases gave a 
marked Weiss reaction, but none of the urines of non- 
tuberculous cases. Those cases which gave marked Weiss 
reactions had, all of them, many tubercle bacilli in the 
sputum when it was examined the week before, and every 
fatal case examined showed a marked reaction. A diazo 
reaction had only been found once in 100 urines from 
tuberculous patients. .So far the observations indicate that 
a marked Weiss reaction is characteristic of tuberculosis and 
suggests a bad prognosis. 

May 7th. _ 


PARIS. 

(From oub own Correspondent.) 

The Treatment of Cerebrospinal Meningitis. 

The existence of cerebro-spinal meningitis due to other 
germs than the meningococcus, and the fear of serum acci¬ 
dents seem to have caused hesitation in regard to the sero¬ 
therapy of epidemic cerebro-spinal meningitis. Accordingly 
M. Nob6court, M. Jurie des Camiers, and M. Toumier have, 
at the Medical Society of the Hospitals, endeavoured to 
introduce some precision in the conduct of antimeningo¬ 
coccic serotherapy, utilising observations made by them at 
the infectious diseases hospitals to which they are attached. 
They conclude that when a patient presents the symptoms of 
meningitis lumbar puncture should be done at once, the quan¬ 
tity of fluid withdrawn not being limited when it flows spon¬ 
taneously, provided pains in the head do not appear. Lumbar 
puncture does not allow of delay when the symptoms indicate 
cerebro-spinal meningitis - sudden onset, vomiting, cephal¬ 
algia, Kemig’s sign, and stiffness of neck. If the cerebro¬ 
spinal fluid is turbid, 30 c.c. of antimeningococcic serum 
should be injected and the treatment continued even if 
bacteriological examination does not reveal the meningo¬ 
coccus—that is, provided no other germs are found. On the 
next day is made a second puncture, and a second injection 
of 30 c.c. or 20 o.q. If the fluid is less turbid and if the 
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tijmptomg amend two days elapse before the third puncture. 
If not, it is done in 24 hoars. Again 20 c.c. are injected, 
unless the fluid is clear. The fourth puncture is done after 
two, three, or four days if the turbidity lessens and im¬ 
provement continues. When the fluid is clear no more 
serum is injected, but 10 c.c. if the turbidity is much 
less. If the third puncture has not revealed a favourable 
state of the fluid, punctures are made every two days, 
on each occasion 20 c.c. of serum being injected. This 
is continued until the fluid is clearer. Then the punctures 
and the injections are made every three or four days, stopping 
on the fluid being clear. In following this technique anaphy¬ 
laxis is not to be feared. Frequently the injections provoke 
in the following 12 or 36 hours an exacerbation of the 
symptoms—cephalalgia, rhachialgia, and stiffness of neck. 
This constitutes neither an indication to resort to puncture 
nor a contraindication to continue the treatment. In short, 
the variations in the cerebro-spinal fluid are a more precise 
guide than the clinical symptoms in antimeningococcic sero¬ 
therapy. This method gives good results in children as well 
as in adults, the doses of the serum being much the same 
-at all ages, except in babies. These doses have been as well 
tolerated by soldiers of 18 to 20 as by those of 30 to 40 years. 

Wine from a Psychological Point of View. 

Before the Academy of Medicine M. Ch. Fiessinger has 
spoken recently of the use of wine. Activating the internal 
secretions, wine, he said, stimulates the association of ideas 
«nd excites the affective states. Mental originality is more 
oonstantly renewed, he declared, and impulses of the heart 
-and of active goodness are more often in evidence, among 
moderate drinkers of wine (30 to 60 centilitres a day). 
Of the conditions which have fashioned the genius of the 
French mind the habitual use of wine has been, he thought, 
most important in a happy formation. M. Linossier re¬ 
marked that it might be dangerous to make before the 
-academy a eulogy of wine, which might be an excuse 
4or those who did not take small quantities. M. Maurice 
de Fleury said that for neurasthenic patients he had 
renounced giving wine owing to the results he was 
•obtaining, and that he had bscDme a partisan of the 
use of water alone. M. Fiessinger said, in reply to M. 
Linossier, that practising at Vichy, he saw especially large 
•drinkers of wine; and in answer to M. de Floury that 
neurasthenics are generally patients bearing wine very 
badly. If they take bismuth, the use of wine causes them 
chi inconvenience. 

May 30th. 

THE SERVICES. 


Royal Navy Medical Service. 

Deputy Surgeon-General D. J. P. McNabb has been 
Appointed Deputy Director-General, and Fleet-Surgeon J. F. 
Hall Assistant Director-General. 

The following appointments have been made :—Staff- 
Surgeon H. M. Braithwaite to Foresight, and Temporary 
Surgeon C. R. T. Thomson to Pembroke. 

Royal Army Medical Corps. 

A. J. Cleveland to be temporary Major whilst employed at 
the Norfolk War Hospital. 

Temporary Lieutenant J. H. Porter to be temporary 
Captain. 

J. W. Nunn to be temporary Honorary Captain whilst 
serving with No. 1 British Red Cross Hospital. 

Temporary Lieutenant S. G. Trail relinquishes his 
oommission. 

Canadian Army Medical Corps: Majors to be temporary 
Lieutenant-Colonels: E. G. Davis and E. J. Williams. To 
be temporary Lieutenant-Colonels: Lieutenant-Colonel 
W. A. Scott, A. W. Tanner, C. A. Peters, and S. W. 
Hewetson. To be temporary Majors: T. McLeask, A. T. 
Bazin, and F. H. Mayhood. To be Temporary Captains: 
Lieutenant C. A. Langmaid, Lieutenant L. L. Stauffer, 
C. H. C. Bell, C. D. Hewett, H. \V. Wadge, C. W. Johnston, 
A. A. Drinnan, J. T. Mulvey, H. H. Eyres, J. C. Tull, F. J. 
Tees, D. Waterston, A. Ross, G. O. Wood, C. G. Gunn, J. A. 
Reid, R. T. Washburn, H. G. Chisholm, A. W. Park, R. 
Sanson, J. J. Jamieson, A. Lawther, C. K. Dowson, D. B. 
Lazier, and L. B. Graham. 

Indian Medical Service. 

It was recently announced in the press that after the open 
competitive examination held last July for admission to the 
Indian Medical Service no similar examination would be 


held during the continuance of the war, but that such 
appointments as might be required to meet the absolutely 
indispensable needs of the service would be made by 
nomination by the Secretary of State. To assist him in 
making these'appointments, which, as already announced, 
will be limited in number to the absolutely indispensable 
needs of the service, Mr. Chamberlain has appointed a 
Selection Committee who will summon and interview such 
applicants as may appear to be prima facie suitable, and 
make recommendations for appointment. Applications for 
appointment should be addressed to the Secretary of the 
Military Department, India Office, 'Whitehall, S.W., and 
shouId contain concise particulars of the applicant’s medical 
degrees and career. Applicants must be over 2L and under 
32 years of age at the time of application. Particulars 
regarding pay,promotion, Ac., in the Service can be obtained 
from the Secretary, Military Department. 

The King has approved the promotion of the following 
officersCaptains to be Majors: C. C. C. Shaw, J. W. H. 
Babington, and A. S. M. Peebles. 

Special Reserve of Officers. 

Royal Army Medical Corps. 

J. A. Crawford and G. Morris, lieutenants on probation, 
are confirmed in their rank. 

Territorial Force. 

Army Medical Services. 

Lieutenant-Colonel (temporary Colonel) T. F. Dewar, from 
A.D.M.S., Central Force, to be A.D.M.S., Home Defence. 

Captain A. H. Hogarth, from Attached to Units other than 
Medical Units, to be D.A.D.M.S., Welsh Division, and 
Captain H. F. Wilkin, from Attached to Units other than 
Medical Units, to be D.A.D.M.S., Northumbrian Division. 

Royal Army Medical Corps. 

South Midland Mounted Brigade Field Ambulance: Lieu¬ 
tenant E. P. Dawes to be Captain. 

London Field Ambulance: Major A. W. French, from 
South Western Mounted Brigade Field Ambulance, to be 
Major. S. Henry to be Lieutenant. 

Northern General Hospital: Captain (temporary Major) 
L. R. Braith waite is seconded for duty with a General 
Hospital. Captain H. J. Macvean is seconded for duty with 
a General Hospital. 

Welsh Field Ambulance: Major T. Donovan to be tem¬ 
porary Lieutenant-Colonel whilst commanding a Field 
Ambulance. Lieutenant J. E. Dunbar to be Captain. 

London Sanitary Company: Lieutenant R. H. Murray to 
be Captain. N. Gebbie to be Lieutenant. 

East Lancs. Field Ambulance: Lieutenant (temporary 
Captain) F. Jeeves to be Captain. Lieutenant (temporary 
Ciyitain) W. P. Ferguson to be Captain. 

West Lancs. Division Sanitary Section : Lieutenant W. H. 
Hill to be Captain. 

South Midland Casualty Clearing Station: Captain C. F. 
Walters, from Southern General Hospital, to be Captain. 

Lowland Mounted Brigade Field Ambulance: Captain 
(temporary Major) R. Y. Andeison to be Major. 

Attached to Units other than Medical Units .—Captain 
A. C. O. Brown, from South Midland Mounted Brigade 
Field Ambulance, and Lieutenant W. E. Lee to be Captaina. 
To be Lieutenants: J. Fraser, J. Wilson, and J. F. Russell 
(late Lieutenant, Royal Welsh Fusiliers). 


VITAL STATISTICS. 


HEALTH OF ENGLISH TOWNS. 

IN the 96 English and Welsh towns with populations 
exceeding 50,000 persons at the last Census, 8440 births and 
4777 deaths were registered during the week ended Saturday, 
Mav 13th. The annual rate of mortality in these towns, 
which had been 16 4, 17 0, and 15-2 per 1000 in the three 
preceding weeks, further fell in the week under notice to 
14-4 per 1000 of their aggregate civil population estimated at 
17,312,295 persons for the year 1915. During the first six 
weeks of the current quarter the mean annual death-rate 
in these towns averaged 16*4, against 16 2 per 1000 in London. 
Among the several towns the death-rate during the week 
ranged from 5*5 in Eastbourne, 71 in Ilford, 7*4 in 
Wimbledon, 8*4 in West Bromwich, and 8*5 in Enfield and 
in Oxford, to 21*3 in Stoke-on-Trent, 21*7 in Oldham, 23*3 in 
Gateshead, 23*6 in Dudley, and 25*3 in Sunderland. 

The 4777 deaths from” all causes were 263 fewer than in 
the previous week, and included 352, which were referred 
to the principal epidemic diseases, against 431 and 383 in 
the two preceding weeks. Of these 362 deaths, 125 resulted 
from whooping-cough, 124 from measles, 48 from infantile 
diarrhasal diseases, 39 from diphtheria, 18 from Bcarlet 
fever, 7 from enteric fever, and 1 from small-pox. The 
mean annual death-rate from these .diseases w&b equal to 1*1 
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per 1000, and coincided with that recorded in the previous 
week. The deaths attributed to whooping-cough, which 
had been 146, 175, and 139 in the three preceding 
weeks, further fell to 125, and caused the highest 

annual death-rates of 1-4 in West Ham, in Southend-on- 
Sea, and in Warrington, 1*5 in Burnley, 1*8 in Sunder¬ 
land, and 1*9 in Lincoln. The deaths referred to 

measles, which had been 121, 119, and 120 in the three 
preceding weeks, slightly rose to 124; the highest recorded 
rates from this cause were 1*6 in West Ham, 1*8 in 

Tottenham, 2*2 in Grimsby, 2*5 in Stoke-on-Trent, and 4*1 
in Dudley. The fatal cases of diarrhoea and enteritis 

(among infants under 2 years), which had been 66, 60, and 59 
in the three preceding weeks, further declined to 48, and 
included 18 in London and 7 in Birmingham. The deaths 
attributed to diphtheria, which had declined from 65 to 
43 in the four preceding weeks, further fell to 39, of which 
9 occurred in London and 4 each in West Ham and Liver¬ 
pool. The deaths referred to scarlet fever, which had been 
z2, 24, and 27 in the three preceding weeks, numbered 18, 
and included 4 in London and 2 each in Birmingham, 
Coventry, and Liverpool. The 7 fatal cases of enteric fever 
were equal to the average in the earlier weeks of the quarter, 
but showed no excess in any individual town. The death 
from small-pox was registered in Cardiff. 

The number of scarlet fever patients under treatment in 
the Metropolitan Asylums Hospitals and the London Fever 
Hospital, which had declined from 1778 to 1594 at the end of 
the five preceding weeks, further fell to 1549 on May 13th ; 
167 new cases were admitted during the week, against 191, 
179, and 153 in the three preceding weeks. These hospitals 
also contained on May 13th 1240 cases of diphtheria, 
233 of measles, 227 of whooping-cough, 30 of enteric fever, 
and 1 of small-pox. The 1113 deaths from all causes in 
London showed a decline of 128 compared with the previous 
week, and corresponded to an annual death-rate of 13 5 
per 1000. The deaths referred to diseases of the respiratory 
system, which had steadily declined from 405 to 247 in the 
eight preceding weeks, further fell to 182 in the week under 
notice. 

Of the 4777 deaths from all causes in the % towns, 144 
resulted from violence, 324 were the subject of coroners’ 
inquests, and 1450 occurred in public institutions. The 
causes of 44, or 0*9 per cent., of the total deaths were 
not certified either by a registered medical practitioner or 
by a coroner after inquest. All the causes of death were 
duly certified in London and in its 14 suburban districts, in 
Sheffield, Leeds, Bristol, Hull, and in 58 other smaller towns. 
Of the 44 uncertified causes, 9 were registered in Birming¬ 
ham, 7 in Liverpool, 4 each in Stoke-on-Trent and Preston, 
and 2 each in Southend-on-Sea, Leicester, Manchester, 
Gateshead, and Tynemouth. 

In the 96 large English and Welsh towns with popula¬ 
tions exceeding 50,000 persons at the last Census 8810 births 
and 4673 deaths were registered during the week ended 
Saturday, May 20th. The annual rate of mortality in these 
towns, which had been 17 0, 15*2, and 14*4 per 1000 in the 
three preceding weeks, further fell in the week under notice 
to 14*1 per 1000 of their aggregate civil population, estimated 
at 17,312,295 persons for the year 1915. During the first seven 
weeks of the current quarter the mean annual death-rate in 
these towns averaged 16 0, against 15*8 per 1000 in London. 
Duringthe week the death-rate ranged from 40 in Swindon, 
6*0 in Hastings, 6‘5 in Ilford, 6*6 in Eastbourne, and 6 8 in 
Enfield, to 20*4 in Salford, 20*7 in Sunderland, 20 9 in St. 
Helens, 22*3 in Wigan, and 22*9 in Gateshead. 

The 4673 deaths from all causes were 104 below the number 
in the previous week, and included 352 which were referred to 
the principal epidemic diseases, against numbers declining 
from 431 to 362 in the three preceding weeks. Of these 352 
deaths, 128 resulted from whooping-cough, 103 from measles, 
62 from infantile diarrhceal diseases, 38 from diphtheria, 15 
from scarlet fever, and 6 from enteric fever, but notone from 
small-pox. The annual death-rate from these diseases was 
equal to 11 per 1000, and coincided with that recorded 
4n each of the two preceding weeks. The deaths 
attributed to whooping-cough, which had been 175, 139, 
and 125 in the three preceding weeks, slightly rose 
to 128, and caused the highest annual death-rates of 1*4 in 
Sunderland, 1*6 in Manchester, 1*8 in Acton, and 3-9 in 
Newport (Mon.). The deaths referred to measles, which 
had Been 119, 120, and 124 in the three preceding weeks, 
fell to 103; the highest recorded death-rates from this 
oause were 1*2 in West Ham, 1*4 in Stoke-on-Trent and 
in Salford, and 2T in Dudley. The fatal cases of diarrhoea 
and enteritis (among infants under 2 years), which had 
declined from 66 to 48 in the four preceding weeks, rose to 
62, and included 21 in London, 7 in Birmingham, 5 in 
Manchester, and 4 in Sheffield. The deaths attributed to 
diphtheria, which had declined from 65 to 39 in the five 
preceding weeks, numbered 38, of which 6 occurred in 
London and 4 in Liverpool. The deaths referred to scarlet 
fever, which bad been 24, 17, and 18 in the three pre¬ 
ceding weeks, fell to 15, and included 3 in Liverpool. 
The 6 fatal cases of enteric fever, of which 2 were registered 


in Preston, were slightly below the average in the earlier 
weeks of the quarter. 

The number of scarlet fever patients under treatment in 
the Metropolitan Asylum Hospitals and the London Fever 
Hospital, which had steadily declined from 1778 to 1549 at 
the end of the six preceding weeks, further fell to 1444 on 
Saturday last; 139 new cases were admitted during the 
week, against 179,153, and 167 in the three preceding weeks. 
These hospitals also contained on Saturday last 1225 cases of 
diphtheria, 214 of whooping-cough, 196 of measles, 32 of 
enteric fever, and 2 of small-pox. The 1098 deaths from 
all causes in London were 16 fewer than in the previous 
week, and corresponded to an annual death-rate of 13*3 
per 10C0. The deaths referred to diseases of the respiratory 
system, which had declined from 405 to 182 in the nine pre¬ 
ceding weeks, further fell to 160 in the week under notice. 

Of the 4673 deaths from all causes in the 96 towns, 152 
resulted from violence, 333 were the subject of coroners* 
inquests, and 1419 occurred in publio institutions. The 
causes of 36, or 0 8 per cent., of the total deaths were not 
certified either by a registered medical practitioner or by a 
coroner after inquest. AH the causes of death were duly 
certified in London and in its 14 suburban districts, in 
Sheffield, Leeds, Bristol, Bradford, Newcastle-on-Tyne, and 
in 63 other smaller towns. Of the 36 uncertified causes, 13 
were registered in Birmingham, 7 in Gateshead, 4 in 
Liverpool, and 2 each in Manchester and Preston. 


HEALTH OF SCOTCH TOWNS. 

In the 16 largest Scotch towns with an aggregate popula¬ 
tion estimated at 2,372,000 persons at the middle of this year, 
1188 births and 681 deaths were registered during the week 
ended Saturday, May 20th. The annual rate of mortality in 
these towns, which had steadily declined from 20*5 to 14*8- 
per 1000 in the six preceding weeks, rose to 15*0 per 1000 in 
the week under notice. During the first seven weeks of the 
current ciuarter the mean annual death-rate averaged 16*9, 
against 16*0 per 1000 in the large English towns. Among the 
several towns the death-rate during the week ranged from 
6*1 in Falkirk, 6*9 in Clydebank, and 8*7 in Motherwell, to 
17*8 in Kirkcaldy, 18*7 in*Ayr, and 24*4 in Perth. 

The 681 deaths from all causes were 8 in excess of the 
number in the previous week, and included 53 which 
were referred to the principal epidemic diseases, against 
57 and 56 in the two preceding weeks. Of these 53 deaths, 
25 resulted from measles, 17 from whooping-cough, 4 each 
from scarlet fever and infantile diarrhoeal diseases, and 
3 from diphtheria, but not one from enteric fever or from 
small pox' The annual death-rate from these diseases waa 
equal to 1*2, against 1*1 per 1000 in the large English 
towns. The deaths attributed to measles, which had 
been 28, 27, and 32 in the three preceding weeks, fell 
to 25, and included 21 in Glasgow and 2 in Paisley. 
The deaths referred to whooping-cough, which had 
been 11 in each of the three preceding weeks, rose 
to 17, of which 8 were recorded in Glasgow and 2 in 
Kirkcaldy. The fatal oases of scarlet fever, which had been 
10, 5, and 9 in the three preceding weeks, fell to 4, and 
included 2 in Glasgow. The deaths of infants (under 2 
years) from diarrhoea and enteritis, which had been 11, 12, 
and 4 in the three preceding weeks, were again 4 last week, 
but showed no excess in any town. The 3 fatal cases of 
diphtheria were 3 below the average in the earlier weeks of 
the quarter, and were registered in Glasgow, Paisley, and 
Perth respectively. 

The deaths referred to diseases of the respiratory system* 
which had been 159, 103, and 103 in the three preceding 
weeks, rose to 106 in the week under notice, but were 11 
below the number registered in the corresponding week of 
last year. The deaths from violence numbered 19, against 
29 and 31 in the two preceding weeks. 


HEALTH OF IRISH TOWNS. 

In the registration area of Dublin 293 births and 235 death* 
were registered during the week ended Saturday, Mav 20th. 
The deaths corresponded to an annual rate of 30 0 per 1000, or 
excluding the 47 deaths resulting from the recent disturb¬ 
ances to 24 0, against 13*3 in London and 15 9 per 1000 in 
Glasgow. 

Of the 235 deaths of all ages, 32 related to infants under 
1 year and 43 to persons aged 65 years and upwards. The- 
deatbs from the principal epidemic diseases numbered 14, of 
which 5 were referred to measles, 4 to infantile diarrhoea) 
diseases, 3 to enteric fever, and 1 each to whooping-cough 
and diphtheria. 

The causes of 27 deaths were uncertified, while 9 others, 
were the subject of coroners’ inquests; 89 deaths occurred 
in public institutions. 

During the same period 217 births and 129 deaths were 
registered in the city of Belfast. The deaths were eqruri 
to an annual death-rate of 16*7, or 0*5 per 1000 below that 
recorded in the previous week, and included 16 of infante 
under 1 year and 22 of persons aged 65 years and upwards. 
The deaths from the principal epidemic diseases numbered 
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17, of which 9 resulted from whooping-cough, 3 from measles, 
2 each from scarlet fever and infantile diarrhoea and 1 
from enteric fever. 

The causes of 2 deaths were uncertified and 5 others were 
the subject of coroner’s inquests, while 30 occurred in public 
institutions. 


VITAL STATISTICS OF LONDON DURING APRIL, 1916. 

In the accompanying table will be found summarised 
complete statistics relating to sickness and mortality in 
the City of London and in each of the metropolitan boroughs. 
With regard to the notified cases of infectious diseases, it 
appears that the number of persons reported to be suffer¬ 
ing from one or other of the 10 diseases specified in 
the table was equal to an annual rate of 5*3 per 1000 
of the civil population, estimated at 4,310,030 persons; in 
the three preceding months the rates were 6*5, 6 0, and 
5-6 per 1000 respectively. The lowest rates last month 
were recorded in Kensington, Stoke Newington, Hoi born, 
the City of London, Camberwell, and Lewisham; and the 
highest'rates in Hampstead, Finsbury, Shoreditch, Bethnal 
Green, and Stepney. The prevalence of scarlet fever 
showed a further decline from that recorded in other 
recent months; among the several metropolitan boroughs 
this disease was proportionally most prevalent in Hampstead, 
St. Pancras, Finsbury, Shoreditch, Bethnal Green, and 
Stepney. The Metropolitan Asylums Hospitals contained 
1608 scarlet fever patients at the end of last month, 
against 2157, 1956, and 1735 at the end of the three 
preceding months; the weekly admissions averaged 190, 
against 249, 210, and 203 in the three preceding months. 
Diphtheria also was again less prevalent than it had been 
in other recent months; the greatest proportional pre¬ 
valence of this disease was recorded in Chelsea, 
Finsbury, Shoreditch, Bethnal Green, and Stepney. The 
number of diphtheria patients under treatment in the 
Metropolitan Asylums Hospitals, which had been 1538 and 
1417 at the end of the two preceding months, had further 
declined to 1331 at the end of last month ; the weekly admis¬ 
sions during the month averaged 149, against 198 and 160 in 
the two preceding months. Enteric fever was slightly more 
prevalent in April than it had been in March ; of the 33 


cases notified during the month, 5 belonged to Hacknev, 
4 to St. Pancras, and 3 each to Stepney and Woolwich. 
There were 39 enteric fever patients under treatment in 
the Metropolitan Asylums Hospitals at the end of last 
month, against 50 and 46 at the end of the two preceding 
months; the weekly admissions averaged 7 last month, ana 
corresponded with the weekly average for each of the three 
preceding months. Erysipelas was proportionally most 
revalent in St. Marylebone, Hackney, Finsbury, Shore- 
itch, Bethnal Green, Southwark, and Bermondsey. The 
25 cases of puerperal fever notified during the month 
included 5 in Lambeth, 4 in Kensington, and 2 each in 
Fulham, Wandsworth, and Woolwich. The 77 cases of 
cerebro spinal meningitis included 10 in Lambeth, 8 in 
Stepney, 7 in Islington, and 4 each in Hampstead, Finsbury, 
Southwark, and Battersea ; the 2 cases notified as polio¬ 
myelitis belonged respectively to St. Pancras and Islington. 

I’he mortality statistics in the table relate to the deaths of 
persons actually belonging to the several boroughs, the deaths 
occurring in institutions having been distributed among 
the boroughs in which the deceased persons had previously 
resided. During the four weeks ending April 29th the deaths 
of 5689 London residents were registered, equal to an annual 
rate of 17'2 per 1000, against 18-1 per 1000 in the preceding 
month. The death-rates last month ranged from 12-3 in 
Hampstead, 12-7 in the City of London, 13 8 in Wandsworth, 
14 3 in Lewisham, 15*5 in Lambeth, and 15*6 in Woolwich, 
to 191 in Kensington, 19 2 in Islington, 201 in Chelsea, 
20 6 in Holborn* 210 in Finsbury, 217 in Southwark, and 
25 0 in Shoreditch. The 5589 deaths from all causes included 
376 which were referred to the principal infectious diseases; 
of these, 102 resulted from measles, 18 from scarlet fever, 
50 from diphtheria, 141 from whooping-cough, 2 from enteric 
fever, and 63 from diarrhoea and enteritis among children 
under 2 years of age. The 102 deaths from measles showed 
a decline of 160 from the corrected average number in the 
corresponding weeks of the five preceding years; this disease 
was proportionally mo3t fatal last month in Hammer¬ 
smith, Islington, Shoreditch, Stepney, Poplar, Deptford, 
and Greenwich. The 18 cases of scarlet fever were 
equal to the corrected average number, and included 
3 in CamberweW, and 2 each in Shoreditch, Stepney, 


ANALYSIS OF SICKNESS AND MORTALITY STATISTICS IN LONDON DURING APRTL, 1916. 


{Specially compiled for The Lancet.) 
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8onthwark, and Wandsworth. The 50 deaths from diph¬ 
theria were 11 in excess of the corrected average number. 
The greatest proportional mortality from this disease was 
recorded in Hammersmith, Poplar, and Greenwich. The 
141 deaths from whooping-cough were 8 above the corrected 
average number, the highest death-rates from this disease 
being recorded in Islington, Shoreditch, Bethnal Green, 
Poplar, Southwark, and Woolwich. The 2 deaths from 
enteric fever were 4 below the corrected average number, 
and belonged to Islington and Woolwich respectively. The 
63 deaths from diarrhoea and enteritis among children under 
2 years of age were equal to the corrected average number; 
the greatest proportional mortality from this cause was 
recorded in Paddington, the City of Westminster, Finsburv, 
Shoreditch, Bethnal Green, Poplar, and Southwark. In 
conclusion, it may be stated that the aggregate mortality 
in London last month from the principal infectious diseases 
was 27*8 per cent, below the average. 


(Dbitaarg. 


ARNOLD WILLIAM WARRINGTON LEA, B.Sc. Vict., 
M.D., B.S. Lond., F.R.O.S. Eng., 

CONSULTING SURGEON, NORTHERN HOSPITAL FOR WOMEN AND CHILDREN, 
MANCHESTER, ETC. 

Dr. Arnold Lea, who died at Manchester on May 7th, in 
his forty-ninth year, was the eldest son of Mr. Edward 
Lea, of Sandbach. Educated at Parkhurst School, Buxton, 
he had a brilliant career as a medical student at the Owens 
College, Manchester, obtaining two gold medals in the 
London M.B. examination and honours in the B.S. Later on 
he took his degree as doctor, became a Fellow of the Royal 
College of Surgeons of England, and graduated in science 
in the Victoria University. After holding resident appoint¬ 
ments in Manchester and at the Queen Charlotte’s Hospital, 
London, he was appointed lecturer on midwifery and diseases 
of women at the Owens College, and soon after was elected to 
the honorary staff of St. Mary’s Hospitals and of the Northern 
Hospital for Women and Children in Manchester. 

Holding these public appointments Arnold Lea rapidly 
acquired an extensive consulting practice and took a leading 
part in the gynaecological world. He published a large 
number of papers connected with his special work, the 
most important being a monograph on “ Puerperal Infection ” 
published in 1910. It is probable that the long hours and 
the lack of sleep associated with the production of this book 
in the midst of a busy surgical practice were contributory 
factors to the serious organic nervous disease which finally 
proved fatal. 

It may be truly said that Arnold Lea's chief interest in 
life was his work, which was to him his hobby. Not very 
keen on the usual outdoor sports, although in his earlier 
professional days he was devoted to rock climbing in 
Switzerland and our own Lake district, he yet had many 
interests outside his work. Sociology, literature, and 
travelling always appealed to him, and his scanty leisure was 
generally spent on the continent exploring new countries 
and gaining fresh experiences. He possessed to a marked 
degree the faculty of friendship, and to a wide circle of 
practitioners who sought his assistance he was much more 
than the specialist—he was a friend and a brother. He 
married in 1913 Miss Lillias Thompson McTaggart. 

An intimate friend writes of him “ Before the cloud 
settled down over his personality during the last year or two 
of his life the friendship of Arnold Lea was a precious thing. 
In him the springs of character welled up pure and strong, 
and hence came the impulse of his thirst for knowledge and 
passion for action in all the varied fields of his mind and 
work. It is difficult now to recall how many and varied 
those interests really were, and how in some fashion or other 
the interest was never suffered to exhaust itself in mere 
thought but always issued in appropriate action, whether in 
the formation of a new society, as the University Sociological 
Society, or in his consideration for the feelings and even the 
weaknesses of others. His was a delightful social personality, 
abounding in talk of all kinds, incident, anecdote, argument, 
and a rich fund of humour underlying all and ever comiDg 
to the surface even in serious talk, and including the ability 
to laugh heartily at himself. Of more serious things, James's 
* Religious Experiences’ appealed strongly to his pene¬ 
trating mind, in which difficulties were realised clearly 
enough, though he never doubted that natural forces were 
ever} where subservient to supernatural.” 


Cffmspffnfomt. 

"Audi alteram partem." 


METEOROLOGY AND MEAN SOLAR TIME. 

To the Editor of The Lancet. 

Sir,—I n accordance with the provisions of the Summer 
Time Act Greenwich mean time will continue to be used for 
all meteorological observations and publications, so that no 
discontinuity will be caused during the period when summer 
time is in force. But besides the observations which are 
made by regular observers many meteorological phenomena 
of various kinds are from time to time recorded or reported, 
and it is highly desirable that there should be no ambiguity 
in these reports which are often of much interest and 
importance. The Council of the Royal Meteorological 
Society desire to draw attention to the necessity of stating 
precisely the time of occurrence in all such cases and 
whether the times quoted refer to Greenwich mean time or 
to summer time, since the omission of this information may 
render the record of the phenomenon useless for meteoro¬ 
logical purposes. 

Such occasional observations form a valuable addition to 
those which are made at the permanent observing stations 
and supplement them usefully; it is therefore essential 
that they should be recorded with precision. 

I am, Sir, yours faithfully, 

H. G. Lyons, 

May 19th, 1916. President, Royal Meteorological Society. 


SOME PERFORATIONS AT OR NEAR THE 
PYLORUS: 

NOTES of a case which occurred in a battle¬ 
cruiser in the north sea. 

To the Editor of The Lancet. 

Sir,—M r. W. H. Battle's interesting and important obser¬ 
vations on this subject, published in The Lancet of 
April 29th, prompt me to send you the following notes:— 

On Oct. 1st, 1914, a single man, aged 31, a private, R.M.A., 
joined H.M.S. New Zealand. He was seen in the sick-bay the 
B&me day, in the ordinary routine of the ship, and as he was 
obviously ill he was at once put on the sick list and turned 
in in the bay. He was very emaciated, and the superficial 
veins of his legs and abdomen were dilated. He gave a long 
history of abdominal pam and of vomiting directly after 
meals. These attacks occurred about every six weeks and 
lasted three or four days. He had one attack of hosmatemesis 
two years before. He was a teetotaler. Between Oct 1st and 
5th he had slight abdominal pain, bat was otherwise fairly 
comfortable in his bunk. The ship was now at sea engaged 
in battle practice with the rest of the battle-cruiser 
squadron. It was decided to send the man ashore to 
hospital directly on our return. On Oct. 5th, at 10 a.m., he 
vomited two pints of cocoa which he had taken at 7 a.m., and 
a third pint was vomited at 1 p.m. The sea was not rough. 
The upper part of his abdomen was tender and resistant. 
The liver dullness was normal. No enlarged glands were 
detected. The heart, lungs, and urine were normal. It was 
considered that he had a carcinoma of his pylorus. He was 
extremely emaciated and ill, and it is a remarkable thing 
that he so escaped medical observation as to be sent to join 
the ship. On Oct. 6th, at 6 p.m., sudden very violent pain in 
the abdomen seized him as he lay quietly in his bunk. He 
was in agony, dripping with perspiration. Ruptured stomach 
was diagnosed and operation determined upon. No further 
examination was attempted at the moment. At 7 p.m. he was 
still in extreme pain, in spite of morphine, and a little chloro¬ 
form was administered. At 7.30 p.m. we were ready to 
operate. A rapid examination at this time demonstrated 
abolition of liver dullness, and movable dullness in the flanks 
was determined. Laparotomy through a mid-line incision 
above the umbilicus was performed. Gas and stomach 
contents escaped from the peritoneal incision. The extreme 
pyloric end of the stomach was found to be enormously hyper¬ 
trophied, being considerably larger than a golf ball and of 
almost cartilaginous consistence. In the front of this mass 
and towards the lesser curvature was a rupture one and a 
half inches long. The walls of the cleft were nearly half an 
inch thick. The stomach was not particularly dilated. There 
were many adhesions between the liver and the mass. A probe 
passed through the rent entirely failed to enter the pyloric 
canal. No enlarged glands were detected, but it was still 
considered that we were dealing with malignant disease. 
The rent was brought together with mattress sutures, with 
purse-string sutures superimposed. The difficulties .were 
considerable. Posterior gastro-jejunostomy was abandoned 
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after the stomach had been brought through the transverse 
meso colon, as much because we had no proper clamp as 
becauseof thepatient’scondition. Staff-Surgeon J.Il. A. Clark- 
Hall, who was giving the ether, and giviug it very ably, con¬ 
sidered that no time should be lost in closing the abdomen. 
This was done as rapidly as possible, a tube being passed 
down to the site of rupture. A second tube was passed 
through a stab incision into the pelvis. Owing to an over¬ 
sight, only straight needles could be found, and these only 
were used throughout! The Fowler position was adopted, 
and rectal salines administered. On Oct. 7th salines and 
nutrients were given alternately by enema every two and a 
half hours. On Oct. 8th there was* some hiccough, but the 
general condition was good. The Admiral had been unable 
to send the ship back to the base, as we had urged on 
Oct. 6th, and now we had to decide whether we should carry 
on with our gastro-jejunostomy. It will be recalled that we 
had failed to find any opening into the pyloric canal from the 
stomach. On Oct. 9th the man vomited three-quarters of a 
pint of very acid bile-stained fluid. 

On Oct. 10th his condition was so satisfactory when I took 
him on board the Rohilla that I had some slight difficulty in 
persuading Staff-Surgeon T. C. Litler Jones, R.N.V.R., to 
operate further. I gained my point, however, possibly by 
urging that I had forgotten to sew up the hole which 
was made in the transverse meso-colon. Anterior gastro¬ 
jejunostomy through a lateral incision was performed that 
afternoon, and we were able to see that there were no traces 
whatever of peritoneal infection, and also that the mass 
alluded to above had diminished to about half its former 
size. The site of the rupture was entirely satisfactory. The 
incisions, upper and lower, were closed. I did not see the 
man again, but Staff-Burgeon Litler Jones wrote Baying that 
he died on Oct. 15th. The necropsy showed no evidence of 
general peritonitis, as I understand him, but there was a 
“ pelvic abscess.” 

I am indebted to Fleet-Surgeon C. H. Rock, R.N., for 
much kindness in connexion with this case and the opera¬ 
tion. It will be admitted that efficient work in preparing 
for grave operations at sea daring war, and able nursing 
afterwards, redound very greatly to the credit of the sick- 
berth staff, and also to the organising qualities of the senior 
medical officer.—I am, Sir, yours faithfully, 

Hildred Carlill, M.A., M.D. Cantab., &c., 
Temporary Surgeon, R.N.; Neurologist. Royal Naval Hospital, Haslar. 


THE INFLUENCE OF SEASON UPON THE 
BIRTH-RATE. 

To the Editor of The Lancet. 

Sib,—A t a meeting of the Historical Section of the 
Royal Society of Medicine in December last Dr. Raymond 
Crawfurd, dealing with superstitions concerning menstrua¬ 
tion, 1 discussed the influence of season upon the sexual 
functions of the human species. He showed some evidence 
for the view that there was originally a single sexual 
season in the year, comparable to that of the pairing of 
many animals, and that this had been extended under the 
operation of civilisation and domesticity until little variation 
during the 12 months was left. 

The returns of births should illustrate this point. By 
the courtesy of the Registrar-General’s Superintendent of 
Statistics I have obtained some information of interest. The 
statistics of births in England and Wales are, unfortunately, 
of but little use for this purpose on account of the delay, up 
to six weeks, allowed by statute prior to registration ; more¬ 
over, they are only tabulated for the quarters of the year. 
The returns of other European countries in which prompt 
registration is exacted—I am told that the limit in France is 
three days—are of more value, and they are given in some 
fulness in the admirable French official report, “Statistique 
Internationale du Mouvement de la Population” (Paris, 
vol. ii., 1913). These returns generally agree in showing an 
excess of births above the average in the early months 
of the year, especially in February and March. The number 
falls during the summer, but there is a curious rise in most 
countries for the month of September ; after this it declines 
sharply to the lowest point, which is commonly reached in 
November, and then rises again to reach the maximum point 
early in the following year. The extent of the variations 
differs much in different lands ; thus, generally speaking, 
they are slight, that is, the number of births is more 
uniform throughout the year, in northern civilised countries, 
such as Scandinavia, France, and Germany; whilst the 
variations are larger, showing a marked seasonal curve, in 
the south and east of Europe—in Spain, for instance, 
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and the Balkan States. Looking back over the records 
of 30 or 40 years, one notes a general tendency 
for the variations to become less and the curve to 
become more uniform. The following countries may be 
taken in illustration. In each case the months of lowest 
and highest birth registrations are given, the figures stated 
being proportional to the mean monthly number taken as 
1000 ; the period chosen comprises the years 1906-10. 

Germany... 952 (Nov.) ... 1046 (March) 

Sweden ... 946 (Nov.) ... 1074 (Sept.) 

France ... 924 (Nov. and Dec.) ... 1090 (March) 

Italy. 919 (June and Dec.) ... 1120 (Feb.) 

Japan. 741 (June) ... 1392 (March) 

Serbia ... 584 (Deo.) ... 1336 (Feb.) 

The greater influence of season in states of less advanced 
civilisation or of warmer climate is apparent from these 
figures. The conceptions corresponding to the births will 
have taken place about nine months earlier. We find, there¬ 
fore, a period from April to July, especially May and June, 
when conceptions were more frequent in all countries, 
together with a second rise in frequency in the month of 
December. The former period is that of the spring and early 
summer, when under the influence of increased sunlight and 
warmer temperature organic life of all kinds is more active. 

Two factors in the returns should receive some separate 
notice—the influence of season on marriages and on illegiti¬ 
mate births respectively. With regard to the former, the 
number of marriages registered reaches a maximum in many 
countries about April or May. In other lands the infiuenoe 
of religious prescription completely alters the ouxve, 
certain festal seasons of the year having become chosen by 
long custom for the solemnization of the rite. In Serbia, 
where this is perhaps most strongly rooted, there were in tbe 
years 1906-10 but four marriages in December, in proportion 
to 3660 in November. In countries where religious festivals 
have less place the curve for marriages follows in a general 
way that for births, and, like it, has tended to show less 
and less variation from a uniform mean as time has gone 
on. The returns of illegitimate births show seasonal varia¬ 
tions similar to those of the total births, but they are more 
strongly marked. It is easy to understand that conceptions 
which are the result of unregulated impulses are the more 
likely to vary with seasonal conditions. The proportion of 
illegitimate births is, of course, much larger in some 
countries than in others; where such births are numerous 
they exaggerate the seasonal curve of the total births. The 
greater number of births in the month of September, that is, 
of conceptions in December, remains to be accounted for, 
and it is attributed with much probability to the Christmas 
season. The September rise is especially high in Sweden, 
Norway, and Germany, where Christmas festivities are much 
observed. 

As to the influence of civilisation, Is there a well-marked 
sexual season among savage peoples? Dr. Crawfurd made 
some references to the Esquimaux and to the natives of 
Queensland, indicating that such a season had been observed 
among these tribes in the spring. Prinzing has entered 
with much care into the subject in his “Handbuch der 
Medizinischen Statistik ” (1906), and states that no distinct 
pairing time is found in uncivilised races, although they show 
the same seasonal variations found in the civilised, and to a 
much greater degree. Frinzing’s summaries of births for 
each month in the year, compiled from the returns of many 
countries over a period of more than 70 years, agree sub¬ 
stantially with the French tables already quoted in the 
general curve displayed. 

It is to be regretted that in England and Wales we are 
still behind the other nations in our slack method of register¬ 
ing births. There seems to be no reason why this should 
not be speeded up by an amending statute. Tbe returns 
of births registered in the four quarters of the year 
since 1838, as published in the last annual report of 
the Registrar-General, show the following features. At first 
the maximum number was recorded in the first quarter, 
indicating a majority of conceptions in the second quarter, 
April to June. As the years went on the maximum was 
shifted on to the two next quarters, where the latest returns 
place it, indicating the more frequent conceptions in the two 
later quarters, or, allowing for delay in registration, from 
June to November. Had we details for tbe several months 
we might see some probable explanation. The steady 
diminution in the number of illegitimate births may affeot 
the results shown. These births wens in England and 
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Wales, in 1870-72, in the proportion of 17 annually to 1000 
unmarried and widowed females of ages 15 to 45 years; in 
1900-10 the proportion had fallen to 8 1. 

The subject of seasonal influence on the birth-rate has not 
escaped the attention of statisticians from the time of 
Moreau (1778) onward ; Bertillon is amongst those who have 
written upon it. Upon the whole the evidence makes it 
probable that man, or his ancestor, had once a single pairing 
season in the spring of the year, and that in process of ages 
under the conditions of civilisation and domesticity the 
sexual activities became independent of season. These 
activities still show marks of the influence of the seasons, 
marks which are stronger in the case of less civilised nations, 
in warmer climates, and outside of wedlock ; and slighter 
in the case of the more civilised, in colder temperatures, and 
amongst the married —I am, Sir, yours faithfully, 

Oevonabire-place, W., May 16th, 1916. R. HlNGSTON FOX. 


TARTAR EMETIC IN THE TREATMENT OF 
CEREBRO-SPINAL FEVER. 

To the Editor of The Lancet. 

Sir,—T he publication by Sir Leonard Rogers of his success 
in kala-azar by the intravenous injection of tartar emetic led 
me to think that it might be useful in cerebro-spinal fever 
also. Half a grain administered in two cases here has pro¬ 
duced very beneficial results. A daily remitting temperature, 
which, as is so often the case, had existed for some weeks, 
fell to normal in 60 hours, and has remained so, and head¬ 
ache has disappeared, with much of the vertebral stiffness 
removed. Two other cases appear to be going in the same 
direction. I write this thus early in the experiment in hopes 
that others may try the remedy while cases are still available. 

I am, Sir, yours faithfully, 

Sheffield Neaye, 

Ipswich, May 23rd, 1916. Temporary Captain, B A.V.C. 


TYPHOID FEVER OR WHAT? 

To the Editor of The Lancet. 

Ste,—Whether typhoid fever or not, the case to which 
the following note refers was in some respects so anomalous 
sb to appear worthy of a brief record. 

The patient, an active business man, aged 43, after 
partaking of jugged hare at a restaurant on Jan. 4th last, was 
unable to get the taste out of his mouth for several days. 
On Jan. 12th he felt seriously unwell and had a slight rise of 
temperature. From Jan. 12th to Jan. 26th the symptoms 
were those of a moderately severe case of typhoid fever, with 
evening temperatures gradually rising to 104', morning 
remissions of from 1° to 2°, four or five loose motions 
daily, and occasional muttering delirium. The eruption, 
which almost completely covered the abdomen between 
Jan. 22nd and Jan. 26th, was more acuminated than is usual 
in typhoid fever. The headache was more severe than 
I remember ever to have known it in typhoid, and 
the blood gave a negative Widal reaction on Jan. 24th. 
During the period of maximum severity from Jan. 26th to 
Jan. 30th—whilst there was deep coma, subsultus tendinum, 
laboured breathing, and profuse perspirations—the bowels 
were constipated, requiring active aperients, and the urine 
contained large quantities of albumen. No additional spots 
came out at this time or afterwards. Tested on Jan. 29th, 
the blood again gave a negative Widal reaction. Defer¬ 
vescence began on Jan. 30th and went on steadily, though 
interrupted once or twice by rises of temperature caused by 
rather extensive sloughing over the sacrum. The blood 
reaction was negative to Widal’s test on Feb. 3rd and to 
paratyphoids A and B on Feb. 9th. 

As regards diagnosis, a well-known hospital physician, who 
saw the case on Jan. 22nd, thought that at that time every¬ 
thing pointed to typhoid fever. On Feb. 9th, although 
not, I think, very fully informed as to the course of events 
in the interval, he wrote that, “ notwithstanding the 
negative results of the tests, he supposed it must have been 
typhoid fever.” Till Jan. 28th I regarded it as a pretty 
obvious case of typhoid. After that date, without, perhaps, 
being able fully to account for my change of view, I con¬ 
sidered the illness almost certainly not typhoid. Were we to 
adopt the latter view provisionally we' might attribute the 
eruption to the large doses of potassium bromide which the 
patient had been having for the relief of headache, though it 
te difficult to understand why, if so caused, the spots did not 
appear on the face as well as on the body. 

I am, Sir, yours faithfully, 

London, May 8th, 1916. L B. M. 


THE GENERAL COUNCIL OF 
MEDICAL EDUCATION AND 
REGISTRATION. 

Tuesday, May 23rd. 

The Council began its summer session at its new offices, 
44, Hallam-8treet, W., on Tuesday, May 23rd, Sir Donald 
MacAlister, the President;, being in the chair. 

New Memberi. 

The following new members were introduced and took 
their seats:—Professor H. Harvey Littlejohn, M.B. (as 
representative for the University of Edinburgh), Professor 
Johnson Symington (as representative of the Queen’s Univer¬ 
sity of Belfast), and Professor Andrew Francis Dixon, M.B., 
Sc.D. (as representative of the University of Dublin). 

President's Address. 

The President, in his address, commented upon the new 
premises in H&llam-street, where he said the work of the 
Council would be thriftier as well as handier, and regretted 
the death of Sir William Turner before the transfer, in 
which he took so deep an interest, was completed. At this 
point Sir Donald MacAlister presented to the Council a bust 
of his distinguished predecessor, the original for the marble 
in the Anatomical Museum at Edinburgh by Mr. Herbert 
Hampton. 

The President then referred sympathetically to the death of 
Sir Charles Bent Ball and regretted the retirement of Sir 
William Whitla, while welcoming to the Council Professor 
Dixon and Professor SymiDgton in their stead, and Professor 
Harvey Littlejohn in the room of Sir Thomas Fraser. He 
reported also that the General Registrar was still absent on 
military duty and had been promoted to the rank of Lieutenant- 
Colonel, while his work was being most ably discharged by 
Mr. A. J. Cockington as Acting Registrar. He continued :— 

The necessary demands of these services for qualified 
medical officers continue to put a severe strain on the 
resources of the profession. The Central and Local Com¬ 
mittees, which have now been established in the three 
kingdoms and recognised for recruiting purposes by the 
military authorities, are actively engaged in endeavouring to 
meet these demands, and at the same time to leave a fair 
provision for the medical needs of the civil population. The 
task is not easy. It calls for much careful consideration of 
individual persons, places, and circumstances. This could 
hardly be given under any general scheme of conscrip¬ 
tion or by any but professional committees in touch 
with practitioners throughout the country. The value 
of the work already done by these committees is acknow¬ 
ledged by the War Office and the Admiralty. The greater 
the support and confidence extended to them by the pro¬ 
fession, the better they will be able to carry through their 
important operations for the good of all. 

It had been expected that in 1915, the first complete year 
since the war began, the number of practitioners added to 
the Register, and available for military or civil work, would 
show a perceptible decrease. The expectation would probably 
have been realised but for the decision to recall from the 
combatant ranks medical students of the senior years, and 
but for the establishment of reciprocity with the Dominions 
and with Belgium. In the result it came out that the number 
of registrations in 1915 was 1526, or 354 in excess of the 
average (1172) for the preceding five years. Of the whole 
number, 181 appear in the Colonial List and 88 in the 
Foreign List. 

The question of maintaining, in this and in future years, a 
supply of newly qualified practitioners, sufficient for the needs 
of the country, continues to engage the attention of the 
military authorities and of the Council. The calling-up of 
junior medical students, under the successive systems 
of recruiting, has undoubtedly given rise to some anxiety. 
Inquiries were accordingly made, at the instance of Lord 
Derby, as Director-General of Recruiting, in order to ascer¬ 
tain the facts of the situation. From returns obtained by 
the Council last January, it appeared that the number of 
students who during 1915 began medical study in the various 
professional schools and teaching institutions was 1935. The 
number of first-year women students was 456. The number 
of second-year students was 1020. The average annual 
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entry of first-year students registered daring the preceding 
five years was 1441. In 1915 there were thns nearly 500 
first-year medical students in excess of the average annual 
number registered in the preceding five years. 

At the beginning of the present year the number of first- 
year students in actual attendance on instruction at medical 
schools (apart from teaching institutions) was ascertained to 
be 1626. The expected depletion of students, as compared 
with normal years, had thus been more than compensated 
by new entries, and if things remained as they were, the 
position four years hence would not be unsatisfactory. 
It was thought advisable, however, to recommend that 
exemption from military service, already conceded to 
fourth-year, and fifth-year students, should be extended 
to third-year students who showed their proficiency in 
the earlier subjects of the curriculum by passing a third- 
year professional examination in March or April, at the end 
of the winter session. An Order to this effect was accordingly 
issued from the War Office. Lord Derby then asked the 
Executive Committee to appoint a small committee, including 
two representatives nominated respectively by the President of 
the Board of Education and the Secretary for Scotland, for 
the purpose of watching the general situation as regards 
Great Britain, and reporting upon it to him as Director- 
General of Recruiting. In view of the fact that under the 
attestation and the compulsory systems many of the medical 
students of 1915 would by April have been called from their 
studies, Lord Derby further requested that returns should be 
obtained of the numbers belonging to each of the five years 
who were in actual attendance on professional courses of 
instruction at the beginning of the present summer session. 
The replies to my inquiries on this head, for which I have to 
thank the authorities of the schools of medicine and teach¬ 
ing institutions, were returnable on May 18th. They are 
not yet complete, and they have not been fully analysed. 
But the Council will be interested to learn that so far as 
they go they give the following resultsStudents still 
pursuing their professional studies in May, 1916 : First year, 
1800 ; second year, 950 ; third year and fourth year, 1750 ; 
final year, 950. The expected depletion is most marked in 
the third-year and fourth-year group. Owing to the Order 
I have mentioned, many third-year students are reckoned 
with fourth-year students for recruiting purposes, and the 
group cannot readily be divided. Your Committee propose 
to call Lord Derby's attention to this group, as its present 
depleted condition indicates that a shortage of newly 
qualified practitioners may be expected by the end of the 
year 1918. 

The representations made to the Government on your 
behalf respecting the Scottish Midwives Bill were effective. 
The Bill, which was properly regarded as an emergency 
measure, became law on Dec. 23rd, 1915. The Scottish Board 
has since been duly constituted, and the first set of rules for 
the enrolment of midwives has, after submission to the 
Executive Committee, been approved by His Majesty in 
Council. 

Revised rules, framed by the Central Midwives Board 
under the English Act with a view to the better training and 
supervision of certified mid wives, will be submitted to the 
Eoglish Branch Council during the present session. They 
indicate that the policy of the Central Board is progressive, 
and that its aim is to increase the efficiency of midwives. 
In the present emergency the responsibilities of these women 
must necessarily become greater, and it is the more imperative 
that the State and the profession should take steps to ensure 
their entire fitness. That some practitioners have not jet 
realised their duty with respect to the operations of women, 
who are not certified as fit to attend mothers in childbirth, is 
strongly suggested by cases brought before you at the last and 
at the present session. The Council wiU doubtless be pre¬ 
pared to consider whether the time has not come to issue a 
special warning notice on this subject. 

In Scotland an important legal precedent has been estab¬ 
lished by a decision, on p.ppeal, of the Court of Session. A 
limited company carries on in Edinburgh an objectionable 
form of unqualified practice under the style of the “Dr. 
Temple Company.” The Royal College of Physicians, with 
Dr. Norman Walker, its treasurer, has succeeded in 
obtaining a perpetual interdict against the company, 
restraining it from using the word “Dr.” and so pre¬ 
tending to the public that it possessed some medical title 
to practise. The Royal College has thus vindicated 


its claim to intervene for the protection of the people 
of Edinburgh against a gross form of imposition. Company 
law and administration in England have hitherto failed 
to check similar abuses. The civic spirit of the Royal 
College merits our cordial recognition, and its success may 
well encourage other corporations to re-examine their powers 
in respect of the medical interests of the public. In another 
Scottish court a pretender to medical qualifications who 
attempted to obtain money by falsely assuming a medical 
title has been sentenced to three months’ imprisonment, 
apparently without the option of the fine for mere false 
assumption provided in Section 40 of the Medical Act, 1858. 
This also may prove to be a useful precedent in extension of 
the meagre safeguards of the statute. 

The exigencies of the war have induced certain of the 
Canadian Provinces to reconsider their position with regard 
to Imperial reciprocity. In November I reported that 
Ontario and Saskatchewan had ranged themselves with the 
Eastern Provinces. Now I report that legislation for the 
establishment of reciprocal relations has been effected in 
Manitoba, and is proceeding in British Columbia. The 
Province of Alberta alone remains outside the movement. 
It has expressed a desire for reciprocity, but, so far, we 
have not learned that it has taken the necessary action. When 
it does, the Dominion of Canada will, province by province, 
have fulfilled the conditions laid down in the Medical Act, 
1886. There will then be no obstacle to the application of 
that Act by His Majesty to Canada as a whole, and to our 
recognition, for purposes of registration here, of the diploma 
in medicine, surgery, and midwifery, granted after examina¬ 
tion by the Canada Medical Council. The whole problem of 
Canadian qualifications would thus at once receive a satis¬ 
factory simplification. 

The Empire of Japan, whose university degrees in medi¬ 
cine have long been registrable, has now decreed that in 
October, 1916, the new law on medical practice, intimated 
to the Council ten years ago, will come into effective opera¬ 
tion. The Japanese authorities will then be able to guarantee 
that the degree of Bachelor of Medicine, granted by specified 
medical colleges under Government direction or supervision, 
will represent a qualification not inferior to the correspond¬ 
ing university degree. The Executive Committee will con¬ 
sider the question of adding this college degree, granted 
under the new conditions, to the list of qualifications 
registrable in the Foreign List. 

Reports may be expected, from the respective committees, 
on the teaching of medical ethics, the revision of the 
dental curriculum, and other topics of interest. 

New Committe** 

The Business, Pharmacopoeia, Finance, Dental, Dental 
Education, and Penal Cases Committees were appointed. 

The Executive Committee was appointed as follows :—Dr. 
Norman Moore, Sir Henry Morris, Mr. Tomes, Dr. Langley 
Browne, Mr. Hodsdon, Dr. Norman Walker, Sir John Moore, 
and Sir Arthur Chanbe. 

Wednesday, Mat 24th. 

The Council resumed, and the whole sitting was devoted 
to the consideration of penal cases. 

Lady Fayrer, widow of the late Sir Joseph 
Fayrer, died recently at Falmouth. The deceased laay, 
who was in her eighty-second year, had resided at Falmouth 
for many years. 

Royal West Sussex Hospital. —The cheerful 
experience of the Chichester Hospital is that for the first time 
for many years the income has exceeded the expenditure 
by no leWa sum than £1011, excluding all legates. The 
reception of wounded soldiers and gifts from Australia are 
the reasons assigned for this successful year’s working. 
When the war broke out the hospital provided 30 beds for 
wounded soldiers, but by the use of the balconies for open- 
air treatment, the results of which have been excellent, this 
number was increased to 50, and during the year 258 sick and 
wounded non-commissioned officers and men were medically 
treated. The claims of the civilian population of the city 
and a wide district have not been allowed to suffer in any 
way owing to the demands of the military situation, and this 
is another very satisfactory feature of the hospital’s work. 
It Bhould be added that in addition to the Royal West Sussex 
Hospital there is also at the cathedral city the large war 
hospital at Graylingwell, besides another hospital at the 
barracks. 
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The Casualty List. 

The following names of medical officers appear among the 
casualties announced since our last issue :— 

Killed. 

Captain A. C. A. JekylJ, R.A.M.C., attached to the Royal 
Scots, was an M.B. of Sydney University. New South 
Wales, and joined the R.A.M.C. in March, 1915. 

Wounded. 

Lieutenant W. J. E. Stuttaford, R.A.M.C., attached to the 
London Regiment. 

Captain H. A. Pallant, R.A.M.C., attached to the Loyal 
North Lancashire Regiment. 


Deaths among the Sons of Medical Men. 

The following sons of medical men must be added to our 

lists of those who have fallen during the war:— 

Second Lieutenant A. G. Mitchell, Royal Irish Rifles, son of 
Mr. A. B. Mitchell, F.R.C.S.I., of Belfast. 

Captain A. B. Crawford, West Yorkshire Regiment, son of 
Dr. A. D. Crawford, of Stanton Hill, Mansfield, Notts. 

H. K. de W. Harvey, Australian Imperial Force, eldest 
son of Mr. J. H. Haivey, M.R.C.S., L.R.C.P., of Wyke 
Regis, Dorset. 

Second Lieutenant G. Y. Daunt, South Lancashire Regiment, 
youngest son of Dr. F. E. H. Daunt, of Clapham, London. 


Colonel Bradley, Major Lyster, Major Ford, 

and Surgeon Pleadwell, of the United States Army and Navy 
Medical Services, reached London last Saturday on an official 
visit of inspection. 


GEORGE FLETT BARR, M.B., Ch.B.Glasg., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain George Flett Barr, who died in France on 
March 23rd, of cerebro-spinal meningitis, at the age of 25 
years, was the eldest son of the late Mr. James Barr, of 
Paisley. Educated at the John Neilson Institution, Paisley, 
and the Glasgow High School, he studied medicine at 
Glasgow University. At 
school and college he 
excelled in outdoor 
sports. Graduating in 
1914 with distinction in 
surgery, he then filled 
the posts of house 
surgeon and house phy¬ 
sician at the Royal 
Alexandra Infirmary, 

Paisley, and subse¬ 
quently that of resident 
medical officer at the 
Paisley Burgh Isolation 
Hospital, and assistant 
to the burgh medical 
officer of health. In the 
earliest days of the war 
he offered his services 
and received a com¬ 
mission in the Royal 
Army Medical Corps, 
being recently promoted to a captaincy. Varied and arduous 
work fell to his lot in France, but superiors and colleagues 
alike speak of its cheerful and conscientious performance. 
He was taken ill on March 19th, and died four days later. 
His associates, both in civil and military work, held Captain 
Barr in sincere affection for his strong and gentle personality, 
and the words of his commanding officer may fittingly close 
this notice of him : “I never found him fail in the least 
respect.” _ 



OBITUARY OF THE WAR. 


AINSLIE BOOTH, M.B., B.Ch. Oxon., 

LIEUTENANT, ROYAL ARMY MEDICAL CORPS. 

Lieutenant A. Booth, who fell in action on April 30th, 
was 30 years of age and the only son of the Very Rev. 
L. P. Booth, D.D., for many years Dean of St. John’s, 
Kaffraria. He was educated at Marlborough and Keble 
College, Oxford, entering the medical school of St. Thomas’s 
Hospital and taking his degrees of M.B. and B.Ch. Oxon. 
in 1912. He married Miss Barlow, of Oxford, and shortly 

afterwards left for South 
Africa to practise his 
profession there. Imme¬ 
diately upon the declara¬ 
tion of war he was 
mobilised as captain in 
the South African 
Medical Corps, and 
served through the 
Orange Free State Pro¬ 
vince rebellion and the 
German South - West 
Africa campaign. On 
its successful conclusion 
he returned to England, 
acted for a short time 
as temporary medical 
officer at the Herts 
County Asjlum, Hill 
End, St. Albans, and 
while there obtained 
a com mi ssion as 
Lieutenant in the Royal Army Medical Corps in November, 
1915. He died while doing his duty. A man was badly 
wounded by shell fire and Lieutenant Booth went out 
under fire to his assistance. He was then hit himself, 
being immediately rendered unconscious, and died soon 
afterwards. A medical friend writes of him: “The early 
death of Lieutenant Booth is a great loss to the medical 
profession. He was a man who made friends wherever 
he went and who was keen and well fitted for his work.” 


The Military Service Bill: The Institution of 
Professional Committees. 

On the motion of Lord Sandhurst, on Monday in the 
House of Lords, the following clause was inserted in the 
Bill:— 

Regulations made under the second schedule to the 
principal Act shall provide for the establishment of pro¬ 
fessional committees to deal with claims for exemption made 
by duly qualified medical practitioners ; and any application 
made by such a medical practitioner on any ground, other 
than that of conscientious objection, for a certificate of 
exemption shall be referred by the tribunal to whom it is 
made to such a committee in accordance with those regula¬ 
tions ; and the recommendation of the committee on the 
application shall be binding on any tribunal constituted 
under the principal Act. 

Lord Sandhurst was acting in behalf of the Army Council, 
and the Bill, which will receive the Royal assent this week, 
contains his valuable amendment. It is also definitely stated 
that the War Office will recognise, as the professional com¬ 
mittees mentioned in the new clause, the Central Medical 
War Committee, the Reference Committee of the Royal 
College of Physicians of London and the Royal College of 
Surgeons of England, and the Scottish Medical Service 
Emergency Committee. An Order in Council, under the new 
clause, with the Regulations, will be issued at once. 


The Sale of Narcotic Drugs to Soldiers. 

The order made by the Army Council prohibiting the sale 
of narcotic drugs to members of His Majesty’s Forces, and 
defining the conditions under which such drugs may be pre¬ 
scribed and dispensed, provides yet another instance of an 
innovation, long advocated in years of peace, being secured 
without controversy under the stimulus of a great war. 
Hitherto the existing law has been unable to touch such a 
gross offender as appeared recently at Bow-street on a charge 
of hawking cocaine snuff in a London street, while the 
more elastic procedure under the Defence of the Realm Act 
is capable of producing at once a drastic improvement. 
The Army Order lays down the following precise con¬ 
ditions under which a member of the forces can obtain 
cocaine or other specified narcotic drugs. The drug must 
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now be ordered for him by a registered medical practitioner 
on a written prescription, dated and signed by the practi¬ 
tioner with his full name and qualifications, and marked 
with the words, “ Not to be repeated,” and the person selling 
or supplying the drug must mark the prescription with his 
name and address and the date on which it is dispensed. 
The articles to which this Order applies are as follows: 
Barbitone, benzamine lactate, benzamine hydrochloride, 
chloral hydrate, coca, cocaine, codeine, diamorphine, Indian 
hemp, opium, morphine, sulphonal and its homologues, and 
all other salts, preparations, derivatives, or admixtures pre¬ 
pared therefrom or therewith. It is a misfortune for the 
civil population not to be similarly protected by Statute. 


Benevolent Funds for the Services Auxiliary 
to the Royal Army Medical Corps. 

We have already called attention to the proposal for 
establishing some kind of benevolent organisation for the 
benefit of the families of medical officers in the Special 
Reserve, the Territorial Force, and the new armies. A 
meeting, to be presided over by the Director-General, will be 
held in the Royal Army Medical College, Grosvenor-road, 
S. W., at 2.45 P. M., on Thursday, June 1st, at which it is hoped 
there will be a large attendance of officers now serving. 


gtrirbal Jtefos. 


Royal Colleges of Physicians of London and 
Surgeons of England.— At a meeting of the Comitia of 
the Royal College of Physicians of London on April 27th, 
and of the Council of the Royal College of Surgeons of 
England on May 11th, diplomas of L.R.C.P. and M.R.C.S. 
were respectively conferred upon 99 candidates (including six 
ladies) who have passed the necessary examinations and 
complied with the by-laws of the Colleges. The following 
are the names and medical schools of the successful 
candidates:— 

Hannah Katherine Alton, Calcutta Medical College and Royal Free 
Hospital; Kevin Doyle Atterldge, St. Bartholomew's Hospital; 
John Aydon, Cambridge University and St. Bartholomew's Hos¬ 
pital; Arthur James Bado, St. Thomas’s Hospital; Harold John 
Bensted, Guy's Hospital; David Simon Brachman, Pennsylvania 
University and 8t. Bartholomew’s Hospital; John Prichard 
Bracken, University College Hospital; Ingram Richard Rhodes 
Brogden, Cambridge University and Guy’s Hospital; Arthur 
Stanley Carter, Middlesex Hospital; Henry Hutton Castle and 
Louis Arthur Celestin, St. Thomas’s Hospital; George Edwin 
Chissell, Middlesex Hospital; Hester Mary Church and Mabel 
Campbell Clarke, Royal Free Hospital; Allwyn Herbert Clarke, 
St. Thomas’s Hospital ; Percy Selwyn Clarke, St. Bartholomew's 
Hospital; Hyman Maurice Cohen, College of Physicians and 
Surgeons, Baltimore, and Manchester University; Walter 
Herbert Goldwell, Westminster Hospital; William Maurice 
Grombie, St. Thomas's Hospital ; Robert Cecil Davenport 

and Spencer Graeme Dunn, 8t. Bartholomew’s Hospital; 
Frederick Dunphy, Westminster Hospital; Maurice Dwyer, 
Leeds University and St. Thomas’s Hospital; William Felix 
Eberli, Cambridge University and St. Bartholomew’s Hos¬ 
pital; Arthur William Foster Edmonds, Westminster Hospital; 
Philip Oswald Ellison, St. Bartholomew’s Hospital; Griffith Ifor 
Evans, Oxford University and St George’s Hospital; Humphrey 
8ilvester Evans, Cambridge University and 8t. Thomas’s Hospital ; 
Leonard Wynne Evans, St. Bartholomew’s Hospital ; William 
Farquharson, St. Mary’s Hospital; Guy Fehrsen, London 

Hospital; Eric Alfred Fiddlan, Cambridge University and St. 
Bartholomew’s Hospital; Sidney William Fisk, University College 
and Middlesex Hospitals; Maurice Rolfe Vickers Ford, Sheffield 
University; Andrew Radburne Fuller, 8t. Mary's Hospital; 
Douglas Hugh Aird Galbraith, Guy’s Hospital; Gloster Tyndall 
Garraway, University College Hospital ; Sures Chandra Ghose, 
Calcutta Medical College and St. Mary’s Hospital; Charles 

Cunliffe Goodall, Cambridge University and London Hospital ; 
Frederick Harold Sellick Greenish, Cambridge University and 
London Hospital; Ethne Haigh, Durham University; John 

Charles Neville Harris, Cambridge University and St. Thomas's 
Hospital ; Spenser Frederick Harris, London Hospital ; Arthur 
Noel Haworth, Charing Cross Hospital; Nathan Norris Haysom, 
St. Bartholomew's Hospital; William Andrew Hot son, Westminster 
Hospital; Ernest Gwyn Howell, University College, Cardiff 
and St. Thomas’s Hospital; George Philip Buckingham 
Huddy, London Hospital; Edith Caroline Hudgell, Royal Free 
Hospital; Samuel Hutchinson, University College Hospital : 
Thomas Henry Jackson. Charing Cross Hospital; Bhoputatnhj 
Bhugvatsin ji Jareja, Cambridge University and St. Thomas’s 
Hospital; William George Johnston, St. Mary’s Hospital; Arthur 
Maddock Jones, Charing Cross Hospital; Tom Jones, Cambridge 
and Manchester Universities; Vladimir Kameneff, Moscow, Edin¬ 
burgh, and University College Hospital; Teng Liang Kan, St. 
Thomas’s Hospital; Robert Percival Langford-Jones, University 
College Hospital; Edward Eric Lightwood, Westminster Hospital; 
•Charles William Berry Littlejohn, Melbourne and Oxford Univer¬ 
sities and St. Bartholomew’s Hospital; Harold Bishop Logan, 
Bristol University and University College Hospital; Peter George 


McBvedy, Guy’s Hospital; Showkiram Sahijram Malkanl, Bombay 
University and University College Hospital; Philip Sydney 
Marshall, University College Hospital; Francis Courtenay Mason, 
Middlesex Hospital; Adeline Mabel Matland, Royal Free Hospital;. 
Bagenal Harvey Mellon, Dublin; Hickman Walter Lancelot Moles- 
worth, London Hospital; Telford David Morgan, Cambridge Uni¬ 
versity and London Hospital; Arthur Geoffrey Morris, Bristol 
University; Geoffrey Moufson. St. Thomas’s Hospital; Slnnethamby 
Mutti&h, London Hospital; Kathira Velu Muttukumaru, Madras- 
University and Middlesex Hospital; Frank Newey, Birmingham 
University; Donald Craig Norris, London Hospital; Alexander 
Jeremiah Orenstein, Jefferson Medical College and London 
Hospital; Frank Cunliffe Ormerod, Manchester University;. 
Philip Esmond Durrell Pank, Cambridge University and London 
Hospital; Gilbert Eugene Paul, Madras University and Middlesex 
Hospital; Ronald Rees Powell, Cambridge University and St. 
Bartholomew’s Hospital; Jagan Nath Puri, London Hospital; 
Harrie Maxwell Quackenbos. Jefferson Medical College and Univer¬ 
sity College Hospital; Raghavendra Rau Damodar, Madras and 
Middlesex Hospital; Charles Reginald Reckitt. London Hospital; 
Baron Theodore Rose. Birmingham University; Percy Gunn 
Russell, Middlesex Hospital; Morris Schwartz, University College 
Hospital; Denys Munro Smith. Bristol University; William 
Steadman, University College Hospital; Harold Game 8tormer, 
St. Thomas’s Hospital; George Carson 8wanson, Glasgow Univer¬ 
sity; Hugh Watts Taylor, London Hospital; Douglas George 
Clutsam Tasker, Bristol University; Granville Burnett Wild, 
Manchester University; Richard Willoughby Willenberg. Ceylon 
Medical College and Manchester University; Alfred Williams- 
Walker, Birmingham University; Geoffrey Cnmmeline Williams, 
Cambridge and Bristol Universities; Cuthbert El ward Wise, 
Lausanne University and University College Hospital; and Regi¬ 
nald Salisbury Woods. Cambridge University and St. George’s 
Hospital. 

* Diploma of M.R.C.S. conferred on April 13th. 

Society of Apothecaries of London.—A t 
examinations held recently the following candidates were 
successful in the subjects indicated:— 

Surgery.— H. H. Bailey (Soction II.), London Hospital; A Glen 
(Sections I. and II.). Glasgow and Sheffield; H. M. Hobson 
(Section I.). London Hospital; and E. G. D. Murray (Sections I. 
and II.), Cambridge and St. Bartholomew's Hospital. 

Medicine.—H. H. Bailey (Sections I. and II.), London Hospital; 
P. C. C. Fenwick (Sections I. and II.), St. Thomas’s Hospital; 
R. F. Jarrett (Section I.), London Hospital; E. G. D. Murray 
(Section I.), Cambridge and St. Bartholomew's Hospital; L. F. Pain 
(Sections I. and II.), Royal Free Hospital; and M. B. M. Tweed 
(Sections I. and II.), Guy’s Hospital. 

Forennc Medicine. —R. F. Jarrett, London Hospital; L. A. B. Moore, 
Guy’s Hospital; E. G. D. Murray. Cambridge and 8t. Bartholo¬ 
mew’s Hospital; A. W. North, Birmingham and London Hospital; 
and L. F. Pain, Royal Free Hospital. 

Mtdwijery.— M. Dwyer, Leeds and 8t. Thomas's Hospital; H. T. 
Lamb. Manchester and Guy’s Hospital; E. A. Leak, Cambridge and 
London Hospital; A. W. North, Birmingham and London Hospital; 
8. L. Szplgner. London Hospital; M. B. M. Tweed. Guy’s Hospital; 
and H. St. H. Vertue, Oxford. 

The Diploma of the Society was granted to the following candidates, 
entitling them to practise medicine, surgery, and midwifery:— 
M. Dwyer, A. Glen, A. W. North, and L. F. Ain. 

Royal College of Surgeons of Edinburgh.— 
At a meeting of the College held on May 18th the following 
entlemen, having passed the requisite examinations between 
an. 3rd and 5th, 1916, were admitted Fellows 
Dines Chandra Ghakravati. William Wallis Hoare, George Robert 
LlvlngBton, Alfred Charles 8andston, Neil Frederick Sinclair, 
Herbert M’Lean Staley, and Mubammed Abdul Wajid. 

At the same meeting the Bathgate Memorial Prize, consisting 
of a bronze medal and a microscope, was, after a competitive 
examination in Materia Medica, awarded to Miss Marguerite 
Robertson Stirling. The Ivison Macadam Memorial Prize in 
Chemistry, consisting of a bronze medal and a set of books, 
was awarded, after competitive examination, to Miss Janet 
Grant. 

Central Midwives Board.—A meeting of the 
Central Midwives Board was held at Caxton House, West¬ 
minster, on May 18th, with Sir Francis H. Champneys in 
the chair. Further correspondence with Dr. E. J. Maclean, 
of Cardiff, was considered with regard to the acceptance of 
the curriculum and system of training which he proposes to 
adopt in connexion with the Glamorgan County free mid¬ 
wifery students as a compliance with the requirements of 
the new Rules C. 1 and 2. The Board directed that Dr. 
Maclean be informed that the rules require (C. 1 (1)) that 
each candidate must have “ undergone a course of training 
in midwifery extending over a period of not less than six 
months.” The Board considers that the scheme for Cardiff 
as set forth by Dr. Maclean does not provide for Bix months’ 
training, inasmuch as daring part of the course the candi¬ 
dates are attending lectures only. A letter was also con¬ 
sidered from a midwife to whom the Board has granted 
approval to train midwives on the condition that she 
undertook to train only one pupil at a time, asking 
that this restriction may now be removed to the extent 
of allowing her to train two pupils at one time. The 
Board directed that the restriction imposed not to train 
more than one pupil at a time he now removed, subject to a 
report from the local supervising authority that her house is 
suitable for the accommodation of two pnpils. A letter was 
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considered from Professor T. W. Arnold, C.I.E., educational 
adviser to Indian students, asking the Board to admit to 
examination Mrs. Batra, a Hindoo lady, who is unable to 
furnish certificates of birth or of marriage. The Board 
decided that the matter be left to the chairman to deal with. 
A letter was considered from a certified midwife, calling the 
attention of the Board to the difficulty of securing the attend¬ 
ance of a medical practitioner when sent for in an emergency 
on the advice of a midwife. The Board decided that the 
certified midwife be informed that the Board takes note of 
her communication. 

Royal Albert Hospital, Devonport.—A s a 
result of the recent house-to-house collection for the Royal 
Albert Hospital the sum of £820 has been raised for the 
funds of that charity, and in addition promises of weekly, 
monthly, and annual subscriptions have Keen obtained. 

The Proposed School of Medicine for 
Johannesburg.— An important meeting representative 
of the medical profession in the Transvaal was held 
recently in the hall of the South African Institute for 
Medical Research, Johannesburg. The object of the gather¬ 
ing is expressed in the first resolution, which was'unani¬ 
mously adopted 

That In the opinion of this meeting of the medical profession of this 
province, toe time has now arrived when, in the interests of the 
community, a School of Medicine should be established in the Transvaal, 
with facilities for the granting of diplomas. 

It was further resolved to communicate the foregoing to 
the Prime Minister (General Botha), the Minister of Educa¬ 
tion, and all Members of Parliament. In moving the 
principal resolution Dr. W. Watkins-Pitchford, Director of 
the Institute, prefaced his remarks with the statement that 
Johannesburg had a European population larger than any 
other town in South Africa, aud that it is essentially an 
industrial town. Its total population at the present time is 
237,000 of which one half—119,000—are Europeans. For the 
purposes of higher education, Dr. Watkins-Pitchford pointed 
out, it is obvious that the smaller towns of the Rana, from 
R&ndfontein in the west to Springs in the east, should be 
associated with the central town of Johannesburg, and 
these being included the total population became 430,000, 
of which 206,000 are white people. In Johannesburg alone, 
he said, there are more than twice, and on the whole of the 
Witwatersrand more than four times, as many people as 
there were in Leeds when its medical school was established. 
He pointed out that the number of hospital beds on the 
Witwatersrand is about 8170, representing a wealth of 
material for clinical instruction which is unequalled 
throughout the world. There are some 520 medical practi¬ 
tioners registered in the Transvaal, of whom 240 obtained 
their qualifications in Scotland, 172 in England, 58 in Ireland, 
43 held diplomas obtained in various other countries, includ¬ 
ing three from Canada and two from Australia, and there 
are five practitioners who have no qualifications other than 
the licence of the late Government of the South African 
Republic. 

Donations and Bequests.— The late Dame B. M. 
Baker, who left estate valued about £11,000, has bequeathed, 
after various personal bequests have been paid, the residue 
to form an endowment fund for the Newton Abbot Hos- 

S ital, “in memory of Sir Samnel and Lady Baker.”— 
[r. Sam Gamble, of Manchester, has set aside the sum of 
£5,000 to be devoted to the purpose of assisting needy 
medical students at the University of Manchester. The 
gift will be available for women who have passed their 
first medical examination, on the condition that they are 
Christiansand total abstainers.—The Royal Dental Hospital, 
Leicester-square, has received a donation of £400 from the 
trustees of Smith’s (Kensington Estate) Charity and £100 
from the executors of the late Mr. William Johnston. 


BOOKS, ETC., RECEIVED. 


Bailu&rr, J. B., kt Fils. Paris. 

Gynecologic. By Professor H. Forgue and Professor G. Massabau. 
(Nouveau Train* de Chlrurgie. Vol. XXXIV.) Prioe 25 fr. 
Cambridge University Press, Cambridge. 

The Purpose of Education. By ^t. George Lane Pox Pitt. New 
edition, with Preface by Professor Emile Boutrdux. Prioe 
2s. 6 d. net. 

^Chapman and Hall, London. 

Back to the World. By Mary Wall. Price 6s. net. 

Grkkx, W., axd 8oxs, Edinburgh. 

Bncyclopsedla Medica. Vol. III. : Chloroform to Dyspnoea. Under 
General Editorship of J. W. Ballantyne, M.D., C.M., P.B.C.P. 
Bdlrt. Second edition. Price 20s. net. 

Uxiversity Press, Oxford. 

Daubeny Laboratory Register, 1904-1915. With Notes on the Teaching 
of Natural Philosophy and with Lists of Scientific Researches 
carried out by Members of Magdalen College, Oxford. By B. T. 
Gdntber, M.A, F.L.S. 


IJarliamentarg Intelligent. 

NOTES ON CURRENT TOPICS. 

Medical Men and Military Service. 

A most important clause has been introduced into the 
Military Service Bill in the House of Lords to provide that 
medical men who are within the age of compulsory military 
service will have their claims for exemption dealt with by 
professional bodies and not by the ordinary tribunals. The 
new clause is in the following terms :—“ Regulations made 
under the second schedule to the principal Act shall provide 
for the establishment of professional committees to deal with 
claims for exemption made by duly qualified medical 
practitioners, and any application made by such a medical 
practitioner on any ground, other than that of conscien¬ 
tious objection, for a certificate of exemption shall be referred 
by the tribunal to whom it is made to such a committee in 
accordance with those regulations, and the recommendation 
of the committee on the application shall be binding on any 
tribunal constituted under the principal Act.” 

The clause was subsequently submitted to the House of 
Commons, and was agreed to by 163 votes to 42. It therefore 
became a part of the Bill as it is presented for the Royal 
assent. _ 

HOUSE OF COMMONS. 

Wednesday, May 17th. 

Medical Officers of Voluntary Military Hospitals . 

Captain Douglas Hall asked the Under Secretary for War 
whether, in view of the fact that it was now proposed to give 
commissions and grant military rank to officers of volunteer 
corps, the War Office was prepared to grant similar privileges 
to medical officers in charge of voluntary military hospitals. 
—Mr. Tennant answered: Commissions have already been 
given to all medical men doing work which renders military 
rank necessary. It is not proposed to recommend any further 
extension of the granting of temporary commissions in the 
R.A.M.C. except under this principle. 

Invalid Combatant Prisoners. 

Replying to Sir H. Elverston, Sir Edward Grey (Foreign 
Secretary) wrote: An agreement has been arrived at with 
the German Government for the transfer to Switzerland 
of British and German wounded and invalid prisoners of war 
who are ineligible for repatriation under the agreement 
affecting incapacitated prisoners of war. The agreement is 
on the lines of that already existing between France and 
Germany. 1 

Burials and Public Health. 

Mr.- Glanville asked the Colonial Secretary whether he 
had received a telegram on Thursday, May 11 th, from the 
Secretary to the British Undertakers’ Association requesting 
that there should be no further depletion of their staffs, as it 
would endanger the national health if during the forth¬ 
coming summer there should be delay in burying the dead, 
especially in infections cases; and what had been his reply 
thereto.—Mr. Bonar Law answered: I did receive the 
telegram referred to, and the point raised in it was con- 

ai 

Thursday, May 18th. 

Red Cross Societies ’ Work in Irish Rising. 

In the course of a reply to Mr. Ginnell, Mr. Tennant 
(Under Secretary for War) said that the House would be glad 
to learn that members of all Red Cross societies rendered 
valuable and impartial assistance to all wounded, whether 
civilians, troops, or rebels, in the recent Irish rising. 

Transfer to Switzerland of Prisoners of War . 

Mr. Bliss (on behalf of Mr. Theodore Taylor) asked the 
Foreign Secretary what steps the Swiss Government had 
taken to put into operation the recent agreement as to the 
transfer of British prisoners from Germany to Switzerland 
and German prisoners from Great Britain to Switzerland.— 
Sir Edward Grey replied : It is understood that the 8wiss 
Government are taking all necessary steps to put the agree¬ 
ment referred to into operation. Arrangements are being 
made to intern the British prisoners of war at Chateau 
d’Oex. Four Swiss medical commissions, consisting of two 
medical officers each, are starting for this country on 
May 20th to examine the German prisoners, and it is 
expected that the Swiss medical commission which is to 
examine the British prisoners in Germany will leave 
Berne on the same date. I should like to take this oppor¬ 
tunity of expressing publicly the gratitude of the country 
and His Majesty’s Government to the Swiss Government for 
the cordial and ungrudging assistance which they have 
given from the outset towards the establishment of this 
scheme. 


1 The Lamgkt, April 29th, 1916, p. 936. 
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Mr. Bliss asked the Under Secretary for War what steps 
were being taken by the War Office to bring into operation 
at the earliest possible moment the agreement under which 
British prisoners were to be transferred from Germany to 
Switzerland and German prisoners from Great Britain to 
Switzerland.—Mr. Tennant answered : In order that there 
may be no avoidable delay an agreement has just been 
made with the German Government whereby the selection 
of those who are unquestionably included in the category of 
disabilities as justifying transport to Switzerland may be 
made by the medical authorities of the country where the 
prisoners are interned. The necessity for the majority of 
medical men on those selection boards being of Swiss 
nationality will be waived in this fresh selection. The 
necessary instructions have been issued. 

Chauffeurs of Medical Men. 

Mr. Boyton asked the Under Secretary for War whether 
he was aware of the difficulty experienced by consulting 
surgeons who devoted the whole or part of their time to 
work at the various military hospitals in getting chauffeurs 
of non-military age to drive their motorcars; and whether 
the War Office would And soldiers to drive the cars of such 
physicians and surgeons as might apply and be approved.— 
Mr. Tennant said in reply: It would not be possible to 
release soldiers for this work. 1 am told that women 
drivers have been employed in certain cases, and I suggest 
this is the solution of the difficulty. At the same time may 
I express my warm appreciation of the valuable assistance 
which is being given by consulting physicians and operating 
or consulting surgeons at the various military hospitals. 

Milk-supply at Haslar Hospital. 

In the course of lengthy replies to Mr. W. Nicholson on 
the milk-supply at Haslar Hospital, Mr. Macnamara (Secre¬ 
tary to the Admiralty) said: The hospital authorities have 
very efficient arrangements for supervising and analysing 
the milk- and other food-supplies, which are considered 
adequate to detect any defects in quality of the deliveries. 
The Admiralty, however, welcomes any assistance which the 
county council inspectors are able to give in the ordinary 
course of their duties. 

Certifying Factory Surgeons. 

Mr. McCallum Scott asked the Home Secretary whether 
the recommendation of the Retrenchment Committee to dis¬ 
continue the reporting of accidents by certifying factory 
surgeons was made after receiving information from the 
Home Office as to the value of the evidence of an inde¬ 
pendent surgeon, who had examined and interrogated the 
injured person, in determining the causation of preventible 
factory accidents, and as to the value to an injured person 
of an independent and skilled opinion; and whether the 
Department proposed to act upon the recommendation.— 
Mr. Herbert Samuel answered: The Committee took evi¬ 
dence from the Home Office before making their report. 
The question of the value of the certifying surgeon’s 
inquiries is a matter for discussion which had better perhaps 
be reserved till the Bill I am proposing to introduce is before 
the House. Meantime, I would refer the honourable Member 
to the report of the Accidents Committee of 1911. 

Monday, May 22nd. 

Lower Infantile Mortality. 

Mr. Anderson asked the President of the Local Govern¬ 
ment Board whether the rate of infantile mortality in 
London and some other towns was causing anxiety to those 
concerned with local administration; whether he had 
reoeived any communication recently on this matter from 
the London County Council; and what steps, if any, the 
Local Government Board were taking to enforce thorough 
and comprehensive schemes for child and maternity welfare. 
—Mr. Long answered: I am glad to say that the number of 
infant deaths in London and the large towns is lower this 
year than the average of the five preceding years, and the 
infantile death-rate for London itself for the first quarter of 
1916 was lower than that of the corresponding quarter 
during each of the last ten years. My attention has been 
drawn to a resolution which was to be moved at the 
last meeting of the London County Council on this subject, 
but I have not yet received any communication from 
them. My department are taking active steps, and with much 
success, to induce local authorities to adopt and carry out 
comprehensive schemes for maternity and child welfare. 
Such schemes are now working in nearly all the large towns 
and throughout a number of counties. 

Mr. Anderson asked the Parliamentary Secretarv to the 
Board of Trade whether he was aware that in Various 
districts of London the price of milk had been advanced 
to 6 d. per quart; that there was no scarcity of milk, and 
that these prices, whilst yielding high profits to farmers 
and milk vendors, were aggravating the problem of infantile 
mortality among the children of the poor ; and whether the 
Government, by legislation or otherwise, proposed to take 
any steps in the matter.—Mr. Pretyman replied : I under¬ 


stand that the rise from 5d. to 6d. a quart is confined to 
certain districts in London. I am causing inquiries to be 
made as to thiB matter, and will let my honourable friend 
know the result. 

Watering London Streets. 

Sir Godfrey Baring asked the President of the Local 
Government Board whether his attention had been called to 
the decision of certain metropolitan boroughs to abandon, in 
the interests of economy, street watering during the coming 
sum mer; whether this step had been taken in consequence 
of any advice by the Board or had received its approval; 
whether his medical advisers, having regard to the need 
for the safeguarding of the health of the public, endorsed 
this policy of the borough councils ; whether provincial 
boroughs were adopting the same line of action; whether 
he could state approximately the amount of the money¬ 
saving to the public; and whether, if he had not done 
so, he would set on foot an investigation into the desira¬ 
bility or the reverse of this new municipal innovation.—Mr. 
Long replied: I have seen references in the press to a pro¬ 
posal of certain metropolitan borough councils to abandon 
street watering during the coming summer, and I will cause 
some inquiry to be made into the matter. My advisers 
would not endorse a policy which involved such a stoppage, 
but they would probably agree that there are cases where 
the amount of watering done in ordinary times might be 
reduced without risks. I have not heard of the abandon¬ 
ment of street watering by provincial authorities. My 
honourable friend will realise that in the circumstances I 
cannot give any estimate as to the probable money-saving. 

Dr. H. O’ Donoghue. 

Mr. W. O’Brien asked the Under Secretary for War 
whether he was aware that Dr. Henry O’Donoghue, a citizen 
of Dublin, who had never had anything to do with extreme 
politics, left his home in Leeson Park on Easter Monday 
evening to render any assistance in his power to wounded 
people and had not since been heard of by his family; 
whether Dr. O’Donoghue was arrested and had since been 
deported, without any form of trial or examination; and, if 
so, whether any redress would be given for this treatment of 
a medical man while engaged in tending the wounded. 

Mr. Flavin also asked the right honourable gentleman 
whether he was aware that Dr. Henry O’Donoghue, of 
Leeson Park, Dublin, left his home on Easter Monday to 
render medical aid to the wounded people in Dublin; 
whether he had been arrested by the military authorities in 
Dublin and deported to some place in England; and 
whether he would have immediate inquiries made 
about Dr. O’Donoghue with a view to his release. 
—Mr. Tennant replied: I shall answer both questions 
together. I am informed that orders were given for the 
release of Dr. H. O’Donoghue on May 19th, and he is now, I 
believe, at liberty. It appears that Dr. O’Donoghue presented 
himBelf at Dublin Castle and said he came to offer his 
services as a medical man and was brought before the 
Provost Marshal before any steps were taken to allow him 
to assist in treating the wounded. He was then found to be 
in the possession of Sinn Fein literature, and was put under 
arrest. This was on April 24th. He was sent to hospital on 
April 26th, and having been discharged, was readmitted on 
April 30th, and again discharged from hospital on May 4th. 
He was subsequently sent to Stafford on May 8th. I have 
not received particulars of the subsequent investigation, 
but, as I have stated, orders were given for the release of 
Dr. O’Donoghue. 

Tuesday, May 23rd. 

The Scottish Women's Hospital. 

Mr. Pollock asked the Under Secretai^ for War whether 
the offer of the Scottish Women’s Hospital to place a unit 
at the disposal of the Government for service in Mesopo¬ 
tamia had not been accepted; if so, whether this decision 
was taken on grounds particular to that offer, or whether it 
indicated a general rule to refuse similar offers; and, if so, 
what was the reason for this decision, in view of the fact that 
similar hospital units had proved their value in France, 
Serbia, Malta, and Salonika.—Mr. Tennant wrote in reply: 
It is a fact that the Scottish Women’s Hospital was offered 
for service in Mesopotamia and was refused. The Govern¬ 
ment of India has been informed that all necessary hospital 
equipment and personnel will be supplied on demand from 
army services, and there is no need for the employment of 
small voluntary hospital units. 

Wednesday, May 24th. 

Medical Men and Military Service. 

The Lords’ amendments to the Military Service Bill were 
considered. 

Mr. Long (President of the Local Government Board) 
moved that the House do agree with the Lords in an 
amendment inserting a new clause in the Bill setting up 
special committees to deal with claims for exemption from 
medical men. He said that this clause was the result of 
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an arrangement between the War Office and representatives 
of the medical profession throughout the country, the 
negotiations in respect to which had not concluded when the 
Bill left the House of Commons. The object was to see that 
while the needs of the Royal Army Medical Corps were 
properlv met, the requirements of the civil population were 
also dealt with with care and discrimination. 

Mr. King said that much more valid reasons should have 
been advanced for a proposal of this kind. If the desire was 
to make it easier for medical men to get exemption, why not 
make provisions by which they should have a special ground 
for claiming exemption before the ordinary tribunals? There 
did not seem to him any reason why medical men should 
have special tribunals any more than lawyers, grocers, 
undertakers, farmers, or agricultural labourers. He criticised 
bitterly the action of the War Office and its medical depart¬ 
ment, and estimated that 40 to 50 per cent, of the medical 

service in the army was being wasted. 

Several other Members having criticised the clause, mainly 
on the ground that there was no reason for the constitution 
of a special tribunal for medical men, 

Mr. Long explained that the reason why no court of 
appeal was allowed was because such a court was impossible 
in the case of a purely ad hoc body of this kind. The main 
object of the proposal was to ensure that a proper balance 
was kept between the needs of the army and those of the 
civil population in respect of the available supply of medical 
men. 

Mr. R. McNeill did not see that medical men were any 
better qualified to determine these cases than the ordinary 
tribunals with the advice of special professional committees. 

Mr. Charles Roberts (speaking on behalf of Mr. Long) 
urged that a special medical tribunal was much better than 
the ordinary tribunals for the purpose. Its members would 
know the medical needs of the district better than an 
ordinary tribunal, and they would be better able to decide in 
regard to cases of financial hardships. If it were left to the 
ordinary tribunals chaos and confusion would result. 

Mr. J. M. Robertson approved of setting up professional 
committees. , , _ , .. 

On a division the House, by 163 votes to 42, agreed to the 
insertion of the amendment in the Bill. 


Successful applicants for vacancies, Secretaries of Public Institutions, 
and others possessing information suitable for this column, are 
invited to forward to The Lancet Office, directed to the Sub- 
Editor, not later than 9 o’clock on the Thursday morning of each 
week, such information for gratuitous publication. 

Bedwell, Mr., haa been appointed Public Vaccinator for Hayle, Corn¬ 
wall, by the Redruth Board of Guardians. 

Carbuthkrs, N. 8., L.R.O.P. Lond., M.R.O.S., Certifying Surgeon 
under the Factory and Workshop Acts for the Acle District of 
the county of Norfolk. . , 

Cragg, E. H., L.B.C.P. Lond.. M.R.C.S., Certifying Burgeon under 
the Factory and Workshop Acts for the Blllingborough District 
of the county of Lincoln. ... 

Glover, V. J., M.D. Liverp., Ch.B. Viet., Medical Officer of Health for 
the Waterloo and 8eaforth U.D.C., and Schools Medical Officer. 

Hillyer, W. H., M.D. Durh., Certifying Surgeon under the Factory 
and Workshop Acts for the East Grinstead District of the county of 

SmpsoS? X T. Young, M.D., M.8. Durh.. F.R.C.8. Bdin., Chlrurgien 
Chef to the Hflpital Anglais, 249 bis, Bhdne, France. 


Huddersfield Royal In fir mart .-Senior Surgeon »nd 

Assistant House Surgeon. Salaries £150 and £100 per annum, 

Liverpool, Brownlow Hill Institutions— Resident Assistant 
Medical Officer. Salary at rate of £300 per annum, with 

LeGeneral Infirmary.— Resident Aural Officer. Salary £100 
per annum, with board, Ac. „ . . . n( . 

London Temperance Hospital, Hampstead-road. N.W.—Assistant 
Resident Medical Officer for six months. Salary at rate] of 
£120 per annum, with board, Ac. Q . 

Manchester, County Asylum, Prestwich.—Locum Tenens. Salary 

Manchester Northern Hospital for Women and Children, Park- 
place, Cheetham Hill-road.—Female House Surgeon. Salary £120 
r,er annum, with apartments, Ac. „ „ _ , -__ 

Metropolitan Hospital, Kingsland-road, N.B.— Surgeon for Diseases 

Middlmbbough, North Ormesby HosPiTAL.-Assi8tant House Sur¬ 
geon. Salary £150 per annum, with board, Ac.; or Senior 

Plymouth^*^ o ut^^De v on *a n d Bast Cornwall HosPiTAL.-House 
Surgeon. Salary £250 per annum, with board, Ac. ...... 

Preston, Lancs, County Asylum, Whittingham.—Assistant Medical 
Officer. Salary £250 per annum, with board, Ac._ 

Queen Charlotte’s Lying-in Hospital, Maiylebone-road, N.W.— 
Pathologist and Registrar. Salary at rate of £80 per annum and 

RussiAN h UNiT8, National Union of Women’s Suffrage Socikttfs, 
14, Great Smith-street, Westminster.—Junior Medical Women for 
Work among Refugees In Russia. A . , „ tnA 

St. George’s Hospital, S.W.—Radiographer. Salary at rate of £100 

Sheffield*^Royal Infirmary.— House Physician. Salary £120 per 

FOE Womb., Newlngton^^g. 

S.B.—Temporary Female Assistant Physician for six months. 
Salary 10s. 6d. for each attendance. _ 

VentnorT Isle of Wight, Royal National Hospital *or Con¬ 
sumption and Diseases of the Chest.—A ssistant Resident 
Medical Officer.___ 

$irt|p, Stwriqu, mi §«%. 

BIRTHS. 

Bell —On May 18th, at Bavensoroft, Luton, Bedfordshire, the wife of 

- o. c. 

Hie^s^-On'M.ylutra^’Dunwlln/'Bg Tn o“t'-r<»4,8uttoo, 8arrey, the 
wifiTof Major F. W. Higgs, M.D., R.A.M.C. (T.), °f® daughter. 

Mills. —On liay 16th, at Heath-street, Hampstead, N.W., the wife of 
Lieutenant E. Halford Mills, R.A.M.C., of a son. 

Weir.—O n May 18th, at South Lodge, Meratham, Surrey, the wife of 
Walter Weir, M.B., B.S., M.R.C.8., L.B.G.P., of a son. 


MARRIAGES. 


Estelle Mortimer, only daugnter oi wie 
Miller and Mr.. 8td,wiok. •• Br»k»me Ipwddj. 


TTH^ r ^ME^L H M lr %n C CyTh m at N An Satof Chon*. St. John’, 
fltod bythe Bev. 0. 8. Morton. M.A.., Captain B. J. Tyrrell. 
R.AJd.C 7 , to Grace Maiy Measham, B.Lltt., daughter of the late 
Rev. R. ieasham, B.N., Rector of Bellingham. 

DEATHS. 

Hnx.—On May 16th, at Warrington-crescent, Maida Vale, Dr. J. Shuter 
JSlijt, att Th. Bdmund 

Ph.D., L.S.A., L.M.S.S.A. _ 

KB-A fee of 6s. is charged for the Insertion of Kotices of Births, 

* J Marriages, and Deaths. 


ftanrits. 


For further information regarding each vacancy reference should be 
made to the advertisement (see Index). 

When the application of a Belgian medical man would be considered 
the advertisers are requested to communicate with the Editor. 

Bradford, Royal Bye and Bar Hospital.— Non-resident House 
Surgeon or paid Clinical Assistant. 

Bristol Royal Hospital for Sick Children and Women.— 
Female House Physician. Salary £150 per annum, with board, Ac. 

Burnley, Victoria Hospital.—F emale House Surgeon. Salary £160 
per annum, with residence. Ac. 

Bury Infirmary.— Female Junior House Surgeon. Salary £150 per 
annum, with board, Ac. 

Chesterfield and North Derbyshire Hospital. —Second House 
Surgeon. Salary £150 per annum, with board, Ac. 

Colchester. Essex County Hospital. —Ophthalmic Surgeon. 

Dewsbury County Borough.— Female Medical Practitioner. Salary 
£300 per annum, Ac. 

Dudley, Guest Hospital.— Assistant House Surgeon for six months. 
Salary at rate of £120 per annum, with board, Ac. 

Exeter, Royal Devon and Exeter Hospital.— House Physician 
for six months. Salary at rate of £150 per annum, with board, Ac. 

Hastings, Bast Sussex Hospital.— House Surgeon. Salary £150 per 
annum, with board, Ac. 
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Sir Thomas Sherley to Sir Robert Cecil, 1506, May 18.—My uncle 
Anthony Kempe, a man that I love exceedingly, is most monstrously 
abused by a bad fellow, one Walmesley, a very dog leech, who doth 
practise physic without skill or licence. My uncle Intending to 
make his complaint this day at the Council table will thereby 
inform you of the cause. My request is that you will be pleased 
for my sake to favour my uncle in his honest pretences, assuring you 
he is a most honest gentleman, and for his faith and loyalty towards 
the Queen’s Majesty 1 dare engage myself as far as I am worth. The 
gentleman is very aged and even worn to the last; weak of spirit, 
quiet and softly of disposition ; which no doubt hath encouraged that 
varlet to undertake bis lewd practice. 

Protest against action of the Company oj Surgeons. —Pascall Lane 
to 8ir Robert Cecil, undated (probably after 1596).—He is a surgeon 
in the parish ef 8avoy and Liberty of Westminster, who by foreign 
travel has got experience of the cure of many diseases. Although 
two years ago, upon the commendation of credible physicians and 
surgeops, he was licensed to practise by writing under the Arch¬ 
bishop of Canterbury’s seal, to which Dr. Stanhope subscribed, yet 
notwithstanding the Company of Surgeons molest him, affirming 
none ought to practise surgery within seven miles of London 
unless he be of their Company or tolerated by them, and threaten to 
undo him. He prays for Cecil’s letters to the Company for his 
permittance. 

Outrage on the Body of a Doctor {1597).— A memorandum (no 
writer’s name) stating that on Sunday, the 19th of April, M. Isaac de 
Laune, doctor of medicine, residing at Tonnere, in Burgundy, of the 
Reformed religion, died, respected by all right-minded men. His 
widow then sent to the “ Administrateur ” of the hospital to ask 
leave to bury him in one of the burial grounds within that hospital, 
where several Protestants had lately been buried, and this was freely 

S -anted. When this came to the ears of the dean of the parish of 
otre Dame he went to the “ Administrates," with some monks of 
the hospital, and protested, although the dead man had been familiar 
with them in bis life and was the usual and official doctor of the 
hospital. The widow and friends accordingly decided to bury the body 
by night to avoid giving any occasion for complaint. But when in 
the evening the funeral party were met, both Catholics and Pro¬ 
testants, news was brought that the monks of the hospital 
were prepared to resist by force the burial of the body, 
and that the dean, with a lot of bad characters, was about 
the town for the same purpose. Accordingly it was agreed to 
make a formal complaint the next day, and that the widow should 
have the body taken to Fielz, an estate of which she is part-owner, to 
be there buried. And so the party went away leaving only two 
women in the house. But the Dean and the mob, being disappointed 
by this decision, about midnight broke into the house, dragged the 
corpse into the market place up to the pillory, broke open the coffin, 
wounded the body with pointed sticks, put cards in one hand and 
dice in the other, and were about to put the body into the pillory if 
they had not been prevented by some dlsapprovers. They then took 
to Insulting the body, threatening to throw it into the river with a 
paper on its back that this was a Huguenot on his way to England, 
and abusing it in other ways. In the morning the police and the 
“Echevins^ came, most of whom had been violent partisans of the 
League; and, to show how little they cared for such matters, they 
bad the body taken up by some peasants and buried without more 
ado in a dunghill, and did not even allow' it to be first placed in the 
coffin. And then they went back to the widow and demanded 
payment for their trouble, threatening her that otherwise they would 
dig up the body and throw it to the dogs to eat; and they even 
eontrived that no .justice should be had without appealing to the 
King. 

Distilled Waters.—Dr. W. Mount to Sir Robert Cecil.—From the 
Savoy, 1607-8, Feb. 8.—I will daily pray for the happy success of 
your service to your country in this great and ever memorable 
embassage, and that your goings out and comings in may be, with 
good health also to your father, comfortably performed. So much in 
my power may be, with your good leave, by presenting 2 glasses of 
compound distilled water I do endeavour—the one of cinnamon, the 
other of sage, both comfortable if at any time in your travel you 
•hall find yourself in health not well affected ; one spoonful or two 
at one time, with half so much sugar. 

W. Smith to 8ir Robert Cecil. 1599-1600, March 22.-My aged 
mother, being extremely tormented with a pain in her stomach, 
which no physic can remove, I would humbly ask you to give her a 
little of the distilled water which I brought from Florence and 
delivered to your honour ; for I know the same to be of an excellent 
virtue and hope it will do her good. I have sent a little silver bottle 
by this bearer for the same. 

The Earl of Shrewsbury to 8ir Robert Cecil, 1602.—My infective 
against pancakes causeth my wife to send you a little glass of her 
cinnamon water, which is so small as you need not fear tt will heat 
you at all, and if you had emptied your stomach a spoonful or two 
would do very well after it. Inflame it will not, for there is no wine 
in it, but common cinnamon in borage water only. 

Insomnia Cured— Sir William Cornwallis to Sir Robert Cecil, from 
Higbgate, 11th May, 1599.—Upon Sunday last I was let blood, since 
which my fever left me and the extreme pain in my head, but I 
have so weak a stomach as I can taste no manner of meat to 
restore the ruin that my long abstinence hath made. I live by 
broths, barley, cream, and sometimes a little jelly. But that which 
makes me weary of my life, I cannot sleep all night. I have ridd«n 
in a furred nightgown round my poor garden this morning and mean 
to do again to-night, finding the air comfortable, and hope that will 
bring me to sleep. 

The Same to the Same, from Highgate, this Wednesday, May 16, 
1699.—Since I took my horse and the air, so weak I was I could scarce 
■it upon him, yet I found a present strengthening of my stomach. 
Yesterday (a sick man’s fancy) I had a desire to go dine at Barnet, and 
thither I went, part by coach, part by horse, carrying with me my 
Physician and two or three of my friends, lost £5 at premero, came 
some, supped like a weak man well, and slept with the medicine of 
the travel the most part of the night, which I did not before these 18 
night*. 

Tt Outward ” Medicines for Gout.— Thomas, Lord Burghley, to 8ir 
Robert Cecil, May 18.1599.-1 cannot accompany you to the marriage, 
as I would have been glad to do, because I have found a famous 
man that Is said to have done very great cures of the gout here, and 
■ays that in four or five days he will make my foot as nimble as it 


was before I had It. I hope not for all his promises, but as his 
medicines are all outward there is no danger. 

Lady R. Cecil's Illness.— Dr. Jo. Nowell to 8ir Robert Cecil, 1599, 
July 23.—My Lady went to bed between 9 and 10; in her bed she 
took her cordial, which she kept not above half an hour. From 
10 till 6 in the morning she hath slept every hour, drinking 
three times broth this night and other means to refresh her. 
Her looseness had not troubled her all night. Her water begins 
to be of a good colour again, with signs of concoction; her 
legs, being last night somewhat swollen, are now abated, the spot 
appearing to decay. Her heat is nothing so great as it hath been, 
neither inwardly nor outwardly. I trust her honour shall do very 
well; she is so tractable in anything ministered. 

(To be concluded.) 

THE EDUCATION OF THE ONE-ARMED. 

To the Editor of The Lancet. 

Sir,—C an yon put me into communication with a medical 
man having only one arm ? I ought to add that my motives 
for desiring to communicate with him are strictly scientific, 
as I have suggested by the heading. 

I am, Sir, yours faithfully, 

May 22nd, 1916. UNIMANUS. 

Cajptain , R.A.M.C .—Section 4 of the by-laws of the Royal 
College of Surgeons of England provides that the date of the 
election of Members of the Council shall be announced not 
less than 30 and not more than 40 days in advance, and 
that candidates for seats shall send in their nominations 
within ten days of the date of the announcement. Under 
the existing rules, therefore, the complete list of candidates 
cannot be known more than 30 days before the election, 
and hence the time is insufficient to allow of Fellows 
residing in remote parts of the Empire to record their 
votes. The by-law only provides that voting papers shall 
be sent to Fellows residing in the United Kingdom. Last 
year many Fellows serving abroad recorded their votes, 
the voting' papers either being sent to them direct from 
the College or forwarded from their home address. The 
secretary of the College will send a voting-paper to any 
Fellow on active service whether ordinarily resident in 
Australia, Canada, or elsewhere, if he applies for one. 


gtrtriraf Jiarg far i\t ensuing $8eefe. 

SOCIETIES. 

ROYAL SOCIETY, Burlington House, London, W. 

Thursday.— PapersDr. T. J. I’a. Bromwich : The Scattering of 
Plane Electric Waves by Spheres.—Mr. J. Pro u dm an, Mr. A. T. 
Doodson, and Mr. G. Kennedy: Numerical Results of the 
Theory of the Diffraction of a Plane Electromagnetic Wave by a 
Perfectly Conducting Sphere (communicated oy Dr. T. J. I’a. 
Bromwich).—Mr. G. I. Taylor : Motion of Solids In Fluids when 
the Flow is not Irrotational (communicated by Prof. H. Lamb). 

ROYAL SOCIETY OF MEDICINE. 1, Wlmpola-atTMt, W. 

MEETINGS OF SECTIONS. 

Tuesday, May 90th. 

PSYCHIATRY (Hon. Secretaries—Bernard Hart, G. F. Barham): 
at 4 p.m. 

Paper: 

Mr. H. F. Stephens: The Oompluetio Reaction in Amentia: an 
Original Study of 100 Cases. 

Thursday, June 1st. 

DERMATOLOGY (Hon. Secretaries—A. M. H. Gray, J. B. R. 
MoDonagh): at 5 p.m. 

Adjourned Discussion : 

On Mr. J. E. R McDonagh’s paper on “ The Rationale and Practice 
of Chemotherapy." _ 

WEST LONDON MBDICO-CH1RURGICAL SOCIETY, West London 
Hospital, Hammersmith-road, W. 

Friday.— 8 30 p.m., PaperDr. J. Dundas Grant» Some Points of 
Practical Interest in the Diagnosis and Treatment of Diseases 
of the Throat, Nose, snd Bar. 

LECTURES, ADDRESSES, DEMONSTRATIONS, Ac. 

NORTH-EAST LONDON POST-GRADUATE COLLEGE, Prince of 
Wales’s General Hospital, Tottenham, N. 

Monday.— Clinics:—10.30 a.m.. Surgical Out-patients (Mr. B. 
Gillespie). 2.30 p.m., Medical Out-patients (Dr.T. R. Whlpham)» 
Gynecological Out-patients (Dr. Banister). 3 p.m., Medical 
In-patients (Or. R. M. Leslie). 

Tursday.— 2.30 p.m., Surgical Operations (Mr. Carson). Clinics:— 
Medical Out patients (Dr. A. G. Auld); Surgical Out-patients 
(Mr. Howell KvanB); Nose, Throat, and Ear Out-patients (Mr. 
C. H. Hay ton). Radiography (Dr. Metoalfe). 3.30 p.m., Medloal 
In-patients (Dr. A. J. Whiting). 

Wxdick&day. —Clinics2.30 p.m., Throat Operations (Mr. O. H. 
Hayton). Children Out-patients (Dr. T. R. Whlpham); Bye Out¬ 
patients (Mr. R. P. Brooks); Skin Out-patients (Dr. H. W. 
Barber). 6.30 p.m.. Bye Operations (Mr. R. P. Brooks). 
Thursday. —2.30 p.m., Gynecological Operations (Dr. A. B. Giles). 
Clinics’.—Medical Out-patients (Dr. A. J. Whiting); Surgical 
Out-patients (Mr. Carson); Radiography (Dr. Metoalfe). P.M., 
Medical In-patients (Dr. R. M. Leslie). 

Friday.— 2.30 p m., Surgical Operations (Mr. Howell Evans). 
Clinics [—Medical Out-patients (Dr. A. G. Auld); Surgical Out¬ 
patients (Mr. B. Gillespie); Bye Oat-patients (Mr. B. P. Brooks). 
4.30 p.m., Special DemonstrationMr. B. Gillespie: Intestinal 
Obstruction (Illustrated by cases). 
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TYPHUS FEVER IN SERBIA. 

Delivered at the Royal Society of Medicine on Oat, 20th and 
29th and Nov. 3rd , 1915 , 

By R. O. MOON, M.D. Oxon., FR.C.P. Lond., 

coHSUi/rura physiclut, west kbit qbsxbal dispkvsabt, 

MABTXKBOJTX, ETC. 


LECTURE II. 1 

The Relation op Typhus to Plague. 

Mb. President and Gentlemen,— It is a customary 
jest among the laity to say that doctors are always 
inventing new diseases, and certainly when we consider 
the ever-flowing stream of jaw-cracking medical terms, 
together with the increasing output of medical litera¬ 
ture, there does seem to be some justification for the com¬ 
plaint. Yet in most cases what appears to be the classifica¬ 
tion of a new disease is really only the differentiation of that 
disease from a pre-existing family of diseases. “ Omnis 
determinate est negatio,” said Spinoza—that is, whenever 
we define a disease we strip away from it the attributes which 
it does not possess. We are continually dividing up and 
classifying diseases afresh and giving to them new names as 
a convenient sort of shorthand. Just as there was a time 
when people spoke of one kind of rose and the term rose 
covered a great variety of what we now know to be different 
species, so there was a time when the term “ fever ” denoted 
a great variety of fevers, having doubtless the common 
characteristics of a quickened pulse, raised temperature, and 
an increased frequency of respiration, yet each one being 
an entirely separate entity. To a layman it must seem strange 
that such diseases as measles and small-pox should ever 
have been confounded, yet such common diseases were not 
definitely distinguished until 900 a.d. by the Arabian 
physician Rhazes in a treatise which has been translated 
into Syriac, Greek, and Latin. Small-pox used to be regarded 
as a more severe kind of measles ; the technical term 
“morbilli” comes from the Italian, and means “ little 
disease,” as compared with the great disease of small-pox or 
variola. Like many other things in life, when once we have 
found the key to the problem we wonder how the mistake 
could ever have arisen, or how two such dissimilar diseases 
could ever have been confused. But, as Pascal says, the 
more intelligence we have the greater is the difference which 
we perceive in things. In all this question of classification 
we must beware of deceiving ourselves with words or in 
applying a name where there is no intellectual concept; in 
fact, it is this very thing which Mephistopheles in Goethe’s 
Faust recommends the medical student to do. With the 
possible exception of politics, there is nothing in which it is 
so important as in medicine to realise that words are the 
counters of wise men and the coin of fools. 

Now, typhus was not definitely separated off from other 
diseases till the middle of the eighteenth century; formerly 
it had occurred under the general name of fever, and was 
certainly confounded with plague, to which it has a super¬ 
ficial, but only a superficial, resemblance, the two diseases 
being in their essence entirely different. Now that we know 
plague to be due to the bacillus pestis, thanks to the 
researches of Eitasato in 1894, it is obvious that it has 
nothing to do with typhus, and yet it would seem to flourish 
in the same kind of soil; more particularly, dirt, poverty, 
and overcrowding are favourable to its production, just as 
they are to that of typhus, but there is not the same con¬ 
nexion between plague and war as there is between typhus 
and war. The characteristic symptom of plague is the 
swelling of the lymphatic glands, the glands most usually 
affected being the inguinal, hence the name ‘ ‘ bubonic 
plague.” 

The “Plague” of Thucydides. 

Going back to quite early times, there is a general con¬ 
sensus of learned opinion that the disease which ravaged 
Athens in the second year of the Peloponnesian War 
(430 b.g.), and was described by Thuoydides as the plague, 


1 Lecture I. ww published in Tax Lajtcxt of May 27th, p. 1069. 

No. 4840. 


was in reality identical with typhus. 3 It is worth while con¬ 
sidering in some detail this description by the Greek 
historian, as it is perhaps the earliest description extant 
by a layman of a really important disease. We are 
told by Thucydides that this “plague” first attacked 
the inhabitants of the Piraeus, then reached the upper 
city, where the mortality became far greater. The 
crowding of the people out of the country into the 
city aggravated the general misery, and the newly arrived 
suffered most, for, having no houses of their own, but 
inhabiting in the height of summer stifling huts, the 
mortality among them was dreadful, and they perished in wild 
disorder. The dead lay as they had died one upon another, 
while others, hardly alive, wallowed in the streets and 
crawled about every fountain craving for water. The 
rapidity of the onset, which Thucydides describes, is very 
characteristic of typhus, and so, too, are the violent heats 
in the head, together with redness and inflammation of the 
eyes. ‘ ‘ The sufferers could not bear to have on them the 
finest linen garment; they insisted on being naked, and 
there' was nothing they longed for more eagerly than to 
throw themselves into cold water. Many of those who had 
no one to look after them actually plunged into the cisterns, 
for they were tormented by unceasing thirst, which was not 
in the least assuaged whether they drank little or much. 
They died either on the seventh or ninth day, not of 
weakness, for their strength was not exhausted, but of 
internal fever, which was the end of most.” This high fever 
is much more like typhus than plague, for the latter kills its 
victims earlier than the seventh or eighth day. We are told 
further by Thucydides that physicians were among the first 
to be attacked because they oftenest came into contact with 
the disease. “Some of the sufferers died from want of 
care, others equally who were receiving the greatest 
attention. No constitution was strong enough to resist 
or weak enough to escape the attacks. Most appalling 
was the despondency which fell upon anyone who felt 
himself sickening, for he instantly abandoned his mind 
to despair and, instead of holding out, absolutely threw 
away his chance of life. The violence of the calamity was 
such that men, not knowing where to turn, grew reckless of 
all law, human and divine. The customs which had hitherto 
been observed at funerals were universally violated, and 
they buried their dead each one as best he could. Many 
having no such appliances because the deaths in their 
household had been so frequent made no scruple of using 
the burial-place of others. When one man had raised a 
funeral pile, others would come and, throwing on their 
dead, first set fire to it, or, when some other corpse was 
already burning, before they could be stopped would throw 
their own dead upon it and depart.” Thucydides goes on 
to speak of serious moral changes. Thus “men reflected 
that life and riches were alike transitory, and they resolved 
to enjoy themselves while they could and think only of 
pleasure. Who would be willing to sacrifice himself to the 
law of honour, when he knew not whether he would ever 
live to be held in honour? Those who saw all perishing 
thought that the worship or neglect of the gods made no 
difference. For offences against human law no punishment 
was to be feared, no one would live long enough to be called 
to account. Already a far heavier sentence had been passed 
and was hanging over a man’s head ; before that fell, why 
should he not take a little pleasure ? ” Plague appears to 
have been of great antiquity in Egypt, and Cicero tells us 
that the ibis was considered sacred by the Egyptians because 
it kept away the plague (avertant pattern ab ^Egypto). 

The Pestilence in the Reign of Marcus Aurelius. 

The next historic instance of what was called “plague” 
in those days took place in the reign of Marcus Aurelius 
(165 a.d.). It has been described by Galen, and from the 
close resemblance of his description to the plague at Athens 
there is little doubt that it also was really typhus. It 
synchronised with serious earthquakes, tremendous floods, 
swarms of locusts, and famine. It appears that Syria was 
the starting-point of the pestilence. In order to suppress a 
rising of the Syrians an army under Avidius Cassius, later 
followed by Lucius Verus, whom Marcus Aurelius had asso¬ 
ciated with himself in the empire, was led into Syria. Prior 

* A careful consideration of this subject may be found in a paper read 
by Dr. B. Crawfurd before the International Congress of Medioine held 
in London in 1913. 

Z 




1112 The Lancet,] 


DR. R. O. BOON: TOPHUS FEVER IN SERBIA. 


[June 3,1916 


to the oonquest of Seleucla the troops had suffered from 
want and sickness. After the surrender of the town, where 
40,000 men had been crowded together, the pestilence broke 
oat among the Romans. According to the story, the Roman 
soldiers hunting for treasure in the temple of Apollo entered 
into a small store-room, out of which, through the magic 
arts of the Chaldaans, the germ of the disease issued 
forth. This story was carefully spread about by the 
Chaldscan priests so as to let the sickness appear to be a 
punishment for the pollution of the sanctuary ; at the same 
time it bears witness to the fact that the contagious 
character of the pestilence was already recognised. The 
army of Lucius Veras, with its long train of camp-followers, 
feasted themselves in Antioch, Laodicea, and the other 
towns through which they passed, thus spreading the disease 
far and wide through the provinces of the Roman Empire. 
Oa reaching Rome the ravages of the disease were so violent 
that Marcus Aurelius instituted a general “ Lustration,” 
introduced new gods, and ordained a seven-days Lectisternium. 
Nevertheless the pestilence continued in its virulence, corpses 
were brought out of the city in cartloads, and the dead from 
the pDorer classes had to be buried at the public cost. 
Orosius tells us that Rome and the neighbDuring provinces 
became so desolated that here and there whole villages and 
towns, abandoned by their inhabitants, fell into ruins. 
Outside the Roman Empire the Germans were affected by 
the disease, and also Gaul and Scotland. According to 
Galen, the epidemic lasted 15 years (165-180), at the end 
of which time the Emperor Marcus Aurelius himself died 
of the disease. Daring this long period there is no doubt 
that some of the cases described by Galen were really cases 
of small-pox; thus he speaks of the rash coming sometimes 
in the form of pustules. 

Another serious pestilence which seems to have 
included cases of true plague and typhus, perhaps also 
diphtheria and ergot gangrene, broke out in 250 a.d. 
and lasted till 256. Daring this period there were numerous 
alarming natural phenomena. Thus, in 251 there was an ! 
earthquake in Cornwall; in 253 an eruption of Etna, besides 
numerous earthquakes in Asia, Africa, and Rome; while 
many coast towns were overwhelmed by floods. We are told 
that the disease was spread by clothes, which is more 
suggestive of typhus than plague, and also by the look, which 
must have meant the evil eye. An ecclesiastical writer tells 
us that the pestilence first broke out in Neo-Cesarea, in 
Pontus, in an overfilled theatre in which games were being 
celebrated in honour of Jupiter, after the people in an irre¬ 
verent mood had called on the god to make room for them. 

The Justinian Plague ; Other Epidemics . 

The well-known pestilence in the time of Justinian which 
continued off and on for a period of 50 years, known 
as “the Justinian plague” (530-580), doubtless really was 
true bubonic plague, although some descriptions of it, in 
particular that by Evagrius, 'are so like the plague of 
Thucydides that typhus must certainly have occurred con¬ 
currently with it. This great epidemic of the sixth century 
began in the Delta land of Pelusium, near to Damietta, 
between the Serbonian Bog and the eastern branch of the 
Nile, according to Procopius, who is said to have observed its 
progress and symptoms with the eyes of a physician ; it then 
passed eastwards to Palestine and Syria and westwards to 
Alexandria. Some towns were attacked so violently that 
they almost ceased to exist; thus there was great destruction 
at Antioch in 526, where the pestilence broke out amid earth¬ 
quakes and fires ; 250,000 met their death here. According 
to Procopius, during the whole of this year the sun looked as 
though it were in a condition of continual eclipse. He also 
tells us that the pestilence had such an evil effect upon the 
morals of the people that there was such general unbridled 
licence that it seemed as though the disease had only spared 
the worst of the population. 

Both Procopius and Evagrius maintain that immediate 
contact with those affected did not give rise to the disease, 
that doctors and attendants”on the rich were not more but 
less attacked, while many who absconded succumbed to it. 
Modern experience has confirmed these observations, for very 
few attendants in hospital have contracted plague. At 
Constantinople it is said that many were attacked by the 
pestilence after apparitions in dreams or while waking had 
warned them of their threatening danger. 

No facts have bee i preserved which enable us to estimate 
the mortality of this plague which lasted for 50 years, but 


Gibbon as a result of his researches says: “ I only find that 
during three months five, and at length ten thousand persons 
died each day at Constantinople ; that many cities of the 
East were left vacant; and that in several districts of Italy 
the harvest and the vintage withered on the ground. The 
triple soourge of war, pestilence, and famine afflicted the 
subjects of Justinian, and his reign is disgraced by a visible 
decrease of the human species, which has never been repaired 
in some of the fairest countries of the globe.” 3 

There is little doubt that the Black Death whioh ravaged 
Europe in the middle of the fourteenth century is the same 
as that which we now know as true bubonic plague ; in that 
overwhelming calamity some 25,000,000, or a quarter of the 
population of Europe, died from the disease. After that it 
became established as an endemic disease in England and 
other parts of Europe, the last appearance in England being 
in 1665, when 70,000 persons perished. 

The pestilence which originated in Cyprus 1505-28 and 
ravaged almost the whole of Italy was undoubtedly typhus 
fever; this is probably also true of the disease called 
“ morbus Hungaricus,” which raged in thearmy of Charles V. 
during the siege of Metz in 1552. At this time the Italian 
physician Frascatorius gave a description of it, distinguishing 
it from plague; he called it “morbus lenticularis.*' 


Mode oj Spread and Symptoms. 

Before an outbreak of plague rats often die in large 
numbers, and this is regarded by people in China and India 
as a sign of a ooming epidemic. Curiously enough in the 
Old Testament, in the first book of Samuel, a fatal disease 
among field mice is recorded which affected the Philistines, 4 
and was probably plague. There is little doubt that the 
virus exists underground before it affects human beings. 
Contrary to the conditions of typhus, epidemics of plague 
have often been preceded by a long drought, but, like 
typhus, all the localities in which plague flourishes are con¬ 
spicuously filthy ; a soil contaminated with decaying animal 
matter of all kinds would seem to be an essential condition 
for the vitality of the virus. Like typhus, there is not much 
communication of the disease through the air. 

Owing to the frequent concurrence of plague and typhus 
such acute observers as Diemerbroech and Sydenham were 
induced to believe that the one disease might be transformed 
into the other; the error is not an unreasonable one when 
we consider that much the same kind of soil is favourable to 
each disease ; thus plague, like typhus, has often followed 
on famines, wars, and other calamities which produoe 
destitution and a lowered state of health, though, unlike 
typhus, epidemics of plague have often been preceded by a 
long drought. Such views, of course, were held long before 
we knew anything about micro-organisms. Clinically 
speaking, the raging delirium and the frequent occurrence 
of gangrene of the extremities, while common in typhus, 
are rare in plague ; the hoarseness and laryngeal catarrh 
which are frequent in typhus are not a feature of plague. 
Then, too, we have the rash of typhus and the inguinal 
swell ings in plague to guide us to a correct diagnosis. 

There is plenty of evidence in the case of plague that the 
lower animals may be affected with it, particularly mice, 
rata, and dogs; house flies and fleas also may convey the 
disease ; whereas there is very little evidence that the lower 
animals are affected by typhus. In the case of both diseases 
a second attack and relapses are most rare. 

Communication of plague from one person to another in 
the open air or by casual meeting is very rare, if it ever 
occurs, and it is certainly not so contagious as small-pox or 
scarlet fever. Nor does it appear to be conveyed by water. 
The long life of the organism and the probable infection 
through the skin make the hygienic condition of the 
individual, the home, and the community matters of the 
highest importance. The poorer classes are always the 
chief, if not the only, sufferers. It was observed in Malta in 
I 1913 that the plague was far less common in the upper 
storeys of the lofty houses of Valetta than in the basements. 


Relation op Typhus to Relapsing Fever. 


Another disease long banished from Western Europe, but 
which still occurs with fair frequency in Serbia and the 
Balkan Peninsula, is relapsing fever. Though essentially it 
is quite unlike typhus fever, yet at any particular stage it 
may bear a remarkable resemblance to that disease, more 


* Gibbon, vol. v., p. 346. 
• I. Samuel, v. and vi. 
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particularly from the point of view, of complications; thus 
pneumonia and respiratory affections generally together 
with transient forms of peripheral neuritis are common in 
both diseases. Practically, however, the great point of dis¬ 
tinction lies in the fact that relapsing fever, or “ febris 
recorrens,” as it is called on the continent, is a much less 
serious disease than typhus fever ; whereas the mortality of 
the former is rarely more than 2 per cent., that of the latter 
may rise to from 30 to 40 per cent. Unless considerable 
care is taken confusion easily arises in the statistics of these 
two diseases, so that one may readily get a false conception 
of what is happening. In the past it has prevailed exten¬ 
sively in Europe, especially in Ireland. It is common in 
India, where the conditions for its development seem always 
to be present. In 1869 there was quite an epidemic of it in 
New York and Philadelphia, thought to have been intro¬ 
duced by Irish immigrants, but only an occasional case has 
been met with in Great Britain during the past 20 years. 
Being a far less fatal disease than typhus and of shorter 
duration, it was at first regarded as a milder form of typhus. 

Oddly enough, Hippocrates gives an account of a disease 
which he had himself observed in the island of Thasos, and 
which bears a close resemblance to relapsing fever as we 
know it to-day. But from the time of Hippocrates it 
appears to have been lost sight of ; at least, no mention of 
any disease at all resembling relapsing fever occurs in 
medical literature until 1770, when Rutty wrote describing 
** the weather, seasons, and diseases in Dublin.” But for a 
long time after this it was mixed up with other fevers, and 
more particularly with typhus, from which it was not finally 
differentiated till 1826. In that year there was an epidemic 
of relapsing fever in Ireland, which first appeared among 
the working classes, who suffered great distress from the 
stoppage of the factories caused by the war between Turkey 
and Russia and also from failure of the potato crop. 

Now, as we have said before, it seems strange when once 
we know the distinction between the two diseases to 
realise how they could ever have been confused. In the 
one case we have a disease—typhus—characterised by a 
severe fever lasting about 14 days and with a high 
mortality; in the other case we have a fever lasting on 
an average seven days, with one or more relapses or re¬ 
currences, which is almost unknown in any other fever, 
and also a very low mortality; finally, in typhus there is 
a very characteristic rash, while in relapsing fever there 
is no rash or only one quite exceptionally. Of course, 
when confronted with a case, as one frequently was in 
Serbia, with an entire uncertainty as to the history of the 
patient, endeavouring to interpret the poor man’s complaint 
out of Serbian, Czech, or Hungarian into German, which was 
our usual linguistic medium of exchange, the distinction 
between typhus and relapsing fever is by no means 
simple. Of this I had some very practical experience 
on one occasion when I was asked to go to the station 
at Skoplje to meet a train coming from Nish with 
150 sick and there to sort out those suffering from typhus 
from those with relapsing fever, so that they might be sent 
to different hospitals. In both diseases alike there would be 
high fever and rapid pulse, together with flushed face and 
injected conjunctive, also some enlargement of the spleen, 
which, however, is more noticeable in relapsing fever than 
in typhus. Speaking generally, from my experience I should 
say that there is more actual suffering in relapsing fever 
than in typhus, though the former is a much less serious 
disease ; possibly the greater delirium and general obfusca¬ 
tion of the cerebral faculties may render the typhus patient 
more oblivious of his sufferings. Striking and troublesome, 
for instance, as was the feature of “tender feet ” in typhus 
it was more intense and widespread in the cases of relapsing 
fever. Then, too, there is that curious contrast with regard 
to pregnant women, whereby gestation is almost invariably 
brought to an end in the case of relapsing fever, whereas in 
typhus the gestation is unaffected. Convalescenoe from 
relapsing fever is apt to be slow as compared with that 
from typhus, and it confers but little immunity. 

Carnation of Relapsing Fever. 

Relapsing fever has this particular interest for science in 
that it was the first specific disease in which the micro- 
'Organism known as the spirillum of Obermeier was dis- 
■ covered in 1873. In all probability this spirillum or its 
spores are given off with the breath or from the skin and 
are reoelvod into the air vesicles of the lungs with the inhaled 


air; they are not conveyed in drinking-water. It is exceed¬ 
ingly apt to pass from hospital patients to nurses and doctors. 
It may be transported to a distance by infected clothes, and 
in Edinburgh in 1843 it was noticed that a large number of 
laundry-women contracted relapsing fever, though they had 
no other communication with the sick than washing their 
clothes and bedding. In many cases it would seem that the 
contagion is communicated from one individual to another 
by means of blood-sucking insects, such as ticks, &c. ; there 
are also instances of the disease having been contracted by 
the handling of the bodies of those who had died from it. 

When we come to consider the remoter causes of relapsing 
fever, or rather the soil which favours its development, we 
are struck by the large consensus of opinion which regards it 
as due to poverty, overcrowding, and insanitary conditions. 
Murchison, who made a prolonged and very detailed study 
of continued fevers, was of opinion that the teaching of 
history showed typhus fever to be the pestilenoe of war, of 
camps, and of sieges, while relapsing fever is the pestilence 
of famine. Thus, while relapsing fever is associated 
specially with destitution, 9 typhus is associated with desti¬ 
tution and evercrowding combined. 

The epidemics of relapsing fever of 1817-19 raged during 
a period notorious in British history for low wages and high 
prices of food due to the fall of the markets which had 
been inflated during the continued war ; while the epidemics 
of 1843-44 and 1847-48 occurred about the time of the great 
Irish famine, and during the general destitution which played 
so large a part in causing the abolition of the Corn Laws 
and in preventing their re-enactment. 

The German name “ Hungerpest ” for relapsing fever points 
unmistakably to the connexion in German opinion between 
relapsing fever and the existence of destitution. When an 
epidemic of it occurred in Silesia in 1847 the inhabitants, in 
consequence of a succession of bad harvests, hid been reduced 
to subsisting upon cloves, grass, mushrooms, and the roots 
of trees. 

In 1870, which is the last time there has been any serious 
outbreak of relapsing fever in Great Britain, there was an 
epidemic in Liverpool, and Thb Lancet Report on the 
subject showed that there were three principal causes : 
(1) The sites of the houses, which were frequently placed 
on decaying animal and vegetable matter; (2) insufficient 
drainage ; and (3) the extensive prevalence of cellar dwellings 
in darkened and filthy courts. 

Professor Clifford Allbutt in the epidemic of relapsing 
fever in England in 1870 saw a good many patients who, 
after contracting relapsing fever and recovering from it in 
the course of a few weeks, took typhus ; he did not see any 
who had typhus first and then relapsing fever. In the cases 
in which typhus followed upon relapsing fever in the same 
patient within a short interval of time it seemed to him that 
the typhus pursued a milder course than might have been 
expected had the patient suffered primarily from typhus. He 
suggests that if ever the micro-organism of typhus is dis¬ 
covered it will be interesting to know whether in genus or in 
species it is related to relapsing fever, so that the occurrence 
of one disease may modify the course of the other, as is the 
case with vaccination and small-pox. 

The Relation op Typhus to Enteric Fever. 

The last important disease, from which typhus had to be 
disentangled, so to speak, was enteric fever, which is perhaps 
better known under the name of typhoid fever. The official 
name is more satisfactory than typhoid fever, because the 
latter seems to imply a resemblance to typhus which does 
not really exist. True it is that they were not clearly dis¬ 
tinguished till towards the middle of the last century, and 
that they have clinically some superficial resemblances, yet 
they are essentially entirely different diseases. In passing, 
I might point out for the benefit of the non-medical part of 
my audience that enteric fever has nothing to do with 
enteritis, the latter being a somewhat general term for 
inflammation of the intestinal canal with no reference to 
any specific disease ; thus people may hear of their friends 
in Flanders or Gallipoli suffering from enteritis, and may be 
morbidly apprehensive that it is something closely allied to 

• "Relief of extreme destitution in districts where relapsing fever 
was prevailing has repeatedly been followed by subsidence of the epi¬ 
demic, starvation renders persons more susceptible to the contagion, 
either by weakening the power of the living cells of the body to cope 
with the invading microbes or by favouring the development of the 
latter more directly.”—Principles and Practice of Medicine, Fagge and 
Pye-Smith, third edition, vol. 1., p. 133. 
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enteric fever. Now, the great difference between typhus 
and enteric fever lies in the fact that, while in the former 
the disease spreads all over the body, affecting all tissues 
indifferently, in the case of enteric fever the disease, though 
also a general disease, has a special localisation—namely, 
in the glands of the lower part of the ileum and 
the large intestine. The distinction between these two 
diseases was a great triumph of morbid anatomy, which in 
the present day is rather out of fashion. It was, in fact, 
hardly possible to make this distinction until the holding of 
post-mortem examinations and the consequent increased 
study of morbid anatomy became part of the usual routine 
of hospital work. 

The first recognition of enteric fever in England, though, 
of course, it was not called by that name, was a description 
given us by Willis of an epidemic which occurred in the 
Civil War of 1643. Willis appears to have recognised the 
intestinal lesion as something distinct from either plague or 
typhus. Baglivi, in Italy, wrote of it under the name of 
“febris mesenterica,” while in Germany Hoffmann, during 
an epidemic in Halle in 1699, and again in 1728, noted some 
of the clinical features which separated it from typhus, and 
described the ulceration of the intestine in fatal cases. 

In 1737 Huxham, of Plymouth, drew a sharp distinction 
between the slow nervous fever, which was obviously enteric 
fever, and the more acute, malignant fever, which was 
typhus. Later in the eighteenth century there seems to have 
been a general recognition of an intestinal fever, which was 
probably regarded as one variety of the “ continued fevers,” 
and though the two types of slow nervous and acute 
malignant fever were vaguely perceived, no really scientific 
distinction was made between them. 

Final Recognition and Advance in Knowledge of Typhoid. 

What seems finally to have led to definite recognition 
and isolation of the two diseases was the fact that English 
and American doctors in the first half of the last century 
studying in Paris, where enteric fever was specially present, 
on returning to their homes found themselves mainly 
confronted with typhus, and thus they readily recognised 
that it was not the same disease as that with which 
they had become familiar while studying in Paris. The 
French physicians of that time seeing only the one 
disease, thought that the intestinal ulcers would be found 
in all cases of the disease known as jail fever or typhus. 
But Gerhard, of Philadelphia, who had studied in Paris 
and there had become familiar with enteric fever, on 
his return to Philadelphia, when there was an outbreak of 
typhus (1837), set out clearly the distinction between the 
diseases and also differentiated them from malarial fever. 
Thus the distinction seems to have been made earlier in the 
United States than in any other country. 

In England the two fevers were about equally prevalent, 
and the intestinal lesions were regarded as merely accidental 
occurrences in certain of the cases ; the question was not 
finally set at rest in England until the work of Jenner 
(1849-51) proved by a close observation of the two diseases 
at the London Hospital, with post-mortem examination, 
their essential difference. But the old views were 
abandoned slowly and the innate conservatism of the Irish 
led Irish physicians to maintain the identity of the two 
fevers even as late as 1861. In Germany Schonlein (1839) 
proposed the names of “typhus abdominalis ” for what we 
call enteric fever and “typhus exanthematicus ” for what 
we know as typhus ; these names are still used by German¬ 
speaking people, and these are the names which I was 
accustomed to write on the bed-letters of the Serbian 
patients. 

We have now much greater knowledge of enteric fever 
than of typhus. Thus, as far back as 1880 the bacillus of 
enteric fever was discovered by Eberth as the specific cause 
of the disease, while that of typhus is still to seek. This 
bacillus has about the same limits of latitude and longitude 
as man himself, so that no country or race is known to be 
immune from the disease. It is indeed dependent on man for 
its existence, though it may live for a time in water or on 
various articles, yet its life in such situations is comparatively 
short; it may be blown about with dust or carried by flies. 
Even 20 years prior to the discovery of Eberth an English 
doctor in the provinces—W. Budd, of Bristol—had surmised 
that the infective agent in enteric fever was to be found in 
the patient’s dejecta; hence, if these could be adequately 


sterilised the disease might disappear altogether, and, 
indeed, the rapid diminution of this disease in Western 
Europe, especially in those countries and towns where 
sanitary science is most advanced, shows that we need not 
despair of its total disappearance. Owing to a method intro¬ 
duced by the French physician Widal, we know how to 
diagnose enteric fever with very great certainty, while the 
wonderful immunity which our troops have enjoyed from it is 
largely due to the prophylactic knowledge gained for us by Sir 
Almroth Wright. Apart from this method of inoculation, the 
most important means for preventing the occurr&noe of 
enteric fever in communities are the securing of a pure 
water-supply and the effective disposal of excreta. How 
useful such hygienic measures may be is demonstrated by 
the fact that in the United States enteric fever is more 
prevalent in rural communities than in cities, where the 
sanitary arrangements are so much more efficient. Without 
wishing to complicate this question unduly, I ought, before 
leaving this subject, to say that we seem in process of 
splitting up enteric fever still further, and that there are 
micro-organisms called paratyphoid A and B which give rise 
to enteric fever, but with this difference, that the whole 
disease is of a milder type, its total duration being shorter 
and the fever showing more marked remissions. 

SUMMART. 

We have thus passed in review three important diseases, 
with which in the past typhus has been frequently associated, 
and with which it has been often confused. Curiously 
enough, we have a much greater scientific knowledge of the 
plague, relapsing fever, and enteric fever than we have of 
typhus. In each of the three first-named diseases the micro¬ 
organism has been discovered, while that of typhus remains 
still unknown. In spite of this ignorance, we have been as 
successful in banishing typhus from its favourite habitats as 
we have been in the case of many other diseases, if not more 
successful. Practically speaking, it comes to this, that 
in countries where typhus used to be endemic, in proportion 
as the knowledge and practice of hygiene and sanitary 
science have advanced so has typhus receded ; consequently, 
in Great Britain, where sanitary science has been most 
highly developed, it may be said that typhus has practically 
ceased to exist. Even then, if we do not discover the specific 
organism of typhus, but remain in the same position with regard 
to it as we are in face of measles, scarlet fever, and small¬ 
pox, we may yet be able, in other countries where it is still 
endemic, by improved methods of hygiene, to banish typhus 
or render it a quantite negligedble. And this service in 
particular we can render to our Allies in the Balkan 
peninsula by showing them, as indeed we have been doing 
during the past year, how to avoid the mistakes which we 
ourselves have made in the past, and how much disease may 
be got rid of by simple methods, before they have acquired 
the accumulated capital which renders it possible to build 
great laboratories for the research into the origin of disease. 
Just as after the war by exporting capital to Russia we may 
help much in the development of her industries, so now by 
exporting, so to speak, our sanitary experience we may be 
of the greatest assistance to the Balkan peoples. 

In speaking of these diseases we have shown how they have 
all been subject to the process of differentiation—i.e., from 
what was once regarded as merely “fever” we have 
differentiated out a number of diseases. Nor has the process 
come to an end; as we said just now, enteric fever shows 
signs of being further split up by our expert bacteriologist. 
This is all part of the evolutionary progress of homogeneity 
to heterogeneity, as Herbert Spencer defined it. Now the 
question arises with regard to disease, “ Is this process of 
differentiation to go on for ever, so that we become lost upon 
a limitless sea of particulars—is there to be no end to 
analysis ? ” When we have isolated all the specific 
organisms of all acute diseases, may there not be an 
underlying unity and their unifying substratum be found 
in the soil, so that the ancients in speaking in a general way 
of “ fever,” without distinguishing between different kinds 
of fever, may not turn out to be so far off the ultimate truth. 
Typhus, doubtless, is a striking instance of how attention to 
the soil may bring about the practical disappearance of a 
disease, and this might be extended to other diseases. Con¬ 
tinued analysis can hardly be the conclusion of the whole 
matter; we want a synthesis too, which may enable us 
intellectually to comprehend the root-essentials of disease. 
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A CASE OF ACUTE DIABETES. 

WITH COMMENTS, ESPECIALLY IN REGARD TO 
ACIDOSIS. 

BY WALTER G. SMITH, M.D. Dub., F.R.C.P. Irel., 

EX-PRESIDENT, ROYAL COLLEGE OF PHYSICIANS OF IRELAND ; 
EX-PRESIDENT, ROYAL ACADEMY OF MEDICINE IN IRELAND ; 
PHYSICIAN TO SIB PATRICK DUN'S HOSPITAL, DUBLIN. 


The following are the main facts of the case upon which 
I propose to comment. 

Notes of the Case by Mr. C. H. Comerford.— The patient, 
a boy aged 7 years, was admitted on Jan. 4th, 1916, 
and remained in hospital only one week, when his parents 
took him home fearing he was about to die. He was a gentle, 
quiet child, very thin, and wore a wan and apathetic 
expression, although his complexion was good and his eyes 
fairly bright. His parents stated that he was naturally 
healthy, and had had no previous illness to speak 
of. He was apparently quite well up to Christmas time, 
1915. It was then noticed that he had to get np three or 
four times a night to pass urine. There was marked thirst, 
his appetite became inordinate, while his strength and 
energy languished. He lay in bed almost motionless, 
took no interest in his surroundings, the upper 
eyelids drooped, and he slept a good deal. Emaciation 
was very marked. The skin was rather dark on the legs 
and its surface dry and rough, owing to minute horny 
accumulations at the hair follicles. No complaint of 
itchiness, no eruption on the skin, and no osdema of the 
ankles. The tongue was very red and the lips were dry and 
cracked, while the teeth and gums were normal. Bowels 
costive, motions large. No physical signs of disease in 
thorax or abdomen. Cardiac sounds normal; pulse varied 
from 80 to 100; temperature subnormal. No odour from 
the breath. As a rule, the patient answered questions 
intelligently, but the nurse reported that his mind some¬ 
times rambled. The plantar reflex and the knee-jerk were 
completely abolished, and the cremasteric reflex, usually so 
active in a young boy, was poorly marked. His appe‘tite 
was voracious and his thirst excessive and unceasing. 
Micturition very frequent, and he sometimes passed as much 
as six pints of urine in the 24 hours; on one day four pints 
in four hours. Urine always odourless, limpid, and brilliant, 
showing greenish fluorescence. There was never but the 
slightest trace of any sediment or deposit whatsoever. No 
crystals visible under the microscope. The specific gravity 
varied from 1050 to 1050. Reaction acid. Albuminuria was 
never found. Sugar very abundant, np to 8 53 per cent. 
(Dr. Alfred Scott.) By Roberts’s differential density method 
I found from one sample 30 grs. in 1 fl. oz. Specific rota¬ 
tion by polarimeter was 6*25 (Mr. Fearon) corresponding to 
about 9 per cent, sugar; abundant precipitate with phenvl- 
hydrazine test. The urea content was not determined. No 
crystals of uric acid could be obtained by the addition of 
HC1 either to the fresh or concentrated urine. Mr. Fearon 
failed to find evidence of the production of a-crotonic acid 
after distillation from sulphuric acid. So rich was the urine 
in lime that it became opaque white after addition of acetic 
acid and ammonium oxalate, and there was considerable 
opacity of phosphates after addition of liq. potass®. It 
yielded Gerhardt’s reaction with ferric chloride, and 
developed a fine purple with sodium nitro-prusside and 
liquor ammonia. 

The boy’s eyes were not specially examined, but there was 
nothing obviously wrong, and vision was good. 

Blood examination hv Dr. J. T. WiGHAM.— Red cells, 
5,250,000; white cells, 5200; haemoglobin, 80 per cent. Blood 
smear appeared normal with due proportion of white cells. 
Some blood was drawn off and ammonium oxalate added to 

P revent clotting. The drawn blood separated into two strata, 
'he lower stratum was opaque, dark red. The upper 
stratum was opalescent, bright red. Both in the fresh blood 
and in the upper layer of the drawn blood I observed under 
the microscope numerous spherical refractile globules of 
various sizes. These stained well with Sudan III., so there 
was well-marked lipmmia. Dr. Alfred Scott confirmed this 
observation, using Scarlet R. as a stain. Blood normally 
contains from 0*2 to 0*3 per cent, of fat. 

Diabetes mellitus is uncommon in young children and 
notoriously runs a more disastrous course than in adults, 
and especially than cases in middle and elderly life. As 
▼. Noorden puts it: “ Infantile diabetes knows no mercy.” 

Strictly speaking, both glycosuria (or gluoosuria) and 
albuminuria should be regarded not as altogether new events, 
but as exaggerations of a physiological condition. For it is 
generally conceded that in healthy normal urine occur traces 


of (a) proteins and (b) sugar, or at least reducing carbo¬ 
hydrates (about 0*01 per cent.). The glucose content of 
normal blood is about 0 05 to 0*15 per cent. In diabetic 
blood Gardner and Maclean found an average of 0*22 per 
cent. Even after a prolonged fast sugar is never absent 
from the blood of the normal animal. 

In this communication I restrict my remarks to a few 
points, and will not attempt a comprehensive survey of a 
deadly and mysterious affection. 

The etymology of the term diabetes has been referred to 
the Greek word a siphon. The word also signifies 

a pair of compasses. The latter is the more plausible idea, 
derived from the verb Stapalvu) to straddle, connoting the 
necessity for frequent micturition. Mr. Kennedy, F.T.C.D., 
informs me that the prefix 5ia, in Greek, corresponds to dis, 
in Latin, and signifies separation. 

Nearly 250 years have passed since the sweet taste of 
diabetic urine was first noticed in Europe by Dr. Thomas 
Willis (1674). But according to the AyurVeda (500 a. d.) 
the saccharine nature of diabetic urine had been known to 
Hindu physicians from remote times, and in the fifteenth 
century a disease was described characterised by 4 ‘ honey 
urine.” In 1815 the French chemist Chevreul showed that 
diabetic sugar closely resembled grape sugar, and in 1848 
Clande Bernard proclaimed his fundamental discovery that 
animals conld manufacture sugar, and some years later he 
demonstrated the glycogenic function of the liver. From 
that time on the study of diabetes was removed from 
empiricism and was firmly based upon physiology. 

Let us start with a definition of diabetes. Osier’s definition 
in the eighth edition of his “ Practice of Medicine,” p. 426, 
runs thus: <4 A syndrome due to disturbance in the carbo¬ 
hydrate metabolism from various causes, in which sugar 
appears in the urine, either as a slight and transient condi¬ 
tion (glycosuria), or, as a more severe form, associated with 
thirst, polyuria, wasting, and imperfect oxidation of the fats 
(diabetes).” In his seventh edition a simpler and better 
definition was given. I would formulate the definition 
thus: 44 Diabetes mellitus is a disease characterised by 
increased glycohsemia, and by persistent excretion in the 
urine of sugars derived from faulty metabolism of imper¬ 
fectly known, and probably various, kinds.” This definition 
is, I think, more concise and more exact, and leaves open 
for discussion the thesis that there may be several types of 
diabetes mellitus. Moreover, the definition as stated 
excludes (a) dietetic glycosuria; (b) transient glycosuria 
of corpulent or gouty people (sometimes noticeable only 
after a principal meal); (<?) lactosuria of pregnancy, the 
puerperal state, and in early infancy ; (d) phloridzin glycos* 
uria (here there is no increased glycaemia) ; (e) adrenalin 
glycosuria ; and (f) experimental pancreatic glycosuria— 
i.e., complete extirpation of the pancreas. One-fifty-fifth part 
of the organ suffices to prevent the development of the 
symptoms, which show that there is a profound relation 
between the pancreas and carbohydrate metabolism. The 
glucose content of the blood may be raised to 0 8 per cent. 

The word suga/rs is advisedly used in the plural, for, 
as a matter of fact, it is well established that several 
sugars may be concerned in the pathology of diabetes. 
They fall into three groups : 1. Those with 6 atoms 

of carbon in the molecule—hexoses, C c H u O fl , or mono¬ 
saccharides ; glucose (dextrose), an aldose ; levulose 
(fructose), a ketose. Levulose may occur along with 
glucose, and Seegen and others have recorded cases of 
diabetes where the urine contained only levulose and no 
grape sugar. The use of starchy foods increased the amount 
of levulose (Laache, Harn-Analyse, 1885). 2. Those with 

12 atoms of carbon—bioses, or di-saccharides (C l2 H 22 O n ). 
Here we meet with the two isomers : Maltose (sometimes 
concurs with glucose) ; Lactose. Cane sugar (sucrose) never 
occurs pathologically. 3. Those with 5 atoms of carbon- 
pentoses, giving rise to pentosuria (C a H 10 O 3 ). It has been 
shown that, owing to differences in stereo-chemical con¬ 
figuration, only sugars with and C 9 atoms of carbon in 

the molecule are capable of direct fermentation by yeast, 
and of these only the C 6 group is of interest to the clinical 
physician. Among the hexoses only the four naturally 
occurring sugars—viz., ^-galactose, d- mannose, rf-glucose, 
and ^-fructose—are directly fermentable. This is a fact of 
extreme interest. It follows, therefore, that pentoses are 
not attacked by yeast. If co-existent with hexoses— 
e.g., glucose, a pentose conld be detected in urine after 
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fermentation with yeast, which destroys only the hexose. 
After complete fermentation I tested in the foregoing case the 
urine for pentose by the orcin and phloroglucin tests with 
negative results. It remains, of course, true that the pre¬ 
dominant, and usually the only, sugar present in diabetic 
urine is glucose. 

Notwithstanding a vast expenditure of patient toil and 
chemical skill, the etiology and pathogeny of diabetes still 
remain obscure, and I will not spend time upon this intricate, 
albeit fascinating, inquiry. It is not unlikely to prove true that 
the prime factors underlying the development of glyoosuria 
are connected with disturbances in the balance of the 
internal secretions of the body. Neither do I propose to 
touch upon the morbid anatomy of fatal cases of diabetes 
upon which we have little satisfactory or illuminating know¬ 
ledge. I propose to restrict my observations mainly to 
clinical symptoms and to the conditions observed in the 
urine. The important subject of treatment must be entirely 
passed over. 

What are the obtrusive symptoms of a fully declared case 
of diabetes in a young subject ? Are they not these 1 The 
patient is (a) thirsty (polydipsia) ; (b) leaky (polyuria); 
(<?) emaciated (autophagia) ; (< d ) hungry (polyphagia— 
bulimia) ; (<?) saccharine (glycosuria). 

We next inquire what are the chief dangers of diabetes. 
They fall under these heads (cf. v. Noorden : Diabetes 
Mellitus, 1906):— 


Dangers. 

(a) Carbohydrate deficiency. 


(b) Degenerative changes in the 
nuclein substances of cells. 

(c) Abnormal production of acids; 
derived mainly from breakdown 
of fata, which are the reserve 
fund of fuel for active cells. 

(d) Other products of abnormal 
metabolism. 

(e) Diminished resistance to inter¬ 
current diseases. Increased 
vulnerability of skin, Ac. 

(/) Chronic degenerative and 
Inflammatory processes in 
tissues, especially the vascular 
and nervous systems. 


Results. 

Lowered nutrition. Carbohydrates 
are even more essential than fate 
as sources of body energy. 

Increased excretion of uric acid, 
and xanthin bases. 

/9-oxybutyrlc acid. Aoetoacetic 
(diacetic) acid. Coma. 


Excess of acetone. Increased 
excretion of lime in the urine, 
and also of phosphates. 

Tuberculosis. Pneumonia. Various 
affections of the skin. 

A rterio-sclerosis. Gangrene. 

Neuralgia. Neuritis. Ocular 
affections. Albuminuria. 


Perhaps the most noteworthy fact in the pathology of 
diabetes is the wide sweep of changes drawn into the net of 
the poison or poisons which circulate in the blood and 
tissues. No part of the body is exempt. From the crown 
of the head to the tips of the toes there are proofs of 
ubiquitous mischief-making. Still, it is plain that the most 
important and familiar clinical symptoms hinge upon 
perverted metabolism of two groups of foodstuffs—viz., the 
carbohydrates and the fats, upon which I will make some 
brief remarks. 

Carbohydrates .—A due utilisation of carbohydrate is of 
supreme importance to the welfare of the body, and it is, 
moreover, essential to the maintenance of nitrogen equili¬ 
brium, for carbohydrates are sparers of protein. When the 
metabolism of carbohydrate is interfered with by complete 
Temoval of the pancreas there is a very great rise in the 
breakdown of body-protein, as is evidenced by the increased 
output of nitrogen. So that if the tissues of an animal 
cannot get or utilise carbohydrate directly, they strive to 
get it willy-nilly from protein, for the cells must and will 
have carbohydrate food at any price. (Falta, Grote, and 
Staehelin, quoted by Cathcart, “ The Physiology of Protein 
Metabolism,” 1912 ) 

As a practical side-issue in therapeutics, I may point out 
that Shaffer and Coleman have clearly demonstrated that the 
“ toxic ” destruction of body-prottin in fevers may be largely 
prevented by securing the intake of carbohydrate food. This 
is highly important in the rational treatment of enteric 
fever, in which disease I have long been convinced that 
immense mischief is done by the fetish of an exclusively 
milk diet. The observations of botanical physiologists also 
support this contention. For example, it has been demon¬ 
strated by Hansteen and others that the presence of carbo¬ 
hydrate is absolutely essential before protein synthesis can 
take place in plants. 

It is time now to inquire how stands our knowledge of the 
metabolism of carbohydrates and fats. If a lump of starch, 
sugar, or fat respectively is thrown into the fire it is certain 
that the ultimate and final products of combustion of all 


three are the same—viz., CO* and H a O. Expressed in 
symbols we have:— 


(a) Starch. C,H, 0 O 4 -hCO^eOO. +5H.O. 

Or, physiologically stated, the respiratory quotient 


UUj 

( b ) Glucose. C,H ia O # -|-60 9 =600 a +6H t O. 

(jo) Fat. 4-(O a )»=aCO # 4-yH a O. 

But a physiologist or a physician wants to know more 
than this. He asks. What are the intermediate stages 
passed through, and whereabouts are breaks or modifications 
in the sequence of events to be expected or looked fori 
The knowledge we possess as to the metabolism of carbo¬ 
hydrates is due mainly to the work of Embden and Dakin, 
and their associates. It is summarised by Bayliss as follows 
(“ Principles of General Physiology,” 1915):— 

d -Glucose 

n 

Active glyceric aldehyde —^ Glycerol 

H 

Pyruvic aldehyde —^ rf-Alanine. 


d-Lactic acid 

U 

Pyruvic acid 

i 

Acetoacetio acid <— Acetaldehyde —^ Alcohol 


(Acetic acid) 

I 

Carbon dioxide and water. 

Most of these reactions are reversible, as shown by the 
single-headed arrows, and have been experimentally demon¬ 
strated as possible and probable steps. The chemical 
symbolism of the above transformations is not very difficult 
to follow, but I will not dwell upon it now. 

Fats .—From a clinical point of view, and especially as 
regards the prognosis of a case of diabetes, the metabolism 
of fats is even more interesting than the carbohydrate 
changes. For mainly from fats are derived the group of 
bodies usually known by the unsatisfactory title of the 
“ acetone bodies”—viz., oxybutyrio acid, acetoaoetic 
(diacetic) acid, and acetone. Unfortunately, our know¬ 
ledge of the stages of fat metabolism is extremely deficient 
and we are sorely in need of more light. The chemical 
processes involved in the utilisation of fat are not sufficiently 
understood to enable one to draw up a table such as that 
given for carbohydrate. 

In diabetes it has been shown that fats may and do break 
down into less complex acids—e.g., oxybutyrio and aoeto¬ 
acetic acids, together with acetone, even when the diet is 
free from carbohydrate, and is formed exclusively of fat 
and protein. In the normal organism, an exclusively fatty 
diet, continued for some days, has been found to give rise 
to large quantities of these partially oxidised products 
(Bayliss). In short, the output of the ‘ 1 acetone bodies” 
affords us practically the only clue to the faulty metabolism 
of fat (Lang, Biockem. Journ. , December, 1915). 

Acidosis. 

Strictly speaking, any condition in which there is an 
excessive production of acid radicals can be referred to 
as acidosis. In rheumatic fever, for example, the urine is 
strongly acid, and often so persists in spite of the ingestion 
of considerable amounts of alkalies. There is no proof 
that the acidosis of fevers gives rise to recognisable clinioal 
symptoms, and the amount of acids so formed is relatively 
trivial compared with their exoretion in diabetes mell i tus 
(Foster). 

So far back as 1851 Sir Henry Marsh, of Dublin, referred 
to death in coma as a sequel of diabetes. 1 The view that 
some of the worst results of diabetes, notably the liability 
to sudden and fatal coma, are due to the accumulation 


* Dublin Quarterly Journal, 1854. 
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of abnormal acids in the blood and tissues is commonly 
known as the “ acidosis theory.” 

In severe cues of diabetes it is familiarly known that the 
urine frequently yields a deep olaret-red colour with ferric 
chloride (Gerhardt, 1865), and this reaction is looked upon 
as a danger-signal. The red colour is ascribed to diacetic 
acid, which is usually accompanied by its derivative, 
aoetone, and it is commonly held and taught that the hidden 
precursor of these bodies is ozybutyric acid. Neither 
aoetone nor ozybutyrio acid give any colour reaction with 
ferric chloride, as is stated in some text-books. I use the 
word “ hidden” to signify that there is no simple, or bed¬ 
side, test yet known for ozybutyrio acid. Its detection and 


so that the conditions for the decomposition of acetoacetic 
acid are most favourable. Aoetone is very volatile, and if 
decomposition occurs during the passage of the blood through 
the lungs it would pass into the expired air (Plimmer). 

A long overlooked fact is that acetoaoetic acid is greatly 
predominant. over acetone in urine; and it may be as high 
as 10 times greater (Kennaway). By dilution (20 times) 
of the urine with water the acetone reaction may be lost, 
while the acetoacetic acid, on account of its greater sensitive* 
ness, still reacts to Rothera’s test. 

It is not at present possible to decide with certainty the 
question whether acetoacetic acid is invariably accompanied 
in the urine by ozybutyric acid, but, conversely, Stadelmann 


TabU giving Test s for Acetoacetic Acid, Acetone, and Creatinin (modified from the table given by Kennaway). 


Reagent. 

Author. 

| Colour. 


Given by— 


Acetone. 

Acetoacetic 

acid. 

Creatinin. 

Oxybutyric 

acid. 

Neutral ferric chloride. 

Gerhardt* (1865). 

Clear dark red. 

0 

+ 

1 in 100,000, 
nearly. 

0 

0 

No colour- 
test known. 

Sodium nitroprusside (recent solution, 5 per cent.) 
and liquor soda (v. potass®). 

Legal (1883). 

Red or purple. 

+ 

+ 

f + 


Sodium nitroprusside andliquor ammoni®. 

Le Nobelt (1884) and 
Rothera! (1908). 

Purple or violet. 

+ 

1 in 20,000 

+ I 

1 in 400,000 
(i.e., 20:1). 

! o 


Lugol’s solution (aqueous I and KI) and acetic 
add. Chloroform. 

Riegler: Lindemann 

(1901-5). 

Iodine de¬ 
colourised. 

0 

+ | 

0 


Picrieadd and liquor sod® (potass®). 

JafM (1886). 

Bed. 

Yellow. 

Orange. 

+ 

1 in 200,000. 
Johnson. 

_ 

: 


* To avoid confusion It should be ascertained that the patient is not taking drugs which would lead to misleading oolour reactions with 
Pe01s~e.g.» salicin, salol, salicylates, aspirin, phenol, or, anupyrin. 

f Archiv f. Hxper. Pathol, vol. xvlli., 1884, p. 6. I Lecturer in Biochemistry, Melbourne. 


estimation can be effected only by an ezpert chemist in a 
properly equipped laboratory. This unlucky fact seriously 
hampers the clinical physician, and has led to many 
mistakes and unjustifiable assertions. The physician must, 
perforce, content himself, as a rule, with the detection of 
diacetic acid and acetone, for which comparatively simple 
tests are available. 

Let us ezamine a statement made by Osier: “The 
occurrence of acetone and diacetic acid in the urine, both 
derivative products of /3-oxybutyric acid, is conclusive evi¬ 
dence that £ oxybutyric acid is being produced in the 
body. ” 2 Or shall we follow Dixon Mann, who states that 
in the absence of diacetic acid it is useless to proceed 
further in the search for /3-oxy butyric acid ? 3 

Acetone is a normal constituent of the body fluids, and 
is stated to occur normally in urine to the extent of from 
10 to 30 mgrm., or perhaps from 50 to 60 mgrm. daily, 
derived, by loss of CO a , from diacetic acid. The transforma¬ 
tion may occur spontaneously in the urine—i.e., on this 
side of the blood. Traces of acetoacetic acid also occur 
in normal urine—viz., from 2 to 4 mgrm. in 24 hours 
(Plimmer). On the other hand, excess of acetone is found 
in a great number of most diverse diseases. 

In vitro Dakin has found that when butyric add is 
neutralised and digested at 37° C. (blood heat) with H a O a 
it yields acetoacetic acid, acetone, and other products. It 
was found impossible to detect $ oxybutyric acid as an inter¬ 
mediate product of oxidation, although this substance is 
readily oxidised by H a O a to acetoacetic acid and acetone. 
“ It is commonly stated in the books that in the mildest 
forms of acetonuria acetone alone is excreted ; if the 
condition becomes more marked, ace to-acid appears also ; 
while in still more severe cases, /S-oxybutyric acid is added 
to the other two. It appears now that there is no basis of 
fact for this statement, which is due to the misinterpretation 
of qualitative tests and to defects in quantitative methods of 
estimation.” 4 

The occurrence of acetone in the breath of diabetics can 
be accounted for by the difference in the blood circulation. 
This is slow through the systemic vessels and lung capil¬ 
laries through which the blood passes before it goes to the 
kidney. Venous blood is more “ acid” than arterial blood, 


* Practice of Medicine, eighth edition, p. 416. 

* Physiology and Pathology of the Urine, second edition, p. 115. 

4 Kennaway: Some Notes on the Bxcretion of Aoetone Bodies, 
Boy’s Hospital Reports, 1913, vol. Ixvii. (A lucid and excellent paper.) 


and others have observed the excretion of considerable 
amounts of oxybutyric acid in the absence of acetoacetic 
acid and aoetone. Acetoacetic acid decolourises Lugol’s 
solution; acetone does not. Colourless iodo acetoaoetic 
acid is formed. 5 Care must be taken not to confound 
creatinin, a normal constituent of urine, with acetone. 
Both creatinin (Weyl) and aoetone respond to Legal’s test; 
acetone only to Rothera’s test. 

Our present knowledge justifies, 1 think, the statement 
that while ozybutyric acid appears in urine usually in con¬ 
junction with diacetic acid and aoetone, yet either or both 
of the two latter bodies may be found apart from the former 
acid. The chemical relations between them are :— 

oxidation 

(a) CH 3 .CH (OH). CH a . COOH -f O ^ CH 3 .CO - OH,. COOH 

reduction [ + H a O 

oxybutyric acid. Acetoacetic acid. 

This reaction is reversible, and it Is possible that the 
reverse change may be a source of ozybutyrio acid in the 
body. 

( b) 0H 3 . CO -CH a . COOH —5> CH 3 . C0-CH 3 + C0 2 . 
Acetoacetic acid. Acetone. 

This reaction is irreversible. 

The tests usually relied upon for detecting acetone are 
really tests for acetoacetic acid. It is pure assumption to 
say that oxybutyric acid is never present in urines which do 
not give the nitroprusside reaction for acetone and aceto¬ 
acetic acid. The percentage amount of oxybutyric acid in 
urine is seldom higher than 0-5 to 1 per cent., although 
many grammes of it may be excreted in the urine in the 
course of 24 hours. Magnus-Levy states that he has 
isolated /3-oxybutyric acid from the liver, spleen, muscles, 
and blood.® 

Acetoacetic acid and its ester are tautomeric bodies and 
occur both in the keto and the enol form. The reaction 
with ferric chloride is due to the enol form, and, therefore, 
if only the keto form of the acid were present the test 
would fail. The red solution of ferric acetoacetate 
is decomposed by boiling and a brown precipitate of 
basic ferric acetate is formed. Indeed, Dakin and others 
have shown that the reversible transformation between 
oxybutyric and acetoacetic acids can be effected in the liver 


5 of. Dr. Derham: The Signification of Aoetone Bodies in the 
Urine, The Lawcet, July 31st, 1915, p. 227. _ 

« Archtv. f. Mxperim. Pathol., vol. xlil., p. 188. 
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of by enzyme action, and that the trend of the reaction 
depends, among other conditions, upon the oxygen-supply. 
Much confusion has arisen from ignorance of the fact, first 
stated by Legal and established by Hartley, 7 that (Le Nobel’s) 
Rothera’s test with sodium nitroprusside and ammonia is 
given both by acetone and acetoacetic acid, and is about 
20 times as delicate in regard to the latter. This difference 
in sensitiveness enables one to form a better idea of the 
amount of acetoaoetic acid present (Kennaway). The test 
is wrongly fixed in the text-books as one for acetone only. 
A urine containing 0*01 per cent, acetoacetic acid and no 
acetone at all will fail to give the ferric chloride colour, 
while it still reacts to Rothera’s test (Kennaway). 

Furthermore, it can be laid down that the presence in the 
urine of acetone and oxybutyric acid is by no means charac¬ 
teristic of diabetes. Oxybutyric acid has been detected in 
the urine in a number of diverse conditions. Dr. Foster 8 
gives a striking experiment in proof of this. Several years 
ago when fasting was in vogue as a cure for all ills a normal 
man abstained from all food for five days. The urine was 
collected by Dr. Foster during the fourth day of the fast. 
The analysis gave :— 


Amount. 

Total N. 

NH S -N. 

Acetone and 
diacetic acid. 

i8-oxybutyrio 

acid. 

1410 c.c. 

11*42 grm. 

1*09 grm. 
(9*6 X) 

0*475 gnn. 

0 219 grm. 


The grade of acidosis represented here is comparable to 
that found in mild cases of acidosis with diabetes and was 
induced in this case purely by abstinence from food. In 
truth, both the fasting man and the acute diabetic are self¬ 
cannibals. Any decrease in the alkali value (or relative 
increase of acidity) of the blood renders the blood less able 
to retain C0 2 , and upon this follows a decrease in the CO, 
content of the blood. The composition of * 4 alveolar air ” 
in the lungs can be measured by the method of Haldane and 
Priestley. 8 Consequently it would appear that the most 
scientific method of noting the degree of acidosis in the body 
consists in determination of the alveolar CO, of the lungs, 
and further observations are most desirable. Normal blood 
is very near the neutral point in reaction. 

The organism possesses two main lines of defence against 
acidosis: (a) The fixed basic radicals, potassium and sodium ; 
(b) the neutralising capacities for bases of acetoacetic acid 
and /3-oxybutyric acid are practically identical for their 
molecular weights differ by less than 2 per cent. (Kennaway). 
If these bases are not equal to the task an increased amount 
of ammonia is provided, some of the N-excretion being 
switched off the normal path of excretion in the form of urea. 
Hence it follows that increased excretion of ammonia in the 
urine is a rough index of the degree of acidosis, and this has 
been shown to be the case in diabetes. 

Foster 10 further points out that there are two sources of 
weakness in the current acidosis theory of diabetic coma. 
Now one consideration that throws doubt upon the theory is 
this. The acids concerned occur, it must be presumed, not 
as free acids, but as salts, in combination with Na, K, 
ammonia. Sodium is the predominant base. The second 
weakness in the theory is that the blood in cases of diabetic 
coma does not invariably show preponderance of hydrogen 
ions. The blood may not be less “alkaline ” than normal. 

Of 11 cases examined by the electro-chemical method 11 
Roily found the hydrogen ions increased in only three. It is 
impossible to determine the true hydrogen ion concentration 
of the blood in any other way. 12 So that if further investiga¬ 
tions substantiate Roily’s observations some changes in our 
conception of coma will be imperative. There is no evidence 
that either oxybutyric acid or diacetic acid exercise any 
specific toxic action apart from their acidic character. At 
present all we are entitled to say is that coma may come 
about by disturbance of the normal delicate adjustment of 
acid and basic radicals in the blood and tissues without 
postulating an excess of hydrogen ions in the blood. 


i Thk Lancet, April 25th. 1913, p. 1160. 
a Diabetes Mellitus, 1915, p. 137. 

• Thl» method is described and illustrated in Barcroft's valuable 
book, the Respiratory Function of the Blood, Cambridge, 1914, p. 309. 

10 Loc. cit. 

11 Bayliss: General Physiology, p. 190. 

Miinch. Med. Wochenschr., 1912, vol. lix., p. 1201. 


Summary . 

The foregoing inquiry appears to me to justify the following 
propositions:— 

1. There is no simple direct test for oxybutyric acid at 
our disposal. Its detection can only be effected indirectly. 
Barium oxybutyrate forms long needle-shaped crystals 
(W. Caldwell) which are doubly refracting. 

2. Neither oxybutyric acid nor acetone gives any colour 
reaction with ferric chloride. Oxybutyric add has no 
reactions in common with acetoacetic acid. Hartley’s 
method for its quantitative determination by extraction with 
ether and estimation by titration and optical rotation is 
described in Plimmer (loc. cit., p. 597). 

3. For acetoacetic acid 13 three tests are available:—(a) 
Gerhardt’s: Not very sensitive ; hence much misapprehend 
sion. Failure of the ferric chloride reaction does not entitle 
one to state that acetoacetic acid is completely absent. 
( b ) Rothera’s test: Reacts with both acetone and acetoacetic 
acid. The latter is more sensitive to the test than acetone, 
in the ratio 20 : 1. One part of acetoacetic acid in 400,00o 
gives the reaction in five minutes, (o') Riegler’s test: 
Differentiates acetone and acetoacetic acid. Method of 
applying the test: 10 c.c. of urine are acidified with five 
drops of 30 per cent, acetic acid, and five drops of Lugol's 
iodine solution are added. This mixture is shaken with 
2 or 3 c.c. of chloroform. No colour appears if aceto¬ 
acetic acid be present (Plimmer). 

CH 3 COCH,COOH+I,=OH 3 CO. CHI .COOH+HI. 

Iodo-acetoacetic acid (colourless). 

I have no experience of Arnold’s test (para-amino-ace to- 
phenone) and little of Hurtley’s purple test (iso-nitroso- 
acetone). 11 They are more complicated and appear to be 
scarcely necessary. Plimmer, however, 11 considers that 
Hartley*8 reaction is very useful for gauging the amount of 
acetoacetic acid in a solution or in urine. 

4. Acetone does not respond either to Gerhardt’s or 
Riegler’s test. Its reaction with Rothera’s test is similar 
to that of acetoacetic acid, but is less sensitive. The 
sensitiveness of Rothera’s test is increased by the addition 
of a solid ammonium salt (sulphate or chloride). The best 
way of employing it is this : Over a layer of the salt the 
urine is floated, and then tested as usual with nitroprusside 
and ammonia. I can confirm the value of this modification. 

I found that a specimen of diabetic urine preserved for 
nearly four weeks still gave a distinct red with FeCl,. 
When diluted to 1 in 10 it scarcely reacted to the iron test. 
It failed to respond to Lugol’s test, or to Le Nobel’s 
(Rothera’s) test until layered over solid (NH 4 ) a S0 4 , when 
a bright purple-red zone developed. It is stated in 
Neubauer-Huppert 10 that acetoacetic acid disappears from 
urine at latest in 48 hours. 

5. The amount of acetoacetic acid in urine is usually 
considerably greater than that of acetone—viz., from 2 to 10 
times as much (Plimmer). There are two sources of aceto¬ 
acetic acid in the urine : (a) preformed; (b) derived from 
intravesical decomposition of oxybutyric acid. 

6. There is no simple and reliable test at present known 
for the detection in urine of small amounts of acetone in 
association with acetoacetic acid. 17 Many data published 
in connexion with acetonuria are vitiated by ignorance of 
this fact. Scott-Wilson’s method of detecting and esti¬ 
mating acetone alone by conversion into a keto-mercury- 
cyanide precipitate is described in Plimmer (p. 592). 

7. Rothera’s test differentiates acetone from creatinin. 
Creatinin reacts with sodium nitroprusside and either liquor 
potassse (sodae) or liquor ammonias. Acetone reacts only 
with nitroprusside and liquor ammonias. 

8. The term “ acetone bodies ” (or “acetonuria ”) is not a 
happy one, for it lays stress on the least important member 
of the triad. Since acetone alone is not infrequently met 
with in urine, perhaps it would be well to indicate that fact 
by acetonuria, and to use the term acetouria for the cases in 
which acetoacetic acid occurs. 


13 I am indebted to Professor W. Caldwell for a specimen of ethyl- 
acetoacetate which answers admirably for checking the tests. 

14 Cf. Kennaway and Hurtley, loc. cit. 

13 Pract. Organic Chem., p. 122. 

1( * Analyse des Harns, I., 268. 

ir Frommer claims that his test with Bolid caustic soda and salicyl- 
aldehyde (purple-red) is specific for acetone only, but according to 
Bohrisch acetoacetic acid also responds. (Neubauer-Huppert, Analyse 
des Harns, llte Aufl., 1910.) 
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9. The theory of “ acidosis" is still incomplete. The 
modes of origin of “ acetonuria ” are complex, and are 
largely influenced by the amount of carbohydrate food 
assimilated. 

10. For the eolation of saoh difficult problems the 
cooperation of clinical physicians and experts in organic 
chemistry is essential. 

Appendix. 

Examples of errors and inaccuracies culled from text¬ 
books on medicine and on urinary analysis. 

1. Acetone gives a red colour with ferric chloride. This 
error occurs in Fagge, “ Practice of Medicine,” edited by 
Pye-Smith, 1888; and also in Roberts’s “ Treatise on Urinary 
and Renal Diseases,” fourth edition, 1885. Gerhardt’s test 
for acetoacetic acid was described in 1865. 

2. Other substances (than acetoacetic acid)—e.g., formic, 
carbolic, and salicylic acids—give the same reaction in both 
fresh and previously boiled urine. For same read somewhat 
similar. No practised eye would confound the colours. 

3. Both oxy butyric acid and acetoacetic acid react similarly 
with the ferric chloride test. This is not the case. 

4. “ Fehling’s solution is reduced by acetone, but this test 
should be applied to the distillate from the urine.” Acetone 
does not reduce the copper solution. 

5. Rothera’s nitroprusside test is true for acetone only. It 
is a much more sensitive test for acetoacetic acid. 

6. Many drugs produce temporary diabetes. For diabetes 
read glycosuria. 

7. " Large quantities of water are required (by the patient) 
to keep the sugar in solution, and for its excretion in the 
urine.” Glucose is soluble in its own weight of water. The 
quantity of glucose in the blood of a severe case of diabetes 
is a fraction of 1 per cent. 

Dublin. 


TREATMENT OF SEPTIC WOUNDS, WITH 
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AND 
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This paper is based upon observations made upon approxi¬ 
mately 1000 cases of septic wounds treated in the wards and 
operating theatres of the Military Hospital, Endell-street, 
during the period of six months from May to October, 1915. 
With the exception of a few cases from Gallipoli, all the men 
belonged to the British Expeditionary Force in France, and 
the majority were admitted to the hospital a few days after 
they were wounded. 

While anaerobic infection was comparatively rare, septic 
infection was present to a varying degree in all the wounds. 
In order to test the effect of treatment on the bacterial 
growth in the wounds numerous agar cultures were made. 
The usual procedure has been to take cultures from the 
surface of the wounds, before and immediately after the 
dressings, each morning on successive days. After over¬ 
night incubation at 37° 0. the relative number of colonies 
which developed on these cultures was noted. When 
wounds are irrigated with reagents such as hydrogen 
peroxide, weak solutions of perchloride of mercury, carbolic 
or boric acid lotion, there is often little difference to be noted 
in the number of colonies which develop on the cultures 
taken before and after the dressing or from day to day. For 
this reason the efficiency of many antiseptics when applied 
to wounds has been questioned, and it is evident that with 
reagents such as these the action of the lotion is often 
largely mechanical. 

Many of the cases on admission were treated with hyper¬ 
tonic saline solution, either with continuous irrigation or with 
wet applications repeated two or three times a day. A 
preliminary test was made to determine the extent of 
bacterial growth which occurs in a nutrient medium con¬ 
taining varying quantities of salt. The organisms used were 
the staphylococcus pyogenes aureus and the bacillus coli 


communis, and cultures were grown in a series of broth 
tubes containing from 0*5 to 12 per cent, sodium chloride. 
Quantitative estimations were made of the number of living 
bacteria added to the culture tubes and the number present 
after varying periods of incubation. With both micro¬ 
organisms proliferation occurred in 5 per cent, salt broth— 
i.e., in the strength of saline usually employed for surgical 
purposes ; this was, however, much less rapid than in the 
lower salt dilutions. For example, in broth containing 
5 per cent, saline staphylococcus pyogenes aureus in¬ 
creased after 24 hours incubation at 37° 0. from 9 millions 
to 77 millions, and after three days to 708 millions. 
In broth containing 0*5 per cent, saline staphylococcus 
pyogenes aureus increased in 24 hours from 9 millions to 
435 millions, and in three days to 1012 millions. In the 
7 per cent, and 8 per cent, salt media multiplication was 
still further delayed. In the 10 per cent, and 12 per 
cent, salt cultures no proliferation occurred ; the cultures of 
staphylococcus pyogenes aureus were still alive after 
24 hours, but those of bacillus coli communis were 
sterile. It follows that when 5 per cent, hypertonic saline 
is applied to a wound the inhibition of growth due to the 
salt alone can only be very slight. 

The majority of septic wounds heal rapidly if good 
drainage is provided and frequent dressings are applied. 
The choice of lotion seems immaterial provided the one 
selected is non-irritating and fresh infection is prevented. 
The ultimate recovery of the patient depends upon physio¬ 
logical processes, and if preference is given to any of the 
above reagents for routine treatment it would be to that 
which reinforces the physiological processes in the tissues 
of the wounds—viz., hypertonic saline solution. 

In certain cases treatment with the so-called antiseptic 
lotions and hypertonic saline was not successful, and it was 
recognised that some improved method was required. The 
plan adopted was to select a few wounds which did not yield 
to ordinary treatment. These cases were made the object of 
a special investigation. Two antiseptic reagents were tried: 
(1) Eusol, as introduced by Professor Lorrain Smith and his 
collaborators 1 ; and (2) salicylic acid. 

Treatment rvitk eusol. —In eusol we possess a valuable and 
cheap antiseptic. In our experience the immediate effect of 
eusol is to sterilise the surface of the wound with which it 
comes in contact. Cultures taken directly after irrigation 
remain sterile. Numerous colonies, however, will develop 
on cultures taken after an overnight interval, and there is 
often no reduction of bacterial growth from day to day. 
The effect of the eusol is temporary only, because of the 
infection of the deep tissues. This is well recognised, and 
to meet the difficulty frequent application or continuous 
irrigation has been advised. In some cases, however, it is 
not easy to arrange for continuous irrigation, and what¬ 
ever contrivance is adopted there is a tendency for the 
lotion to flow through certain channels to its exit, with the 
result that large areas of the wound do not get irrigated. 
In spite of these disadvantages, the clinical results obtained 
from eusol are very encouraging, and some cases have 
responded more rapidly to it than to other reagents. The 
following case illustrates its use:— 

Case 1. — Private, aged 19. A large abscess of the calf of 
the leg was opened; the pus grew staphylococcus pyogenes 
aureus. The cavity was irrigated with eusol and packed 
loosely with gauze soaked in eusol. Irrigation and the 
dressing were repeated twice daily, and each morning 
cultures were taken from the wound immediately before the 
irrigation. A series of cultures were thus obtained. From 
the first to the sixth day numerous colonies grew, and the 
cultures were indistinguishable from one another. On the 
seventh day there was a marked reduction in the number of 
colonies. On the eighth day only two or three colonies 
developed, and the subsequent healing of the wound was 
rapid. This series can be explained by the fact that free 
exudation from the abscess during the first six days diluted 
the eusol and washed it away from contact with the tissues. 
It was only when the exudation ceased that the antiseptic 
remained in contact sufficiently long for its action to be 
evident after an overnight interval. 

In cases where eusol has not been a success the failure 
was apparently due to the fact that continuous treatment 
was impossible, and the effect of the antiseptic was 
transitory. Very little reagent is left in contact with the 


1 Brit. Med. Jour., July 24th, 1915; The Lancet, Feb. 5th and 12th, 
1916. 
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surface of a well-drained wound after irrigation with a 
watery solution. Treatment with salicylic acid in various 
forms was therefore tried, in some cases with conspicuous 
success. 

Treatment with salicylic acid .—The examination of 
healing wounds shows that the presence of a certain 
number of bacteria need not be detrimental. In 
many instances rapid healing occurs in spite of their 
presence. Healing is usually not delayed unless exu¬ 
dation collects or the bacterial growth becomes suffi¬ 
ciently plentiful to liberate toxin or to produce ferments 
which digest the tissues. A continuous inhibition of 
bacterial growth may be more effective than the action of a 
powerful but transitory reagent. Salicylic acid is not such 
a powerful antiseptic as the hypochlorites, but it lends itself 
to continuous administration. Its properties as an anti¬ 
septic are well known, and it has recently been recommended 
by Sir William Watson Cheyne and his collaborators for 
use as a powder mixed with boric acid for a first field 
dressing. It is a light powder, feebly soluble in saline 
solution. If applied to a wound in a crystalline form it does 
not dissolve sufficiently freely to cause necrosis. Tested 
with a Ponder’s film, salicylic acid is a positive chemio- 
tactic agent. It is also a lymphagogue. 

The method has been to keep a saturated solution of 
salicylic acid in alcohol and to add a little of this to the 
last funnelful of saline solution with which the wound is 
irrigated in a proportion of 2-3 drachms to a pint. If 
applied in this way suspended in saline solution the crystals 
can be deposited over the surface and reach every part of 
the wound. They pass into solution slowly and exert a 
continuous bactericidal action. This method has the advan¬ 
tage that drainage-tubes can be used and free exit for 
discharge maintained. Dusting the wound with the dry 
powder has the disadvantage that the crystals float and do 
not reach deep crevices. 

If the crystalline deposit reaches all parts of the wound 
where exudation is being discharged an immediate diminu¬ 
tion occurs in the number of living bacteria on the surface 
of the wound. This decrease in the number of colonies 
occurs even when the cultures are made 24 hours after the 
last dressing, and this change in the bacterial flora is asso¬ 
ciated with a diminution in the amount of pus and usually 
with an improvement in the patient’s general condition. 

Salicylic acid may cause smarting, which usually subsides 
quickly, and in contact with blood it produces dark-brown 
acid hsematin, which has an unpleasant appearance. These 
Blight disadvantages do not, however, detract from its value 
as an antiseptic. 

A thick paste of salicylic acid in sterile saline (1 gm. acid, 
9c.c. saline) has been used for the cut surfaces of long 
bones in septic amputations. In some cases the stumps 
have healed by first intention. In others slight sepsis 
occurred in the muscular flaps. In every case no infection 
of the bone marrow occurred. 

The following cases illustrate the use of salicylic acid as 
an antiseptic dressing :— 

Case 2.—Private, aged 19. Admitted with septio wound of 
right knee-joint. The bullet had penetrated the joint and 
lodged in the outer condyle of the femur. The patient had 
been in hospitals in France for some weeks previously, and 
was in a very septic condition. The bullet had not been 
removed. The knee-joint was drained thoroughly and 
washed out twice daily with eusol. His condition improved, 
and sepsis subsided except in the neighbourhood of the 
outer condyle of the femur in which the bullet was embedded. 
At a second operation for removal of the bullet it was found 
that rarefactive changes had occurred leading to the forma¬ 
tion of a considerable cavity in the bone, in the centre of 
which the shrapnel bullet lay. The walls of the cavity were 
scraped and cleaned with dry gauze and the space then filled 
with thick salicylic paste, and the external wound closed 
except for a small drainage-tube which was left in for 
24 hours. Dry gauze dressing was applied externally. For 
the next three weeks no irrigation was employed, the gauze 
dressings only being changed. The temperature remained 
normal, and six weeks after the operation an X ray examina¬ 
tion failed to show any trace of the cavity in the bone. He 
made an uninterrupted recovery. 

Case 3.—Private, aged 23. Was admitted with a com¬ 
pound fracture of the neck of the femur and necrosis of the 
separated head. After weeks of sepsis excision of the head 
of the femur was undertaken. For ten days following the 
operation the joint cavity, which was exceedingly septic, was 


treated with eusol twice daily. The pain and position of the 
wound prevented more frequent dressing. As the sepsis did 
not improve eusol was discontinued and the cavity of the 
joint was filled with a mixture of salicylic acid ana saline. 
Immediate diminution in the discharge and number of bac¬ 
teria took place, and the patient entered on a slow but steady 
convalescence. 

Salicylic gelatin .—Treatment with salicylic acid in a 
crystalline form has only been adopted for acute cases and 
for a short time. In the case of large wounds where the 
treatment was prolonged, it was thought desirable to 
diminish the quantity of the drug used. A gelatin medium 
was therefore made containing salicylic acid 2-4 per cent., 
in the hope that the viscosity of the mass would help to 
retain the reagent in the wound. This medium has been 
used for a large number of cases with considerable success. 

The gelatin is prepared in the following way: 300 gm. 
of gelatin are added to 600 c.c. of freshly made normal 
saline solution. After melting in the steamer the medium 
is cleared with egg-albumin and filtered. It is divided into 
quantities of 100 c.c. and put into glass-stoppered bottles, 
which are then sterilised at 100° 0. for three successive 
days. Special care must be taken with sterilisation as 
gelatin is liable to contain tetanus spores. When required 
for use a bottle is placed in warm water until the gelatin 
has melted and 2-4 gm. of pure salicylic add are added. 
The acid must be added after sterilisation is complete and 
when the temperature is below 40° C. If the medium is 
subjected to prolonged heat after the acid is added the 
viscosity is lost. In 2 per cent, solution the salicylic acid 
dissolves completely and combines with the gelatin. In 
4 per cent, solution some of the crystals remain in suspen¬ 
sion. The fluid gelatin is poured into the crevices of the 
wound either through an irrigating funnel or directly from 
the bottle, and requires to be repeated daily. 

In cases where the medium is retained in the wound it has 
often been noted that the bacterial flora will change when 
the treatment commences, pure cultures of streptococci 
being obtained, after an overnight interval, in wounds which 
previously grew a variety of organisms. The following cases 
illustrate the value of this treatment. 

Case 4.—Private, aged 32. Was admitted from a base 
hospital in France, where a flapless amputation had been 
performed through the lower third of the left thigh. The 
wound was very septic. Treatment with saline irrigation 
and later with strong solution of permanganate of potassium 
was employed for six weeks. He lost ground. Pus tracked 
up the muscles of the thigh. Operations were performed 
for opening sinuses, Ac. He became emaciated and cachectic, 
and finally it was decided that further surgical interference 
could not be undertaken. At this stage treatment with 
salicylic acid gelatin was commenced and was applied twice 
daily. Local reaction was immediate. In a few days the 
pain ceased, the discharge diminished, and the temperature 
gradually subsided. Some days later an abscess was opened 
m the thigh, and after this he made an uninterrupted slow 
recovery. 

Case 5.—Private, aged 24. Admitted from a base hospital 
in France, where a flapless amputation had been performed 
through the middle of the left thigh. The bone was pro¬ 
jecting and the wound was extremely septio. After six 
weeks’ treatment with hypertonic saline solution a secondary 
amputation was done and large drainage-tubes inserted. 
Three days later the flaps became inflamed and septic. The 
trouble subsided rapidly under irrigation with peroxide of 
hydrogen and the application of salicylic gelatin introduced 
by means of an irrigating funnel. 

Conclusion *.—The conclusions to be drawn from these 
observations are:—1. The bactericidal action of many of the 
so-called antiseptics when applied to septic wounds is 
negligible. 2. The majority of wounds heal without the 
application of an antiseptic, provided free drainage is 
supplied and dressings are changed frequently. Hypertonic 
saline, in so far as it aids physiological processes, is prefer¬ 
able to many so-called antiseptics. 3. A strong antiseptic, 
such as eusol, can sterilise the surface of a wound with which 
it comes in contact, and, if applied continuously, gives 
excellent results. 4. Salicylic acid applied in a suitable form 
can often save cases when other methods have failed. It is 
particularly useful when dressings cannot be repeated at 
frequent intervals. 5. In all cases where recovery is delayed 
and the effect of the reagents of doubtful value the treat¬ 
ment should be controlled by making repeated cultures from 
the wound surfaces. 
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ON THE ILL-TREATMENT OF GENITAL 
PROLAPSE. 

By W. E. FOTHERGILL, M.D. Edin., 

SURGEON, ST. MARY’S HOSPITALS FOR WOMEN; ASSISTANT 
GYNECOLOGICAL SURGEON, MANCHESTER ROYAL 
INFIRMARY, ETC. 


The two photographs (Figs. 1 and 2), illustrating the 
recurrence of genital prolapse, were kindly taken by Mr. R. S. 
Paterson in the Gynaecological Unit of the Manchester Royal 
Infirmary. 

Fig. 1 is from a patient, aged 49, who has had several con¬ 
finements and who reached the menopause three years ago. 
Her cervix first appeared in the vulvar cleft some 20 years 
ago, and during the last five years she has had two abdo¬ 
minal operations for this condition without even temporary 
benefit. The uterus is six inches long, its fundus is fixed to 
the abdominal wall, and the cervix projects two inches 
beyond the vaginal outlet. The vaginal roof is considerably 
inverted from above downwards. There is no cystocele and 

Fig. 1. 


operations are done every year at the St. Mary’s Hospitals, 
and from 60 to 70 at the Royal Infirmary. Dealing with 
patients in these large numbers we are often able to 
observe the late results of various operations done else¬ 
where, not all free from risk and mainly German in origin, 
that are still being used for prolapse in this country. 
Some of the patients have been subjected to sterilisation 
and “interposition” of the uterus between the bladder 
and the anterior vaginal wall. Some have had the uterus 
removed, not because it was diseased, but because it was 
loose. Quite a number have had the fundus attached to 
the abdominal wall by ventrifixation. Others have under¬ 
gone abdominal operations which aim at using the round 
ligaments as uterine supports. These patients still complain 
of cystocele, rectocele, or a combination of the two, of true 
prolapsus, or of protrusion of the cervix at the vulva with 
inversion of the vaginal roof. A great many patients, 
moreover, have worn horrihle pessaries for years and have 
been told that there is no operation which will safely and 
certainly give them relief. Thus, what with pessaries on the 
one hand and futile operations on the other, women with 
prolapse have a lot to put up with. But we need not unduly 

Fig. 2. 



Result of ventrifixation for prolapse. 

no rectocele. The case is an example of the use of ventri¬ 
fixation instead of amputation of the cervix, with excision of 
the anterior vaginal fornix and perineal repair. 

Fig. 2 is from a patient, aged 53, who has had “falling of 
the womb ” since her first confinement, 33 years ago. The 
condition was treated by vaginal hysterectomy, which gave 
temporary relief, but the trouble returned within two years. 
The vagina is now completely everted and forms a sac 
which contains bladder and intestine. Thus cystocele is 
present; but there is no rectocele, the anterior rectal wall 
being in its normal position. The scar of the vaginal 
hysterectomy, as seen in the illustration, looks like a 
transverse os uteri. The case exemplifies the removal of 
the uterus instead of the removal of the anterior vaginal 
wall and cervix with repair of the perineum. 

It is more pleasant to leave ill alone than to call attention 
to it ; the worker prefers to bring forward improvements 
and to say nothing against the work of others, and, if 
something better is offered, bad methods doubtless die out 
in time. But they are slow to disappear, and a gentle 
graveward push is sometimes desirable. 

Manchester, for some reason or other, has been called 
“ the home of prolapse.” Certainly some 600 plastic vaginal 


Result of hysterectomy for prolapse. 

“ hymn their woe, knowing, as well we know, that all can be 
set right ” by plastic vaginal surgery (apologies to Gilbert). 

Having expressed these pious opinions, I should perhaps 
indicate the operations which I consider to be really suitable 
for the common forms of genital prolapse, which are four 
in number. 

1. True Prolapsus. 

The uterus, vagina, and bladder are all loose. The 
anterior vaginal wall appears first at the vulva and is 
i everted from below upwards (cystocele); the cervix follows 
it, and, in advanced cases, the posterior vaginal wall follows 
the cervix and so completes the “procidentia .” Common in 
parous women, seldom or never seen in virgins and nulliparae. 

Treatment .—Excise most of the anterior vaginal wall with 
the front half of the vaginal roof. Remove the cervix also if 
it is unhealthy or if the uterus is more than three inches long. 
The writer’s method of combining anterior colporrhaphy 
with amputation of the cervix is useful. 1 (Fig. 3.) Repair 
the perineum. 

1 Journal of Obstetrics and Gynecology of the British Empire, July, 
1914, and March, 1915. 
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2. Long Cervix. 

The uterus is long and loose. The cervix appears first at 
the vulva and the vaginal roof is inverted from above down¬ 
wards round the elongated cervix. There is no cystocele. 
This is the form of prolapse seen in virgins and nullipara 
as well as in parous women. (Fig. 1.) 

Treatment.— Excise the front half of the vaginal roof 
together with the cervix, leaving the uterus three inches long. 
Repair the perineum. 

3. Cystocele. 

The anterior vaginal wall is everted from below upwards 
as in true prolapsus, but the uterus retains its normal 
position. Seen in parous women with defective perineum, 
but not in virgins and nullipara. 

Treatment .—Anterior colporrhaphy and perineal repair. 

4. Reotocele. 

The posterior vaginal wall is everted from below upwards 
with the anterior rectal wall adherent to it. Seen in parous 
women with torn perineum, but not in virgins or nullipara. 

Treatment .—Remove most of the posterior vaginal wall 
and repair the perineum. The best method is Professor 

Fig. 3. 



Case of true prolapsus prepared for operation by the writer's method. 
The incision will join the four pairs of forceps, thus enclosing the 
anterior vaginal wall, anterior fornix and cervix, which are to be 
removed in one piece. (Drawing from photograph by Dr. A.W. Mather.) 

A. Donald’s colpo-perineorrhaphy, which is done from above 
downwards so as to combine the two operations. 2 

It is hardly necessary to say that the four forms of pro¬ 
lapse occur in various combinations. Thus rectocele may be 
seen alone, with cystocele, with true prolapsus, or with long 
cervix and vaginal inversion. 

Manchester. 

2 Ibid., March. 1908. 


Cornish Cheese.—M r. J. F. Blackshaw, of the 
Board of Agriculture, recently gave an interesting address 
to the students at the Cornwall Cheese School, Lelant. He 
stated that cheese could be made anywhere in Cornwall if 
the maker had reasonable knowledge and took ordinary pre¬ 
cautions with regard to the cleanliness of milk. In each 
gallon of milk 1 lb. to 1$ lb. of cheese was obtained by some of 
the students, but it took about 2\ gallons of milk to make 
1 lb. of butter. Consequently they would be doing more 
good to win the war by making cheese than by making 
butter. About 80,OCX) cows and heifers in milk were kept in 
Cornwall, and if 80 per cent, of the milk in Devon and 
Cornwall was made into cheese it would go a long way 
towards supplying food for the British army. 


A FACTOR IN THE TREATMENT OF 
HEAD INJURIES AND ALLIED 
CONDITIONS. 

By T. E. HARWOOD, B. A. Ox OK., M.B., Ch.B.Edin., 

RESIDENT OPHTHALMIC OFFICER, THE KHTQ GEORQE HOSPITAL, S.K. 


Chile has shown experimentally that a similar clinical 
condition with essentially similar pathological appearances 
in the brain may arise from four different causes : (1) Any 
exhausting peripheral or central stimulus; (2) cerebral 
anaemia,; (3) psychic causes; (4) poisons, organic and 
inorganic. An example of the acute phase of this general 
condition is sometimes seen at or soon after a surgical 
operation, while the “neurasthenia” that follows a head 
injury or so-called shell shock represents a more chronic 
phase. The neurasthenia that follows a head injury is 
probably the purest of all neurasthenic conditions, in that it 
may arise instantaneously in a perfectly healthy person from 
a single cause, though later on other factors may, and prob¬ 
ably usually do, help to maintain and even exaggerate it. 
The existence of a head injury would appear to be too apt 
to be regarded as per sc explaining everything that follows, 
and the sufferer is free from the stigma which too often 
attaches to the patient with shell shock, whereas apart from 
the actual injury and its direct consequences the two are in 
the same position but have reached it by two different 
routes. 

The living body may be compared to an electrical system, 
and neurasthenia, in the widest sense of the term, to the 
effects on such a system of an inefficient battery. Apart 
from the actual injury and its direct consequences, the treat¬ 
ment is concerned with what Sir James Goodhart calls 
“ watts, amperes and volts of nervous energy.” The battery 
must be maintained and strengthened, and as little work 
put upon it as possible, while the patient’s vicissitudes make 
an interesting study in the light of Crile’s experiments. 

Asthenopia exists at first in almost all these cases, and the 
application to them of Weir-Mitchell’s dictum that neur¬ 
asthenics do well unless they have asthenopia is that they do 
well unless they have persistent asthenopia. While he is in 
bed the patient’s eyes are one of the chief sources of 
peripheral stimulation, and almost the only organs of his 
body upon which any constant voluntary effort falls. At 
first the mere stimulus of light may be intolerable to him, 
and he lies as far as may be with his eyes shut. If he 
opens them, blurred and ill-fused images increase his 
headache, giddiness, and nausea. Apart from an actual 
lesion of the eyes themselves or their nerve-supply, the 
visual acuity, even at this early stage, depends mainly 
on the refractive error. The reason why the images 
are blurred is chiefly because in his weakened state 
the neuro-muscular effort necessary to correct his refrac¬ 
tive errors and give him clear images is too much for 
him; in other words, his ocular compensation has broken 
down. We learn to use our eyes in babyhood, and do not 
realise the extent of the effort necessary to maintain this 
compensation. More than this, the child can suppress the 
image formed by one eye, and after a shock or debilitating 
illness not infrequently protects himself by ignoring the 
more blurred image and allowing the eye producing it to 
wander at its own sweet will. This condition goes on until 
either he becomes strong enough to maintain the compensa¬ 
tion of both eyes, or the task is rendered easier for him by 
glasses which give him two clear images. The adult is in no 
such fortunate position. With him binocular vision has 
usually become an ingrained habit, and he cannot suppress 
the image formed by either eye. If his compensation 
breaks down he has to deal with two blurred images, and 
blurred images are exceedingly difficult to fuse, whereas 
clear images are probably more easily fused than not. 
The result is that such a patient either has diplopia 
or is on the verge of it, and there is a constant 

effort going on involving three groups of muscles— 

those concerned with the correction of the refractive 

error of each eye, mainly, of course, the ciliary 

muscle, and those concerned with the maintenance of the 
parallelism of the visual axes. It is doubtful whether a 
pure paresis of an external ocular muscle ever occurs without 
a previous paresis of the ciliary muscle, and the treatment of 
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a paralytic as well as of a concomitant squint lies in the 
correction of the refractive errors so as to produce two easily 
fusible images. Nature is apt to treat conditions favouring 
diplopia by the development of a ptosis. I was recently 
asked to report on a case of diplopia and recorded the glasses 
that gave perfect binocular vision, but was told that the 
information required was which muscle was affected. 

Suppose a patient who was in the habit of walking ten 
miles a day without conscious effort and probably with great 
benefit, suddenly got a hernia cerebri; no sane medical man 
would dream of allowing him to attempt his usual walk 
immediately after his accident. Yet a not dissimilar thing 
is done habitually by allowing these patients to struggle 
with the difficulties of binocular vision. If anyffne doubts 
the effort involved in distant vision, he has only to go, say, 
to the Strand on a sunny summer day and study the different 
varieties of the frontal wrinkles of the passers-by and the 
mechanism of their production. He will then realise what 
this effort may mean to a patient whose nervous energy is at 
its lowest ebb. If a patient definitely complains of constant 
diplopia he is almost sure to have one eye covered, but all 
these patients are on the verge of diplopia and most of them 
would benefit to a surprising extent by the covering of the eye 
which produces the more blurred image. This is only an 
imitation of nature’s methods, and automatically cuts out 
two of the three groups of muscles involved, besides 
diminishing the sources of peripheral stimulation. Many 
can see clearly in the distance with one eye when they 
cannot with two; many can read with one eye but not with 
two, and there is much relief both to headache and giddi¬ 
ness ; care must be taken to prevent too much reading. It 
is essential to find out which is the right eye to oover, and it 
should be covered with an interval of a few hours every four 
or five days until the patient is strong enough to deal with 
both eyes. When a patient is wearing a head bandage, it 
should be made to include the more unsound eye ; in other 
cases a comfortable shade should be used. This method is 
applicable not only to head injuries but to other acute forms 
of neurasthenia. It has been said that it will be generations 
before the value of Weir-Mitchell’s discoveries in this 
direction is fully recognised. 

For the observation of the frequency of diplopia in these 
oases at one period or another I am indebted to Deputy- 
Surgeon-General H. W. G. Doyne, B.N. 


A NOTE ON SPINAL ANAESTHESIA.* 

By S. B. GADGIL, F.B.C.S.Enq., 

LIEUTENANT, I.K.S. 


It is very surprising that notwithstanding the fact that 
spinal anaesthesia was introduced into England by the able 
advocacy of the late Lieutenant-Oolonel A. E. Barker, for 
the last ten years it has been adopted only by a minority of 
surgeons in civil practice and by an even lesser number in 
military practice. I have inquired from different medical 
men on the subject, and I would like to offer some explana¬ 
tion as to why people feel shy about using this kind of 
anaesthesia. I propose also to make a few suggestions and 
invite discussion from those who are experienced in its use. 
My experience is based on 500 cases, some treated abroad, 
but most of them in London. 

I may summarise the reasons for non-success in the use of 
the method of anaesthesia in the following way:— 

1. Difficulty in entering the spinal canal. —This may be 
due either to nervousness on the part of operators or on that 
of their patients, whose confidence they have failed to win 
and who consequently do not keep steady at the time they 
feel the prick of the needle. 

2. The position in which the patient i» placed at the time of 
introduction cf the needle. —There are two positions in which 
the needle may be introduced. In the first the patient is 
required to bend forward while sitting at the end of a table ; 
in the second he lies on one side, always, of course, in fully 
bent position. I have found it more difficult to introduce 
the needle into the spinal canal when the patient lies in 
this second position ; the first is, in my opinion, the more 
convenient. 
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3. Position after the anasthetio is introduced. —I think that 
after the injection of the drug the patient is kept with his 
back propped up too high from the horizontal. 

4. Amount cf drug infected. —The amount of stovaine 
injected is, in my opinion, generally not sufficient. 

5. The fear of collapse. —This, I think, unnerves the 
surgeon because he is aware that the patient is watching 
his actions with anxiety. 

My suggestions to counteract these defects are :— 

1. Do not be disappointed if you do not get into the 
spinal canal at the first attempt; difficulty in this matter 
is more common than is generally acknowledged. 

2. For the novice the position of getting the patient to 
sit at the end of the table and to stoop over is better than 
the one of lying down on the side ; also in the fully 
bent position, as stated before, (a) Always see that the 
lumbar spines are quite prominent before introducing the 
needle. ( b ) Puncture at the upper margin of any of the 
lumbar vertebrae from the second to the fourth, (e) Keep 
the point of the needle absolutely in the middle line and 
the whole needle perpendicular to the skin, (d) Do not 
follow the text-book advice, which is to insert the needle 
a little away from the middle line a little upwards and 
inwards. In practice I have found that the canal is often 
missed in following this text-book advice. 

3. I always give a full ampoule of the stovaine and glucose 
solution, which is equivalent to a grain of stovaine, in all 
adult oases. I have never had any bad effects which I 
could attribute to a big dose. This full dose does away with 
the necessity of shaking gently the patient by making him 
sit and lie down a dozen times for diffusion of the drug, as 
I have seen done. 

4. In some oases when operating only on one side of the 
body I have found it very useful to introduce the drug when 
the patient is lying on the side to be operated upon, even 
when the needle has been introduced while the patient is 
sitting at the end of the table in a stooping position. I will 
make this statement more explicit. Say I want to operate 
on the left knee. I make the patient sit at the end of the 
table in a stooping position, I introduce the needle into the 
canal, and when the needle is in, as shown by the escape of 
the cerebro-spinal fluid, I gently lay the patient on his left 
side before I introduce the drug. He lies in that position 
for a minute or two and is then ready for the operation, so 
that I put him on his back comfortably before starting. 

5. I never use this anaesthetic for any operation above the 
level of the umbilicus. It takes about ten minutes for 
anaesthesia to spread from the trochanter to the umbilicus, 
while for rectal operations the effect is immediate. 

6. It is unnecessary to test the sensation before starting 
operation ; though protopathic sensibility is lost, epicritio 
sensation remains for a longer time, and the patient says he 
feels pain while he is only feeling a light touch. 

7. Never introduce the drug unless the cerebro-spinal fluid 
is seen escaping freely. 

8. When operating on abdominal cases or on any very 
nervous individual I give a hypodermic injection of morphine 
gr. atropine gr. 1/100, and hyoscine 1/100, three-quarters 
of an hour before operation. The patient generally remains 
asleep during the whole course of the operation. 

9. Do not be nervous about the position of the head. 
Keep the back rest about 30° from the horizontal. This 
height is quite sufficient. I have seen patients propped up 
to about 45° or more from the horizontal. The anaesthetic 
does not diffuse rapidly and the blame for non-success of 
this anaesthetic is attributed to the unreliability of the drug. 

10. When a patient shows signs of collapse, which are 
paleness, nausea, vomiting, and cold perspiration, do not be 
perturbed—leave him as he is for the moment, and (1) give 
him at once liquor strychninae min. v. hypodermically; 
(2) raise both legs up in the air, trying to meet the head, 
as used to be done in order to stretch the sciatic nerves in 
the old-fashioned way without an operation ; and (3) put 
with the forearms great pressure over the abdomen for 
five minutes or more. Generally the operation may then be 
continued within ten minutes. 

11. Headache is the only after-result I have met. I tell 
the patients that they would be quite well next day and I 
give gr. x. of aspirin as a placebo. 
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I think a knowledge of the above points would conduce to 
more frequent use of this most useful anaesthetic. It 
diminishes the number of assistants absolutely essential for 
any operation on the lower extremity, and it relieves the 
anxiety of those who have a great dread of either chloroform 
or ether. 


NOTE ON THE FUNCTION OF THE 
MEDULLARY NERVE SHEATH. 

By 0. E. H. MILNER, M.R.O.S., L.B.C.F. Lokd., 

CAPTAIN, R.A.M.C. (T.) 


Apart from its action as a protective buffer against 
injury to the nerve fibres there has always existed some 
doubt as to the function of the medullary nerve sheath, and 
physiologists have from time to time held different views. 
The following facts, therefore, which have been observed 
recently in cases of nerve-fcr*uma due to gunshot wound and 
one to other causes, appear to me to throw definite light on a 
question which has hitherto been the subject of some contro¬ 
versy. I quote the following instances as being of clinical 
significance. 

1. Loss of voluntary physiological excitability in a muscle 
without loss of faradic reaction .—During the removal of a 
shrapnel bullet from the posterior triangle of the neck the 
spinal accessory nerve was accidentally divided. The cut 
ends were sutured. The trapezius muscle on that side was 
immediately paralysed. But its faradic reaction, which was 
recorded daily, was found to persist until the eighth day. 

2. Return of voluntary physiological excitability without 
return of faradic reaction. —(a) Two men had received injuries 
to both the median and ulnar nerves of the left arm, which 
were found at operation to be so severe that in both cases the 
nerves were divided cleanly above and below the site of injury, 
and sutured end to end. After ten weeks of daily massage 
and electrical treatment some return of movement was 
observed in the short muscles of the thumb. But there was 
no return of faradic reaction, (b) The same is the case with 
a small boy who accidentally cut across his ulnar nerve with 
a penknife 18 months ago. The nerve was sutured end to 
end. Twelve months after operation all the interossei and 
adductor pollicis were working well, but failed to respond to 
the faradic current. Nor do they react to faradism at the 
present date, 18 months after the original injury and six 
months after the return of good movement, (c) A similar 
condition of non return of faradic reaction is to be seen in 
two cases of severe injury to the brachial plexus. Both were 
due to violent dislocation of the shoulder-joint. Neither was 
operated upon, but in both cases extensive paralyses of the 
arm and hand have recovered in about a year without return 
of faradic reaction. 

The facts recorded above have led me to believe that the 
medullary sheath acts as a conductor for the electric current; 
while its existence is unnecessary for the transmission of 
physiological impulses, which are dependent solely upon the 
continuity of the axis-cylinders. In the case quoted of 
division of the spinal accessory nerve, it was noted that the 
physiological impulse failed from the outset to reach its 
destination, whereas the electrical impulse persisted until 
the eighth day. 

Now Marchi’s fluid contains osmio acid, which stains fat 
black, and is used to stain sections of nerves in order to 
demonstrate the degeneration of the medullary sheath—that 
is to say, its replacement by fat. But this method is found 
to be unsatisfactory until about the eighth day after section 
of the nerve has been performed. This period of time 
coincides exactly with that which elapsed in my case before 
the trapezius failed to respond to faradism. It is fair, 
therefore, to assume that division of the axis-cylinders (even 
if immediately brought into rough re-apposition) is sufficient 
to interrupt the passage of the physiological impulse, but 
that the electrical impulse is interrupted only by complete 
degeneration of the medullary sheath. 

The only way to prove beyond doubt the accuracy of my 
contention would be to operate again upon the two cases of 
return after nerve-suture of muscular action without return 
of faradic excitability and upon the cases of ulnar and 
brachial plexus injury, and to find microscopically the axis- 
cylinders regenerated at a more rapid rate than themedullary 
sheath—i.e., the process in the latter case not yet complete. 

In the absence of such possibility I am conscious of the 
incompleteness of my proofs. But the facts instanced above 
seem to be of real value in that they are the results of 
clinical observation. 


CImrtal States: 

MEDICAL, SURGICAL, OBSTETRICAL, AND 
THERAPEUTICAL. 


RUPTURE OF BLADDER DUE TO RETRO- 
YERTED GRAVID UTERUS. 

By Joseph E. G. Calvebley, M.D.Lond., G.M.G. 


It is on account of the rarity of spontaneous rupture of 
a healtby*bladder from pressure caused by a retroverted 
gravid uterus that I record this case. 

The patient, aged 32 years, had had four children, the last one 
being born three and a half years ago. The menstrual periods 
were regular till August 29tb, 1915, when they only lasted one 
day. For a little time there had been complaint of dragging 
pain and difficulty in micturition, and during the last 
fortnight some swelling of the abdomen had been noticed. 
At this time the patient was able to do her ordinary house¬ 
hold work, but for the last ten days had had to keep to her 
bed on account of the pain and swelling of the abdomen and 
difficulty in passing urine. Some days she could micturate 
and at other times not, and for the last three days had not 
passed any urine at all. On Oct. 11th at 5 a.m. she was 
seized with excruciating pain in the abdomen whilst turning 
over in bed, and felt that “ something had twisted inside.” 
She had slept well that night with the help of morphia pills 
lor relief of the pain. The medical man, under whose 
care she had been, sent the patient into the Royal Victoria 
Hospital, Folkestone, with a diagnosis of “ twisted ovarian 
cyst.” 

An operation was performed seven hours after the onset of 
the acute abdominal pains. The abdomen contained pints of 
slightly blood-stained fluid. The uterus, the size of a cocoa- 
nut, was firmly impacted in the pelvic cavity below the 
pelvic brim. The bladder had a rent, measuring 2$ inches, 
situated to the left side of the fundus, and running in a 
horizontal direction. This tear was carefully sutured, and 
the abdominal wound closed except for a large drainage- 
tube. The patient made an uninterrupted recovery, and 
was allowed to pass urine naturally after the fourth day. On 
March 25th, 1916, she gave birth to a male child. 

Folkestone. 


ANjESTHETISATION of two cases of 
PATENT DUCTUS ARTERIOSUS. 

By Hugh R. Phillips, M.D. Edin., 

SENIOR ANAESTHETIST, ITALIAN HOSPITAL; ANESTHETIST, KING 
GEORGE HOSPITAL, KNDSLRIGH PALACE HOSPITAL FOB 
OFFICERS, ETC. 


The two following cases seem to me to be worth recording, 
since I can find no account of any such case from the point 
of view of the anaesthetist. 

Case 1.— The patient, a young woman aged 20, was a 
patient of Dr. H. J. F. Simeon, and had been seen and treated 
by Sir James Mackenzie; to both of these gentlemen I am 
indebted for permission to publish this account. The occa¬ 
sion was that of a first confinement, and the patient had 
gone to the full time. When I arrived the os was fully 
dilated, pains were frequent and strong, the pulse was 110, 
of good volume, and the colour of the face and fingers was 
pink. I at once commenced the administration by giving a 
mixture of warmed oxygen passed through chloroform. 
Anaesthesia was sufficiently deep in eight minutes to permit 
of forceps being applied. At this time the pulse became 
smaller in volume, so a few drops of ether were sprinkled on 
the mask. Immediately the face became dusky and the 
breathing embarrassed. Oxygen waB administered by itself 
for a few minutes till the colour became normal, and then 
chloroform was cautiously added. The patient remained 
comfortable under its influence until the completion of the 
operation. The length of anaesthesia was 23 minutes. There 
was no vomiting or after-feeling of nausea. The amount of 
anaesthetic used was very small—namely, 6 drachms of 
chloroform and less than i drachm of ether. 

Case 2.—The second patient I have anaesthetised on five 
different occasions, each time for the removal of teeth. He 
is now aged 44. When only a few months old he was seen 
by Sir William Jenner, who diagnosed the condition and 
gave it as his opinion that be would not live long. The 
patient was seen recently by Dr. Alexander Morison to con¬ 
firm the condition, and he considers that the chief lesion is 
probably a defect of the interventricular septum, with 
patency of the ductus arteriosuB. The oom pi exion is always 
I inclined to be dusky, and the fingers are clubbed and blue. 
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In 1905 Mr. Leonard Matheaon removed three teeth. Gas 
with a mixture of air was administered in the usual way; 
after a few breaths the face became almost black and the 
breathing embarrassed. The teeth being loose were easily 
extracted. Recovery was rapid, and after remaining in the 
dentist’s chair for a few minutes he was able to return home. 
There were no bad after-effects. The anaesthesia was very 
short. In 1907 the patient had gas administered again during 
my absence from town, and apparently it was quite satis¬ 
factory at the time, but for some days after he felt ill and 
unable to do anything. 

In 1914 Mr. Edward Harrison saw the patient, and as there 
was so much pyorrhoea he considered it advisable to remove 
all the remaining teeth. On the first occasion three were 
removed at Mr. Harrison’s surgery. I administered gas and 
oxygen with Hewitt’s apparatus. The anesthesia was short 
and accompanied by no alarming symptoms at the time, but 
in the evening the patient collapsed and became quite ill. 
In consequence of this we thought it would be better that he 
should go into a nursing home on any future occasion. On 
two ooc&sions at intervals of five days gas and oxygen were 
given after a preliminary injection of morphine and*atropine; 
the resulting anaesthesia was very short, but there were no 
disturbing symptoms at the time and no bad after-effects. 
Four months later there were still 12 teeth left, and the 
patient was anxious to have them all out at once. A pre¬ 
liminary injection of morphine and atropine was given, and 
anaesthesia was induced by passing warmed oxygen through 
chloroform. The colour remained pink and the breathing 
was regular and quiet. In nine minutes the operation was 
commenced. After a few teeth had been extracted the pulse 
became weak, so I passed the oxygen through ether. Imme¬ 
diately the colour became dusky and the breathing ceased. 
Ether was switched off and the oxygen given by itself, and 
in a few seconds breathing was resumed and the colour 
returned to pink. The operation was finished under oxygen 
and chloroform. In a few hours the patient was perfectly 
well and seemed better than after any of the previous 
anaesthetics. 

The chief point of interest in both these cases is the 
immediate effect of the slightest exhibition of ether. Both 
patients took the mixture of chloroform and oxygen perfectly 
well, but the substitution of ether at once caused embarrass¬ 
ment of the heart and breathing. 

Dawflon-place, W. _ 
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SECTION OF DERMATOLOGY. 

Exhibition of Cate*. 

A meeting of this section was held on May 18th, Dr. 
J. H. Stowers, the President, being in the chair. 

A warm tribute was paid by Sir Malcolm Morris to the 
work of the late Dr. W. Allan Jamieson, of Edinburgh, while 
the loss to dermatology which his recent decease had caused 
was deplored. 

The following cases were shown :— 

Dr. Graham Little : 1. Parakeratosis Variegata in a girl 
aged 18. The disease commenced in 1908 as a sudden and 
acute eruption on the thighs, spreading within two years to 
the whole of the body. The patient was also subject to 
epileptic fits. So far treatment had been unavailing.—Both 
Sir Malcolm Morris and Dr. J. J. Pringle were of the 
opinion that these cases never get well, but the President 
drew attention to the fact that X rays removed the itching 

in those cases in which pruritus was pronounced.-2. Lichen 

Scrofulosorum with Scrofulodermia in a girl aged 13. The 
patient had been treated with tuberculin for four years for 
a patch of scrofulodermia on the chin. The lichen scrofulo¬ 
sorum had appeared only recently and had become consider¬ 
ably fainter since the tuberculin had been stopped.—Dr. 
H. G. Adamson and Dr. J. H. Sequeira both thought that 
the lichen scrofulosorum was due to the tuberculin, but as 
Dr. S. E. Dore pointed out it would be extremely difficult to 
prove that it was not a toxic manifestation arising from the 
scrofulodermia, since lichen scrofulosorum was frequently 
seen before the advent of tuberculin. 

Dr. Pringle : 1. Mycosis Fungoides. The patient was a 
woman aged 43, and the disease was of six years’ duration. 
The eruption began on the right thigh, simulating para¬ 
psoriasis, and in two or three years similar patches affected 
other parts of the body. On the patches over the scapular 
regions swellings with ulceration appeared, which improved 


under X rays. The spleen was not enlarged and there was 
no lymphadenitis ascertainable. The blood count showed 
some lymphocytosis and eosinophilia. The Wassermann 
reaction was positive on two occasions, but there was no 
history or evidence of syphilis. In view of the blood test 
the exhibitor intended to treat the case with galyl.—Dr. 
Sequeira stated that he had noticed cases of mycosis 
fungoides in which syphilis could reasonably be excluded, 
the blood of which had given a positive Wassermann reac¬ 
tion.-2. Xerodermia Pigmentosa. This case had been 

shown at a previous meeting (March, 1914). At that time 
the patient had a tumour on the left cheek, which had since 
disappeared under radium. Radium had also produced a 
very beneficial effect upon some of the other nodular lesions. 

Dr. Dudley Corbett : 1. A Case for Diagnosis. The 
patient was a man who had recently had scrotum and 
inguinal lymphatic glands removed for carcinoma. One 
month after the operation a raised inflammatory eruption 
appeared first on one leg and then on the other. The 
eruption on the first leg affected had disappeared, leaving 
venous telangiectases in its place. Most of the members con¬ 
sidered that the condition was an inflammatory lymphangitis. 

-2. Asphyxia Reticularis (Unna). The lesion commenced 

as a livedo a year ago on the left leg and three months later 
on the right leg. On the congested areas vesicles appeared, 
which in time gave place to lichen planus-like papules.— 
Some of the members thought it was a form of lichen planus, 
but the consensus of opinion was that the case was one of 
erythema ab igne. 

Dr. G. Pernet : 1. Urticaria Pigmentosa. The patient 
was a boy aged 7 months, and the chief point of interest in 
the case was that the lesions were present at birth. 2. A 
case treated by intramine. A young woman had gummata 
on both legs, which had healed under two injections of 
intramine. No oxidising agent had been used afterwards. 


SECTION OF OTOLOGY. 

Epidiascope Demonstration.—Exhibition of Cate*. 

An ordinary meeting of this section was held on May 19th, 
Dr. Albert Gray (Glasgow), the President, being in the 
chair. 

Dr. J. S. Fraser gave an epidiascope demonstration of a 
remarkable collection of slides illustrative of the following 
three conditions: (1) Congenital Syphilitic Disease of the 
Ear; (2) Secondary Otosclerosis (Ostitis Yasculosa) asso¬ 
ciated with chronic middle-ear suppuration; and (3) Para-, 
Peri-, and Endo-labyrinthitis. He contended that there was 
an analogy between the changes seen in labyrinthitis, para- 
labyrinthitis, and the changes seen in the ear in the case of 
congenital syphilis shown. These changes seemed to 
originate from the middle ear. His idea of the course of 
events in the case of syphilitic disease of the ear, in 
its late form, was the occurrence of otitis media. 
If the case did not run a favourable oourse the otitis 
was acute, and the infection spread into the bone 
of the labyrinth and capsule, and in that way the 
inner ear was affected. Sudden apoplectiform deafness 
could be accounted for by a sudden nipping of the ductus 
endolymphaticns and a raising of the tension. His specimen 
showed that the condition present was not a neuritis or 
meningitis in the internal meatus, but a process spreading 
from the middle ear, just as in chronic suppurative otitis 
media and in some cases of otosclerosis.—The President, 
discussing* the contribution, said that some years ago he 
arrived clinically at the view that there was far more 
frequently an association between suppurative middle-ear 
disease and otosclerosis than was commonly supposed, but 
he had never been able to demonstrate it pathologically as 
Dr. Fraser had now done—he believed for the first time. 
One frequently saw great deafness in young people in whom 
all the symptoms pointed to otosclerosis, but in whioh 
the lesion was old bilateral dry middle-ear deafness.— 
Dr. P. Watson-Williams said he had always been attracted 
by the suggestion now elaborated by Dr. Fraser as to 
otosclerosis being due, at least in some cases, to toxic 
absorption or to some inflammatory process. In some of 
these cases he had found a chronic or latent infection of the 
posterior ethmoidal cells or the sphenoidal sinus, which was 
evident only on careful investigation.—Dr. Dundas Grant 
thought the question was a still larger one than that of 
otosclerosis depending upon the absorption of toxins. There 
might be a diversity of causes. At one time he thought it 
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was associated with chronic osteo-arthritis. He asked 
whether the softening of bone in this condition was great 
enough to permit of it yielding to the pressure of the 
Politzer bag applied at the external meatus.—Dr. Dan 
MoKenzie said it had often seemed to him that the 
secretory changes occurring in otosclerosis might not be 
due so much to a common origin with the otosclerot c 
changes in the labyrinth capsule, as a secondary effect of 
abolition of function. He believed secretory changes of 
that description did occur reflexly at times. 

Mr. Sydney Scott showed a case of Latent Tuberculosis 
of the Lateral Sinus secondary to chronic suppurating otitis 
media, with a histological specimen of the sinus contents. 
At 5 years of age the child was operated upon by a simple 
procedure for the removal of a mastoid abscess. A sinus 
persisted, she had attacks of headache, and the tympanic 
membrane was obscured by pale granulations deep in the 
meatus. Schwartz’s operation resulted in a cure, as there 
was now no sign of disease a year after the operation. 

Mr. E. D. D. Davis described a fatal case of Double 
Acute Otitis Media complicated by ulcerative endocarditis. 
The patient, a youth aged 16, had discharge from both ears 
following upon influenza. There were numerous indications 
in the mastoid and body generally of a septic condition, 
and operation failed to save him. 


ROYAL ACADEMY OF MEDICINE IN 
IRELAND. 


Section of State Medicine. 

Cerebrospinal Fever in a Military Camp.—London Bills of 
Mortality. 

A meeting of this section was held on April 14th, Dr. 
W. A. Winter, the President, being in the chair. 

Dr. G. E. Nesbitt read a note on the distribution of cerebro¬ 
spinal fever in a military camp. The camp consisted of 
newly constructed huts and was designed to accommodate 
about 3000 men. A careful examination of the data did not 
suggest direct infection as a causation factor. 

Dr. T. P. 0. Kirkpatrick exhibited two old London Bills 
of Mortality for the years 1685 and 1686. 


Section of Pathology. 

China Green for Isolation of Typhoid Bacilli from the 
Faces. —Exhibition of Specimens. 

A meeting of this section was held on March 31st, Pro¬ 
fessor E. J. McWbeney, the President, being in the chair. 

The President made some remarks on the Value of China 
Green for the Isolation of Typhoid Bacilli from the Feeces. 
He had not yet succeeded in obtaining perfectly satisfactory 
results either in plates or as an enrichment method, but he 
thought the outlook sufficiently favourable to justify him in 
continuing his work on the subject. 

Dr. R. J. Rowlette and Dr. W. Boxwell showed the 
Abdominal Viscera from a woman aged 62. She had noticed 
her abdomen enlarging for three months, but had no pain or 
wasting ; for three weeks prior to her death she had vomit¬ 
ing and diarrhoea. The examination showed the omentum 
to be completely inflitrated by a tumour mass, which also 
involved the mesentery and the peritoneum covering the 
right half of the diaphragm ; there were small implantations 
elsewhere on the parietal peritoneum. No primary seat of 
carcinoma could be discovered. Microscopically the tumour 
was found to consist of large flat cells, varying greatly in 
appearance. Some appeared to be actively phagocytic ; in 
many the nucleus was in process of division ; no mitotic 
figures were seen. There were many giant cells similar to 
those seen in giant-cell sarcoma, and also many multinuclear 
protoplasmic masses resembling syncytial masses. Cell- 
inclusions were present. The stroma was scanty; lymph 
spaces were well marked. Much of the tissue of the tumour 
was necrotic. The exhibitors regarded the tumour as an 
endothelioma originating in the peritoneum. 

Dr. J. H. Pollock showed, amongst others, a specimen of 
Congenital Syphilitic Cirrhosis obtained from an infant 
11 months old, who succumbed to an apparently primary 
hepatitis. 

Dr. G. E. Nesbitt showed the kidneys and portion of 
small intestine from a fatal case of acute abdominal disease 
in a girl with puzzling clinical symptoms. 


London Dermatological Society.— A meeting 

of this society was held on May 16th, Dr. J. L. Bunch, the 
President, being in the chair.—Mr. Christopher Kempster 
brought forward the following case for consultation. A 
soldier, aged 36, first came out in a flush rash while in South 
Africa 16 years ago: this was accompanied with sickness 
and vomiting lasting from three to four hours, and causing 
prostration. He was better in three or four days, and then 
started peeling around the ears and neck. The peeling 
finally became general, scales coming away in large flakes. 
He had a second attack six years later, and since then a 
yearly attack, generally in the spring or autumn. The 
present attack began on May 5th, and on admission to 
the hospital he was peeling ; his temperature was then 
99‘6° F., and had been normal since. He had been 
treated for many diseases, such as, amongst them, scarlet 
fever, nettle-rash, German measles, and quinine rash. 
—In the discussion which followed Dr. Morgan Dockrell 
suggested that the case was one of erythema scarlatiniforme. 
—Cases were shown by the President, Dr. Morgan Dockrell, 
Captain W. Griffith, Dr. W. Knowsley Sibley, and Captain 
C. H. Mills.—Colonel Harrison, R.A.M.C., referred to the 
treatment of syphilis with intramine and ferrivine, and said 
that in his experience intramine was only a source of torture 
to the patient, and even if followed by injections of ferrivine 
the results were absolutely nil.—The President then read a 
paper entitled “ Dermatitis due to Hair Dyes,” and an 
interesting discussion followed. 


$efoiefos aiti* Jjtatfos td Jaafes. 


Diseases of the Nose and Throat , comprising Affec¬ 
tions of Ihe Trachea and (Esophagus. 

By Sir StClair Thomson, M.D. Lond., F.R.C.P. Lond. 

Second edition. With 22 plates and 337 figures in the 

text. London: Cassell and Co., Limited. 1916. Pp. 858. 

Price 25*. net. 

Although only four years have elapsed since we noticed 
in these columns Sir StClair Thomson’s text-book on 
11 Diseases of the Nose and Throat,” a new edition has been 
called for. During that short time there has been a steady 
progress of laryngology and rhinology. Amongst the 
features of the new edition will be found a description of 
suspension laryngoscopy—the latest development in the 
methods of direct inspection of the larynx. A concise 
description has been given of intranasal dacryocystostomy, 
an operation which promises cure or relief in many 
troublesome conditions of the lacrymal apparatus. The 
nasal route to pituitary tumours is also described. The 
technique of nerve blocking to obtain laryngeal anaesthesia, 
the intranasal operation to secure drainage of the frontal 
sinus, and aspergillosis of the accessory sinuses have 
all received more adequate attention. The chapter on 
removal of the tonsils has been entirely rewritten. The 
pro et contra of the tonsillotomy of former days and the 
tonsillectomy of to-day will be found tabulated, and the 
modern methods of removal as fully described as is possible 
in a text-book. 

Although the book has been rigorously revised from 
beginning to end and expanded by some 70 pages and 
additional illustrations, yet the original character of the 
work has not been altered, nor has the high opinion we 
expressed when reviewing 1 the first edition. The book is 
well illustrated and fully indexed. To the senior student it 
will be a reliable guide and to the busy practitioner a 
complete and ready source of reference. 


A Text-Book of Operative Dentistry. 

By Various Authors. Edited by O. N. Johnson. Third 
edition, revised and enlarged. With 805 illustrations. 
London: William Heinemann (Rebman Limited). 1916. 
Pp. 891. Price 25*. net. 

We have previously had occasion to comment favourably 
upon this well-known work on operative dentistry. The 
editor has had the good fortune to be assisted by men who 
are thoroughly acquainted with their special subjects. In this 
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edition we meet with two new chapters, the one on the 
treatment of impacted lower third molars and the other on the 
application of the Roentgen raj to dentistry. The chapter on 
the impacted third molar, contributed by Dr. C. Edmund 
Kells, contains in full detail the technique he advocates in 
the removal of these difficult teeth and is well illustrated. 
It is satisfactory to note that he strongly recommmends 
the taking of skiagrams in all cases of this character. 
If this rule were observed in practice many failures to 
remove these teeth would be avoided and patients often 
saved an unnecessary amount of suffering. Dr. Kells is 
also the author of the chapter on the Roentgen ray in 
dentistry, and here again we have a thoroughly practical 
account of technique. The editor is responsible for a short 
but excellent chapter on dental caries, in which he lays great 
stress on the relation of diet to caries, a relation which is of 
great importance, and the recognition of which is largely 
due to Dr. Sim Wallace. The chapter on orthodontics, con¬ 
tributed by Dr. H. A. Pullen, contains a clear presentation 
of the methods adopted by those who support in all cases the 
restoration of the teeth to the normal occlusion. Altogether, 
the volume in its new form well maintains its reputation. 


LIBRARY TABLE. 

A Practical €hiide to the Inspection of Meat and Food*. By 
A. E. Bonham. Exeter: William Pollard and Co. 1915. 
Pp. 120.—The author of this book is the chief sanitary 
inspector and superintendent of the public abattoirs at 
Exeter and has also held similar posts in sanitary service at 
King’s Norton, Birmingham, and Norwich. His experience 
is therefore a wide one, and his book bears evidence of a 
thorough practical knowledge of the subjects with which he 
deals, being written, moreover, as a note rather than as a 
literary manual. But if often the notes are somewhat abruptly 
written, the instructions given are just what are wanted, and 
those who are preparing to take up the work of meat and 
food inspection, as well as those already engaged in such 
very important work, will find the information very service¬ 
able. The ground covered seems to be complete, and the 
administrative laws concerning the inspection of meat and 
food are wisely included in the text. 

Poland a* an Independent Economic Unit. By Stanislaw 
Posner. With an introduction by Sidney Webb. Published 
by Allen and Unwin for the Polish Information Committee, 
St. Martin’s Lane, London, W C. Price 6 d .—The central 
idea of this “ impressive account of the material resources of 
Poland,” as Mr. Sidney Webb calls it, is that there is a 
natural necessity for the unity of Poland. The partition of 
Poland was a crime against the people of Poland, but 
according to Mr. Posner it was equally a crime against the 
laws of nature, of geology and of geography; this, he states, 
being the reason why the Polish question has remained un¬ 
solved for 150 years. The pamphlet is a plea that the three 
divisions of Poland should be united once more and the 
Polish State re-created. 

Back to the World. By Mary Wall. London: Chapman 
and Hall. 1916. Pp. 328. Price 6s. net.—The story opens 
with an admirable situation, one that, on the whole, has 
been too much for the author. A young wife manifesting 
weakness of intellect shortly after the age of 20, is taken 
to an asylum at the age of 24, and is not released for 25 
yean, when she returns to her husband at the age of 49, and 
on the eve of the war. The following is a footnote of her 
case as the author thinks that it would have appeared in our 
columns. “ No. 5932, Quicklime on Mind. K. M. Young 
married woman, aged 23 Treated for Puerperal Mania— 
unaccountably seized with Acute Mania on her twenty-fourth 
birthday, passed through normal phases of the malady, but 
instead of recovering on being worn out and dying of 
cerebral exhaustion, settled into hopeless insanity. Health 
normal. But has now been insane for more than 20 years. ” 
It would be unfair to tell the plot of a carefully constructed 
narrative, but we can recommend the book to our readers as 
interesting, though unequal. 

The Might Cometh: A Novel. By Paul Bouroet. London : 
Chatto and Windus. 1916. Pp. 247. Price 6*. net.—This 
is a translation by G. Frederic Lees of “ Le Sens de la Mort,” 
a novel by Paul Bourget, which was issued last year. The 
book sets out the problems which suggest themselves to all 
thinking persons in respect of life after death, but does 
not deal with them in a particularly satisfactory manner. 


Certain war scenes are written with Paul Bourget's well- 
known skill, but on the whole the terror of the situation 
which he describes will not be realised by the reader. 

Vive La France. By E. Alexander Powell. London : 
William Heinemann. Pp. 253. Price 3s. 6 d. net.—This 
is a fine tribute to the patriotism and fighting spirit of our 
allies. The author has been on the field with the French 
and describes the struggles in Alsace and the Vosges, in 
Champagne and on the British lines. The book is simply 
written and well illustrated. There is little in it that will 
be new to those who have read regularly the literature of 
the war, but the facts are put together in a vivid manner 
and the illustrations are properly explanatory of the text. 


JOURNALS. 

Lyon Chirurgical. Vol. XII., Nos. 3-6.—One of the points 
which surgeons have had to revise and alter during the present 
war has been the treatment of gunshot wounds of the abdomen. 
At the outset of the war surgeons had a preconceived notion 
that abdominal injuries were best left alone without opera¬ 
tion. Experience gained in the South African War had 
shown that a patient generally recovered from a wound of 
the abdomen if he were allowed to rest without the adminis¬ 
tration of food, the bullet appearing to do little more harm 
to hollow viscera than making a small hole which soon 
became glued over with lymph. But in the present war it 
was soon evident that such happy results were not obtain¬ 
able, and the reasons are not far to seek. In South Africa 
almost all abdominal injuries were the result of long-range 
rifle fire, in which the wounds of entry and exit were not 
large. The ground was as a rule dry and sandy, and the 
patient could be picked up and attended to with promptitude 
and without much trouble. In the present war conditions 
are very different. The larger proportion of injuries are 
from shrapnel or portions of shell, which cause multiple and 
extensive wounds and are rapidly fatal. Bullets are received 
at comparatively short range, and though the entry wound 
may be quite small the passage through the abdominal 
viscera may cause extensive laceration of the intestine, liver, 
spleen, omentum, or mesentery, resulting in hmmorrhage or 
peritonitis. Again, owing to the nature of the warfare, injured 
men cannot be got out of the trenches for many hours after the 
infliction of the wound, and during that time have to lie in 
'muddy trenches, in soil that has been highly cultivated and 
manured for centuries, and the clothes through which the 
bullet has passed are covered with mud. Little wonder is it, 
then, that the percentage of recovery from abdominal wounds 
is small, so small, in fact, that the chance of recovery from 
the wound of a bullet that has actually passed through the 
abdominal cavity and not merely punctured the abdominal 
wall is practically nil. In the recent numbers of the Lyon 
Chirurgical a considerable amount of attention has been 
paid to the question of the advisability of submitting such 
men to operation with a view of reducing the mortality. 
There appear to be among the French two schools termed 
respectively “ abstentionistes ” and “laparotomistes.” On 
the whole, those who advocate laparotomy seem to have the 
most satisfactory results. From their accounts it would 
seem that wounds of the small intestine are by far the most 
fatal, few surviving operation, but practically none if left 
alone, which fact tallies very closely with the results of 
civil practice. It is pointed out very dearly that the 
possibility of submitting all patients to operation within a 
reasonable period depends very much on the character of the 
fighting and the practicability of evacuating the wounded 
rapidly from the firing line to a place where an established 
hospital with all the facilities of an efficient theatre can be 
maintained. In other words, the essential for this work is 
that the aseptic technique shall be carried out in all its 
details, and as efficiently as in civil hospitals. After reading 
the articles it seems dear that in the present stage of the war 
there are among the French a large number of hospitals 
dose behind the firing line where any abdominal operation 
oan be performed with as great a degree of safety as in 
any civil hospital, and that it is the opinion of many 
excellent surgeons that any wound of the abdomen which is 
not so serious as to be likely to be immediately fatal should 
be operated on and an attempt made to secure any bleeding 
point and suture any laceration of intestine. In this way it 
is considered that the terrible mortality from abdominal 
wounds may be lessened. In this connexion it is interesting 
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to turn to the official English “ Memorandum on the Treat¬ 
ment of Injuries in War based on Experience of the Present 
Campaign." Here in the section “ Wounds of the Abdomen 
as Seen at the Front," it is noted that the two chief com¬ 
plications of all abdominal wounds are (1) haemorrhage and 
(2) perforation of hollow viscera ; and there is no doubt that 
apart from shock due to extensive visceral lesions the first 
danger to the patient is haemorrhage, and that this is a much 
more frequent cause of death than is peritonitis. It is stated 
that under the following conditions a primary operation may 
reasonably be performed: “(a) If a patient is seen within 
12 to 24 hours from his injury and if his general condition is 
good; (6) if the wounds of entry and exit are near together 
so as to indicate that only a small part of the whole abdomen 
has been traversed ; ( o ) if by protrusion of omentum or other 
evidence obtained on examination it is certain that the peri¬ 
toneum is already opened ; (d) if the patient is observed to 
become worse than a few hours previously; (s) if the con¬ 
ditions for doing an operation are satisfactory ; (/) if a rise 
in the pulse-rate or increasing rigidity of the abdomen occur 
at a slightly later date provided that the patient is in good 
condition." 

Journal of Cancer Research. Vol. I., No. 1, January, 
1916. Cambridge University Press and Williams and 
Wilkins Go., Baltimore—The appearance of a new journal 
devoted to cancer awakens reflections on the necessity for 
snch a journal and its prospects of success. The arrange¬ 
ment followed in this country, and till recently in America, 
of publication in the existing journals, supplemented by the 
issue of special reports from the various laboratories, has 
worked well, and while wishing the new journal success one 
may be sceptical of the likelihood of such a steady output of 
first-class work on this subject, of all others, as would justify 
the new publication. But the first number is full of interest. 
Miss A. E. C. Lathrop and Professor Leo Loeb contribute, 
in continuation of their breeding experiments on mice, 
evidence that castration before the age of six months and 
consequent elimination of the ovarian internal secretion 
(corpus luteum) diminishes the incidence of cancer of the 
mamma. Castration after the age of six months has no 
effect. Prevention of breeding also diminishes the cancer 
incidence while raising the cancer age, though to a less 
degree than castration. This is the opposite of the effect 
of exclusion of sexual activity on mammary carcinoma in 
women brought out in the Registrar-General's report of last 
year. Dr. Stevenson's statistics showed a higher incidence 
of carcinoma of the mamma in the unmarried than in the 
married. Dr. F. L. Hoffmann analyses the cancer statistics 
of the countries in the Western Hemisphere. From the 
statistical data of very varying quality he draws the tentative 
conclusion that the cancer death-rate diminishes as we 
approach the equator. Professor F. C. Wood and E. H. 
Maclean report the negative results they have obtained in 
treating animals with transplanted and spontaneous tumours 
with phloridzin. Professor J. Ewing contributes a very 
sane but rather conservative review of present-day 
cancer problems. A clear and well-illustrated account 
is given by G. L. Rohdenburg and .F D. Bullock of two 
transplantable sarcomata arising in the walls of parasitic 
cysts of the rats’ liver. The association of taenia cysts with 
tumour is regarded as evidence of the effect of chronic 
irritation in the etiology of malignant growths. The last 
paper in the Journal proper is by the editor, Dr. R. Weil, and 
deals with chemotherapeutic experiments on transplanted 
rat tumours. After detailing experiments which showed 
that intra vitam staining of living cells had not been obtained, 
whereas necrotic tissue stained deeply, the actual thera¬ 
peutic experiments with aniline dyes are described ; these 
were entirely negative. The remainder of the first number 
of the Journal is taken up with the proceedings of the 
American Association lor Cancer Research. Interesting 
papers, followed by lively discussions, were read on primary 
liver tumours in mice (Slye, Holmes, and Wells), renal 
tumours in rabbits (E. T. Bell), tumours of the Japanese 
waltzing mouse and its hybrids (E. E. Tyzzer). and on cancer 
heredity (Miss M. Slye). Miss Slye’s suggestions for genetic 
prophylaxis of cancer on the ground that cancer behaved as 
a recessive met with sharp criticism and elicited a spirited 
rejoinder. Several papers dealt with the Rous fowl sarcoma. 
There were papers on cancer immunity by Dr. Seelig and 
Dr. Fleisher and by Dr. Tyzzer, and on the action of radium 
by Dr. F. C. Wood and Dr. Weil. 


THE GENERAL COUNCIL OF 
MEDICAL EDUCATION AND 
REGISTRATION. 

The summer session of the Council came to an end on 
Saturday last, May 27th. 

Tuesday, May 23rd. 

Registration of Saskatchewan Qualifications. 

A report was presented by the Executive Committee in 
regard to the steps taken for the establishment of medical 
reciprocity with the Province of Saskatchewan. Inquiries 
were made in regard to the curriculum in that province, and 
information as to the adoption of the five-years course in 
1915 having been received, the President, in virtue of the 
powers conferred upon him, directed the Acting Registrar, 
on April 5th, 1916, to register any person who produced the 
Licence of the College of Physicians and Surgeons of 
Saskatchewan, and who satisfied the prescribed conditions. 

This report was recorded in the minutes of the Council. 

The Apothecaries' Hall of Ireland. 

The President, replying to a question put by Dr. 
Magennis, stated that the Council was empowered by 
Sections 13 and 18 of the Medical Act, 1858, to incur the 
expense of sending an inspector to attend and be present on 
behalf of the Council at the professional examinations of the 
Apothecaries’ Hall of Ireland. 

Dr. Magennis said that he saw by the minutes of 1903 
that the President mid in his address that the Council 
might perhaps think it no longer to be required that each 
examination of the Apothecaries’ Hall should be inspected. 
The Hall had been inspected about 50 times in the last 15 
years. The examinations of no other licensing bodv had 
been inspected during the last two years. Might ne ask that 
the President should make a similar suggestion now to that 
made in 1903? 

The President replied that in 1903 the Council 
deliberately by resolution placed it in the hands of the 
President to say when a visitor or inspector should attend 
the examinations. Two years ago the Council deliberately 
appointed another method, taking the matter out of the 
hands of the President. That being so, he would be very 
slow to suggest that the Council should reverse what it had 
done. 

The Council adjourned. 

Wednesday, May 24th. 

Penal Cases. 

The Council began the consideration of penal oases. 

The first to be considered was the case (adjourned from 
Nov. 4th, 1915) of Herbert Midgley Reeve, M.R.C.S. Eng., 
L.R.C.P. Lond., M.B.Lond., of Southend-on-Sea, who had 
been summoned to appear before the Council on the 
following charge:—"That being a registered medical prac¬ 
titioner you knowingly enabled one Mary Ann Preece, whose 
name had been removed by the Central Midwives Board 
from the roll of midwives, to practise as a midwife in contra¬ 
vention of the provisions of the Midwives Act, 1902, as if the 
said Mary Ann Preece were duly certified under the said Act. 
And that in relation thereto you have been guilty of infamous 
conduct in a professional respect." The complainants were 
the Central Midwives Board. 

At the conclusion of the proceedings in November the 
President announced the decision of the Council as follows:— 

Mr. Herbert Midgley Reeve:—The facts alleged In the charge the 
Council has found to be proved. Your offence was committed notwith¬ 
standing the fact that you were in possession of the following warning 
notice on “ covering.”“ Any registered practitioner who by his 
presence, countenance, advice, assistance, or co-operation, knowingly 
enables an unqualified or unregistered person, whether described as an 
assiitant or otherwise, to attend, treat or perform any operation upon 
a patient in respect of any matter requiring professional discretion 

or skill . or otherwise to engage in pro essional practice as if 

the said person were duly qualified and registered, is liable on proof 
of the facts to have his name erased from the Register.” The Counci] 
takes a very grave view of the action of a medical practitioner who thus 
“covers’’the practice of unqualified or uncertified women, under 
whatever pretext they practise midwifery or otherwise attend and 
treat women in labour. But in order to give you an opportunity of 
reconsidering your position in relation to this matter, the Council 
has postponed judgment in your case till the next Session, in May, 
of which you will receive due notice. You will then be required to 
attend, and to produce testimony from your professional brethren as 
to your character and conduct in the interval. 

Mr. H. M. Reeve attended and was accompanied by his 
solicitor, Mr. W. V. Reeve. 

Mr. Julius Bertram, solicitor, represented the Central 
Midwives Board. 

Mr. W. V. Reeve submitted various testimonials on behalf 
of Mr. H. M. Reeve as to the conduct of the latter in the 
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interval. These testimonials were from Mr. James B. 
Maxwell, Dr. John P. Walker, Dr. C. Grant Pngh, medical 
officer of health of the borough of Southend-on-Sea, and 
Councillor H. William Cooper, of the Borough Insurance 
Committee. 

Mr. Bertram said that he thought he was justified in 
saying, on behalf of the Central Midwives Board, that they 
had heard with much gratification the evidence tendered on 
behalf of the practitioner, and they had nothing further 
to add. 

Mr. W. V. Reeve addressed the Council. He said that it 
had not been suggested that there was anything in the 
nature of pre-arrangement between the practitioner and the 
nurse to contravene the Act. There were mitigating circum¬ 
stances in the case. Taking into consideration the testi¬ 
monials of his client’s professional brethren, his hitherto 
untarnished record, and the long period which had elapsed 
since the occurrence of this case, he appealed to the Council 
that the judgment which they would pronounce would be 
such as to enable his client to carry on his practice as 
heretofore. 

Mr. H. Midgley Reeve expressed regret that this case 
should have occurred and assured the Council that such 
conduct would not happen again in his practice. 

The President announced the decision of the Council as 
follows:—Mr. Reeve: I have already informed you on 
behalf of the Council of the grave view it takes of the nature 
of the offence, specified in the charge, which had been 
proved against you; but having regard to your assurances 
as to your conduct in the future, the Council has not seen 
fit to direct the Registrar to erase your name from the 
Medical Register. 

The Council proceeded to consider the case of Frederick 
Robinson, L.R.C.P. Edin., of Masbro, Rotherham, who had 
been summoned to appear before the Council on the follow¬ 
ing charge: “That being a registered medical practitioner 
you by your assistance knowingly enabled a Mrs. Fisher, a 
woman not certified under the Midwives Act, 1902, to attend 
women in childbirth under cover or pretence that such 
women were attended or to be attended by you or by her 
under your direction, thereby enabling the said Mrs. Fisher 
in contravention of the said Act to practise as if she were 
certified thereunder. And that in relation thereto you have 
been guilty of infamous conduct in a professional respect.” 

The complainants were the Central Midwives Board, who 
were represented by Mr. Julius Bertram, solicitor. 

Mr. Frederick Robinson did not attend, nor was he repre¬ 
sented. A telegram was intimated from him stating that he 
would not be present. 

Mr. Bertram addressed the Council on behalf of the com¬ 
plainants. He said that under the Midwives Act the only 
rsons who were entitled to atteud women in childbirth, 
bitually and for gain, were duly qualified medical practi¬ 
tioners and certified midwives. He wanted to make it clear 
that the Central Midwives Board had no desire or intention 
to interfere in any manner with the question of the 
discretion of every medical man to conduct his own 

S ractice in his own way. They were the complainants 
l this case only because of the participation by a 
medical man in what, as they thought, was really the 
practice of another person who was not entitled to carry 
on that work. The Council had put their views with regard 
to “ covering " into a resolution warning medical men of the 
eonsequences. There were no doubt cases near the border 
line, but to comply with the Council’s requirements the 
medical man must be in charge of the case and be primarily 
responsible. He must have had an intention to he free to 
Attend the case. The woman who attended must, in the 
view of the medical man, be acting under his directions. He 
thought that the evidence would be sufficient to allow the 
Council to say that this was a case of "covering.” He thought 
that all the witnesses whom he would call would say that 
there was no direct engagement. Only in one case did the 
practitioner pay more than a single visit. There were 
certain other things which Mr. Robinson did. He notified 
the birth to the medioal officer under the Notification of 
Births Act. The actual delivery was conducted by the un¬ 
certified woman, but the medical man signed the certificate 
lor the benefit under the Insurance Act. 

Amongst the witnesses whom Mr. Bertram called were 
certain women who stated that Mrs. Fisher had attended 
them in their confinement. Several of them stated that Mr. 
Robinson had called next morning, but had not examined 
them. 

Miss Mary Stewart, inspeotor of midwives and health 
visitor, Rotherham, said that the notifications of births in 
the confinement of certain of the previous witnesses were 
signed by Mr. Robinson. 

Letters were read from Mr. Robinson denying the charge. 
The President said : I have to announce that the Council 
have judged Frederick Robinson to have been guilty of 
infamous conduct in a professional respect, and have directed 
the Acting Registrar to erase from the Medical Register the 
name of Frederick Robinson. 


The Council considered the case of Kenneth Ram Gujral 
Sbaw, M.B., Ch.B. Edin., who had been summoned to appear 
before the Council on the following chargeThat being 
a registered medical practitioner you were convicted of the 
following misdemeanour—viz., (1) On Sept. 17th, 1915, at 
the Thames police court, of being drunk and disorderly, in 
respect of which offence you were bound over in the sum of 
60*. to be of good behaviour for six months. (2) On Sept. 21st, 
1915, at the County of London Sessions, of exposing your 
person, in respect of which offence you were on Oct. 12th, 
1915, bound over in the sum of £5 to appear for judgment if 
called upon within 12 months.” 

Mr. Shaw did not attend, nor was he represented. 

Mr. Harper (the solicitor to the Council) stated that 
notice of the inquiry had been sent to the practitioner at 
Messrs. Cook’s by means of a registered letter. Messrs. 
Cook, following instructions, had on April 30th forwarded 
the letter to Shaw, c/o the Mediterranean Expeditionary 
Force, Egypt. The Director-General of the Army Medical 
Service had been written to respecting Shaw, and a reply 
had been received to the effect that Shaw had not been 
appointed to a commission in the Royal Army Medical 
Service, though it was stated that one answering his descrip¬ 
tion had communicated with the War Office regarding such 
an appointment in 1913. A similar letter of inquiry 
addressed to the Admiralty had elicited the reply that no one 
answering the description given had applied for a com¬ 
mission as a surgeon in the Naval Service. 

Two certified copies of the convictions were put in. 

The President intimated the decision of tne Council as 
follows: I have to announce that Mr. Kenneth Ram Gujral 
Shaw, having been proved to have been convicted of the 
misdemeanours alleged against him in the notice of inquiry, 
the Acting Registrar has been directed to erase his name 
from the Medical Register. 

The Council then proceeded to the consideration of the 
case of Daniel Evans Powell, M.B., C.M.Glasg., of High- 
street, Tooting, who had been summoned to appear before 
the Council on the following charge: “That being a 
registered medical practitioner you by your assistance 
knowingly enabled one Jenny Walter, a woman not certified 
under the Midwives Act, 1902, to attend women in childbirth 
under cover or pretence that such women were attended or 
to be attended by you or by her under your direction, 
thereby enabling the said Jenny Walter in contravention 
of the said Act to practise as if she were certified thereunder. 
And that in relation thereto you have been guilty of infamous 
conduct in a professional respect.” 

The complainants were the Central Midwives Board, who 
were represented bv Mr. Julius Bertram, solicitor. 

Dr. Powell attended, and was accompanied by Mr. J. A. C. 
Keeves, counsel instructed by Messrs. Webster, Butcher, and 
Sons, solicitors. 

The proceedings had not gone far when they were 
adjourned until the following day. 

The Council adjourned. 

Thursday, May 25th. 

Restoration to Register. 

The President announced that the Acting Registrar had 
been directed to restore to the Medical Register the name of 
Mr. Casper Denis Downing. 

Penal Case*. 

The Council again considered penal cases. 

The first to be considered was that of Henry William West, 
M.R.C.S. Eng., L.R.C.P. Lond., Old Basford, Notts, who had 
been summoned to appear before the Council on the follow¬ 
ing charge: ‘‘That being a registered medical practitioner 
ou were on Nov. 1st, 1915, convicted at the City of Notting- 
am assizes of feloniously killing and slaying one Harriet Ann 
Hodgkinson and sentenced to seven years’ penal servitude.” 

Mr. Harper, the solicitor to the Council, put in the 
certificate of conviction. 

The President said, in announcing the decision of the 
Council: Mr. Harper, I have to announce to you that Henry 
William West has been proved to have been convicted of the 
felony alleged against him in the notice of inquiry, and that 
the Registrar has been directed to erase his name from the 
Medical Register. 

The Council proceeded with the further hearing of the 
charge against Daniel Evans Powell, which was adjourned 
from the previous day. 

Mr. Bertram, in opening the case, stated that a woman 
named Jenny Walter owned a maternity home at Tooting, 
to which a large number of married and unmarried women 
went for the purposes of their confinement. Proceedings were 
instituted against her at the instance of the London County 
Council for the contravention of certain sections of the 
Midwives Act. In these proceedings she alleged that she was 
acting in all the cases alleged against her under the direc¬ 
tions of a qualified medical practitioner. Dr. Powell gave 
evidence in a manly way to support the contention of Mrs. 
Walter that she was acting in all the cases alleged against 
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her under the directions of a qualified medical practitioner. 
The evidence then disclosed that there was a verbal working 
arrangement between this woman and Dr. Powell by which 
when women were confined in this house they received 
medical attention, or at any rate inspection by him. It was 
alleged that at none of the cases referred to was Dr. Powell 
present at the actual delivery. In all cases he (Mr. Bertram) 
believed that the notification of birth was given by Dr. 
Powell. He, Mr. Bertram, had applied for the actual notifi¬ 
cations, but the Wandsworth Public Health Committee had 
passed a resolution that these were not to be produced except 
under a subpoena. 

Several women who were called as witnesses Btated that 
Walter had attended them at their confinements. One of 
these who had seen Dr. Powell the next day stated that 
when she went to Nurse Walter the latter had said that the 
fee was inclusive for her own services and those of the 
doctor. 

Dr. Daniel Evans Powell made a statement in his own 
defence. Answering his solicitor, he said that in October, 
1914, he had been called in to attend an urgent case at Nurse 
Walter’s. As he was going away Walter asked him if he 
would attend some of the cases. He said that any difficult 
case he would be glad to attend, but he added that he would 
prefer them to go into the infirmary. He had attended a 
number of cases at this house and he was actually present 
at some of the cases at confinement. 

Cross-examined, he said that when he made the arrange¬ 
ment it was his honest intention to be present to do the 
delivery. 

Mr. Bertram : Did you ever give her any directions as to 
how to carry out the confinement ?—Not as to the confine¬ 
ment but as to the care of the patient and child and as to 
nourishment to give. 

If she could deliver the patient why should she send for 
you at all ?—Because I had to give medical supervision to 
the case. 

Mr. Bodkin (the Legal Assessor): Was it because she was 
an unregistered woman ? 

Dr. Powell : That was the reason. 

Mr. Butcher (solicitor for Dr. Powell), in addressing the 
Council, said that his client frankly expressed sorrow for 
the manner in which he had acted, which was due to 
inadvertence. He would never be a party to any indiscretion 
of the kind again. 

The President in announcing the decision of the Council 
said: Mr. Powell, the Council has carefully considered the 
charge made against you, which in effect was that you had 
by your assistance knowingly enabled a woman not certified 
under the Midwives Act, 1902, to attend women in childbirth 
under cover or pretence that suoh women were attended, or 
to be attended by you, or by her under your direction, 
thereby enabling her to practise as if she were certified. 
The facts alleged against you in the charge the Council has 
found to be proved. The Council takes a very grave view, 
from the public point of view, of the danger which arises 
from medical practitioners lending their names for such a 
purpose and “covering” the practice of unqualified or un¬ 
certified women, under whatever pretext they practise mid¬ 
wifery or otherwise attend and treat women in labour. But in 
order to give you an opportunity of reconsidering your posi¬ 
tion in relation to this matter, the Council has postponed 
judgment in your case till the next session in November, of 
which you will receive due notice. You will then be required 
to attend and to produce testimony from your professional 
brethren as to your character and conduct in the interval. 

Friday, May 26th. 

On consideration of the case of James Andrew Baird 
Thompson, registered as of South Bermondsey, the follow¬ 
ing charge was dealt with : “ That being a registered medical 
practitioner you abused your position by committing adultery 
with a Mrs. Grigson, whom and whose husband and child 
you had attended professionally, which adultery you were 
found to have committed by the verdict of a jury given at 
the trial of the case of Grigson v. Grigson and Thompson in 
the Probate, Divorce, and Admiralty Division (Divorce) of 
the High Court of Justice on Oct. 20th, 1915, and in which 
the decree was made absolute on May 8th, 1916. And that 
in relation thereto you have been guilty of infamous conduct 
in a professional respect." 

Dr. Thompson called Mrs. Grigson as a witness, and he 
also denied that the professional relationship existed. 

The President in intimating the decision of the Council 
said : Dr. Thompson, 1 have to inform you that the Council 
has judged you to have been guilty of infamous conduct in 
a professional respect, and has directed the Registrar to erase 
your name from the Medical Register. 

The Council considered the case of William Joseph Ryan, 
L.R.C.P. Edin., L.R.C.8. Edin., L.F.P.S. Glasg., who had 
been summoned to appear before the Council on the follow¬ 
ing charge: “That being a registered medical practitioner 
you were convicted of the following misdemeanours—viz., 


(1) On Feb. 27th, 1914, at the Lambeth police court of being 
drunk and incapable, and fined 3; (2) on April 7th, 1915, at 
the Tower Bridge police court of being drunk and disorderly, 
and fined 5s. or five days; and (3) on Feb. 22nd, 1916, at the 
Bow-street police court of being drunk and incapable, and 
fined 10s. 

Mr. Ryan did not attend nor was he represented. 

The President intimated the decision of the Council as 
follows: I have to announce that William Joseph Ryan 
having been proved to have been convicted of the mis¬ 
demeanours alleged against him in the notice of inquiry, 
the Registrar has been directed to erase his name from the 
Medical Register. 

The Council considered the case against William Bonallo. 
The Dental Committee reported that the said William 
Bonallo was registered in the Dentists Register on Dec. 31st, 
1878, as “ in practice on July 22nd, 1878," and his address in 
the Register for the current year was Cramlington Hall, 
Cramlington, Northumberland. 

The Committee found that it was established by the 
evidence: “ That on Nov. 2nd, 1915, the said William Bonallo 
was convicted at the Northumberland assizes of feloniously 
using a certain instrument with intent to procure mis¬ 
carriage, and was sentenced to three years’ penal servitude.** 

Mr. Bonallo did not attend nor was he represented. 

The President intimated the decision of the Council as 
follows: I have to announce that William Bonallo having 
been proved to have been guilty of the felony alleged against 
him m the notice of inquiry, the Council has directed the 
Registrar to erase his name from the Dentists Register. 

The Council adjourned until the following day. 


Stein InkttiwKs. 


A NEEDLE AND CANNULA FOR INTRAVENOUS 
INJECTION. 

For some months past I have been meeting with patients 
who, immediately after an intravenous injection of a con¬ 
centrated solution of galyl or kindred drug, have been 
affected with bad arms, some with a general inflammation 
extending from the needle puncture, some with small 
abscesses, and two with sloughs, one 2£ inches in diameter. 
The history in each case has been the same—namely, that 
pain started during the iujection. One case, a small slough, 
occurred after an injection by myself, and was due to a 
slight leakage of the drug outside the vein during the injec¬ 
tion, caused by a movement of the needle. I am certain 
that all the other cases were caused in a somewhat similar 



manner, the leakage being due to a double puncture of the 
vein by the needle, made either when introducing it, or as 
the result of movement by the patient or of the syringe. 
To prevent this double puncture I have devised a neat needle 
and cannula (see figure) after the pattern of the needle and 
cannula of Mr. Barker’s spinal analgesia syringe, but finer 
and much shorter. The cannula should be used to draw up 
the solution into the syringe, and then, after plunging the 
needle into the vein, the cannula attached to the syringe is 
pushed along the needle as far as it will go, and the injec¬ 
tion given. As the cannula projeots beyond the point of the 
needle the whole can be moved about in the vein without 
any fear of perforating it. In fact, it is a good plan before 
injecting to push the needle and cannula farther along the 
vein, to make sure that it is free and to get beyond any 
second puncture that may have been made when intro¬ 
ducing the needle. 

Messrs. Allen and Hanburys, Wigmore-street, London, W., 
are the manufacturers. 

Wolverhampton. W. F. OHOLMELEY, F.R.O.S. Eng. 
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Medical Practitioners and the 
Military Service Acts. 

The Central Medical War Committee, the Com¬ 
mittee of Reference formed by the Royal College of 
Physicians of London and the Royal College of 
Surgeons of England to deal with special cases, 
and the Scottish Medical Service Emergency Com¬ 
mittee, are now recognised in the Regulations 
made under the Military Service Acts as the Pro¬ 
fessional Committees for all medical men who 
come within the provisions of the Acts. The effect 
of this recognition, which was announced last week 
in The Lancet, is that every medical man, 
married or single, under the age of 41 next birth¬ 
day, and consequently liable for service in the 
army, will come under the purview of one or 
other of these three committees on the question 
whether it is his duty to take a commission in the 
R.A.M.C. or to continue as a civilian practitioner. 
Practitioners of military age in England and Wales 
may be divided into those who are enrolled and 
those who are not enrolled under the scheme of 
the Central Medical War Committee, a body whose 
activities have resulted in the enrolled being the 
larger class. A medical man under 41, who is enrolled, 
will not be called up for service with his class by 
the recruiting authorities, but while pursuing his 
civil avocations he will be liable to be called upon to 
take a commission in the R.A.M.C. if and when the 
Central Medical War Committee decide that it is 
his duty to do so. If he should receive a notice 
from the recruiting authorities calling him up, the 
production of his certificate of enrolment restores 
him at once to his proper position in accordance 
with a definite Army Council Instruction. In 
Scotland the same procedure applies with regard 
to those who are registered with the Scottish 
Medical Service Emergency Committee. 

But a modification in the position of the enrolled 
man under 41 has resulted from the passing of the 
new Military Service Act. Hitherto medical men who 
have taken service since the beginning of the war 
as doctors in the army have done so on the system 
of a contract for one year or until their services 
are no longer required, whichever happens first. 
It is now announced authoritatively that every 
medical man under 41 is, in virtue of the new Acts, 
under an obligation to serve not only for 12 con¬ 
secutive months, but for further periods if needed, 
with such intervals as may be determined, if the 
military authorities (acting on the advice of the 
Professional Committees) require him to do so. 
In view of the obligation on all other classes of 
the community to serve for the duration of the 


war, the medical profession is not in a position to 
object to this new condition. While service with 
the forces remained voluntary, the Central Medical 
War Committee was fully aware that a medical man 
by enrolling undertook no more than an obligation 
for one year of service, even while contemplating 
the possibility that the prolonged duration of the 
war might necessitate a further call. So men 
who have completed their period of service are 
invited to re-enrol, thus placing themselves again 
under the Professional Committees to determine 
whether and when their services will be again 
required. In the new conditions every medical man 
under 41, whether he enrols or not, will be under 
the enhanced obligation, to be fulfilled by him if and 
when fche military authorities offer him a com¬ 
mission on the advice of the Professional Com¬ 
mittee concerned. A given doctor, however, will, we 
hope, not be selected for a second period of service 
under the enrolment scheme until other men, 
equally eligible in other respects, have been taken 
for service; this would seem to make it unlikely 
that an enrolled man would need to be called upon 
without a substantial interval between any two 
periods of service. Of course, any doctor who 
prefers his service to be continuous may re-engage 
at the end of his first year. 

In our opinion in each of the cases here under 
consideration the medical man should enrol under 
the new conditions—namely, with an obligation 
not limited to one period of service of 12 months, 
but extended to such further period or periods as 
may be found necessary; he must trust the War 
Office in making its call to give full value to thq 
advice of the Professional Committees. By so doing 
he will be helping to retain for the medical pro¬ 
fession its privilege that the doctor can always fulfil 
his obligation for military service, not in the ranks, 
but by becoming a commissioned officer. For if he 
is enrolled he will not be called up by the recruit¬ 
ing authorities for military service under the com¬ 
pulsory provisions of the Military Service Acts. He 
will be liable to 12 months’ consecutive service, but 
his obligation to serve (qualified in these ways) will 
be exacted from him only if and when it is deemed 
right by a committee established for the purpose 
by his own profession. All medical men under 41 
who do not enrol under the new conditions will be 
called up by the military authorities in their classes. 
If they do not desire to be taken for general 
service, it will be necessary for them to appeal 
to a local tribunal for exemption. Under the section 
of the new Military Service Act which deals with 
medical men, the local tribunal will refer the case 
to one of the Professional Committees, when the case 
will be considered, and a recommendation made to 
the local tribunals which will be binding on them. 
It will be seen, therefore, that whether a man is 
enrolled or not, his case will be decided by 
the same Professional Committees. The enrolled 
man saves the time of himself and of the tribunal 
by enrolling, the unenrolled will go through certain 
formalities only to arrive at the same place. 
Throughout these remarks the case of conscientious 
objectors has not been alluded to; with them the 
Professional Committees do not deal. 
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Preventive Medicine and American 
Research. 

Representatives from the Medical Departments 
of the United States Army and Navy are at the 
present time in this country for th,e purpose of 
studying the organisation of our medical services 
in connexion with the war. We take this oppor¬ 
tunity of offering our American brethren, in the 
name of the* medical profession at home, a hearty 
welcome to our shores. We hope they will find 
much to interest them in our methods, and we 
trust that some of the information they collect will 
prove of use to them when they have recrossed the 
Atlantic. 

It is perhaps not sufficiently remembered by us 
Row deeply the world is indebted to American investi¬ 
gators in the held of preventive medicine. American 
researches have thrown a bright light upon difficult 
problems concerning what we call tropical disease. 
Yellow fever may be instanced in this connexion. 
It was in 1900 that the United States Government 
appointed a Commission to proceed to Havana, 
under the leadership of Major Walter Reed, of the 
Medical Corps, with whom were associated Assistant 
Surgeons James Carrol, Jesse W. Lazear, and A. 
Agramonte, to investigate the etiology of this 
disease. They succeeded in demonstrating among 
other things that it was spread by the bites of 
infected stegomyia mosquitoes and in no other 
way, and Reed’s experiments remain as models 
of scientific research, both for the exactitude with 
which they were adapted to the points to be proved 
and for the precautions taken to exclude all 
sources of error. To their everlasting credit the 
American soldiers offered themselves fearlessly 
as subjects for experiment; some of them after 
being bitten by infected mosquitoes contracted the 
disease, among them being Carrol and Lazear, 
the latter of whom died a martyr to science. 
Based upon these experiments preventive measures, 
including mosquito destruction, were formulated at 
Havana, which for 150 years or more had been a 
veritable hot-bed of yellow fever, but from which 
since 1901 the disease has completely disappeared, 
save for a few occasional imported instances. The 
same methods have been employed more recently 
in other endemic areas of the disease such as 
Rio de Janeiro, Para, Manaos, and elsewhere, 
from which yellow fever has now also vanished. 
Another great victory was achieved, and an object 
lesson given to all tropical countries, in the 
Panama Canal Zone, where yellow fever, malaria, 
and other insect-borne diseases had in the past 
ravaged the population year by year. The Americans 
began to construct the Isthmian Canal in 1904, and 
Colonel (now Surgeon-General) Gorgas, who had 
formerly served as chief sanitary officer at Havana 
when Reed’s Commission had made their experi¬ 
ments, was appointed chief of the new sanitary 
department. In view of the previous disastrous 
experiences in this region it is safe to say that 
without the labours of this sanitary depart¬ 
ment the Panama Canal would never have been 
completed. Through the well-directed measures of 


Colonel Gorgas and his staff yellow fever, malaria, 
black water fever, dysentery, and other diseases were 
brought entirely under control, and the general 
death-rate among the labourers, which was 52'45 per 
1000 in 1904 fell to 20*49 in 1912. Briefly, what 
was once an intensely unhealthy area became 
salubrious, and the doctrines of Manson and Ross 
were triumphantly established. The work at 
Panama, like that at Havana, is always alluded 
to by writers on germane subjects, but its detailed 
history would repay more attention than it has 
received, while there are other valuable American 
contributions to preventive medicine which 
are frequently passed over. The investigation 
of that mysterious disease pellagra has been 
very carefully prosecuted in the United States 
in recent years, by the McFadden Thompson 
Commission of New York and other workers, 
and already with encouraging results. A great 
decrease has recently taken place in America 
and other parts of the world, including Egypt, 
in the incidence of ankylostomiasis or hookworm 
disease, due partly to the efforts of Ashford 
and others with the assistance of the American 
International Commission, an offshoot of the 
Rockefeller Foundation. The etiology of exanthe- 
matic typhus was independently worked out by 
two groups of American investigators, Anderson 
and Goldbergen, and Ricketts and Wilder ; it 
was only an unlucky chance which prevented the 
earlier publication of their results before those of 
M. Nicolle and his collaborators in Tunis had been 
made public their incrimination of the body louse 
as the insect transmitter of this disease. The 
credit therefore of the discovery must be shared by 
the Americans. Much new light has been thrown 
upon cerebro-spinal fever and epidemic polio¬ 
myelitis by American workers, and American mili¬ 
tary and other medical officers stationed in the 
Philippines have contributed greatly to the general 
fund of knowledge of tropical diseases, particularly 
as regards beri-beri. Nor do these examples exhaust 
the list, but they will suffice to show some at least 
of our indebtedness in preventive medicine to 
scientific workers io America. 

Our American visitors will doubtless find a good 
deal that is new to them in our arrangements for 
the care of the sick and wounded, for the pre¬ 
vention of disease among our troops at home and 
in the field, and for maintaining in other ways the 
health and efficiency of the British army. It may 
be mentioned in this connexion that although anti¬ 
typhoid inoculation originated in England, the 
adoption of the procedure in America helped largely 
to confirm its value and assisted in gaining its 
acceptance by our own military authorities. We 
understand that only one officer of the British 
army has died from typhoid fever since the 
commencement of the war, and we believe that 
at the present moment there are not more than 
two dozen typhoid cases among our troops. This 
remarkable freedom of an immense army in the 
field from what has been generally deemed a 
necessary curse is greatly due to the systematic 
adoption by the authorities in the United States 
i of Wright’s work. 
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Jiutfltatas. 


“Ne quid nimis.” 


THE NUMBER OF MEDICAL STUDENTS. 

The following is an official return, received from 
the General Medical Council, of medical students 
in actual attendance, during May, 1916, on courses 
of professional instruction at medical schools and 
approved teaching institutions:— 


- 

i 

Men. | 

Women. 

Total. 

Men 

under 

18. 

1 

1 Men from outside 
| the United 
j Kingdom. 

First year ... 

| 1422 ; 

636 

2068 

489 

102 

Second year ... 

783 ' 

296 

1078 

26 

129 

Third year ... 

519 

163 

682*8 

0 

146 

Fourth year ... 

I 1078 

146 

1223 IS 

0 

! 186 

Final year ... , 

922 

! 140 

i 

1062 

0 

j 115 


A note to the return, which is signed by Sir Donald 
MacAlister, President of the General Medical 
Council, adds that a number of third-year students 
who passed a professional examination at the end 
of the winter session have been transferred to 
the fourth-year class by direction of the military 
authorities. _ 


THE TRAFFIC IN NARCOTIC DRUGS. 

The Order of the Army Council which we 
recorded last week restricting the sale of narcotic 
drugs to soldiers is of special importance, since it 
introduces into medical and pharmaceutical prac¬ 
tice an entirely new principle so far as this country 
is concerned, placing on the liberty of the subject 
a restriction of a nature that is novel to our poison 
legislation. In practically every other civilised 
country but our own the distribution of narcotic 
drugs is limited a by law to cases of legitimate 
medical necessity, and the conditions which the 
new Order now makes applicable to our army have 
long been enforced on the whole of their popula¬ 
tions. It would be a good thing if public opinion 
could be directed in this country towards the 
creation of a popular demand that a measure now 
applied to one section of the community should, 
through an emergency Act of Parliament, be made 
applicable to all sections. If, while the public is in 
the mood for the enforcement of salutary restrictions 
on liberty, the provisions of this new Order were 
extended to the whole population, there are strong 
reasons to believe that we should never revert to 
our present slipshod methods of dealing with the 
distribution of poisons. If we wait until the war 
is over we shall find ourselves confronted with all 
those pettifogging controversies and the clamouring 
of vested interests which always put a brake on 
progress. Under present conditions such drugs as 
barbitone, sulphonal, and trional are almost as easy 
to purchase as chocolates, and so long as the 
druggist labels them in accordance with the law he 
can spend the whole of the day handing bottles of 
these hypnotic drugs to any customer who cares to 
ask for them. Even cocaine and morphine can be 
purchased by almost anyone; for who is there 
who cannot obtain an introduction to some 
pharmaceutical chemist and so put himself and 
the purveyor on the right side of the present 
futile law? This question implies no misconduct 


on the part of pharmaceutical chemists, and,indeed, 
it would be surprising and disappointing to find 
that they as a class would not welcome such 
an alteration in the law as would place them 
beyond the unwelcome importunities of their 
customers. The provision of the Order which 
requires medical practitioners who prescribe any 
of the scheduled drugs for soldiers to sign the 
prescription with their full name and address and 
to write on it the words-“Not to be repeated’’has 
long been advocated to apply to all prescriptions 
for such drugs as cocaine and morphine. It is 
commonly acknowledged that the drug habit is 
sometimes acquired through the repeated use of 
prescriptions which the prescriber intended to be 
used only a limited number of times. Compliance 
with this provision of the Order will initiate a 
salutary habit which many practitioners will no 
doubt continue when the Order which enforced it 
has become a thing of the past, even though the 
principle may not be embodied in permanent 
legislation. _ 

OBLITERATIVE ARTERITIS AND LEAD POISONING. 

The etiology of obliterative arteritis is somewhat 
obscure. In the Boston Medical and Surgical 
Journal of April 13th Dr. W. Timme has reported 
a case the interest of which lies in the fact that 
lead poisoning appears to have been the cause. 
A painter, aged 36 years, was admitted into hos¬ 
pital on Dec. 21st, 1915. During the last year 
he had a typical blue line on the gums, which 
responded to local treatment by a dentist. He 
had no palsies, but he complained of pain along 
the sciatic nerves and in some joints. In 1913 
pain in the left leg began after walking and 
ceased on resting, to begin again on walking. This 
intermittent claudication became gradually worse, 
so that only short distances could be walked 
without resting. In February, 1915, he could no 
longer walk. The left leg became heavy and 
helpless and cold and the seat of extreme pain 
and tenderness. The calf became smaller and 
flabby. He was treated with electricity and 
potassium iodide, but grew steadily worse. Hot 
packs, massage, rest, and exposure to the sun were 
then tried and he improved. A few ulcers developed 
on the outer side of the foot and spread rapidly. 
They were treated with the therapeutic lamp and 
they healed. In October the ulcers re-formed and 
necrotic areas developed at their site. Three weeks 
before admission to hospital the little toe was 
removed, but the sloughing continued. On examina¬ 
tion the patient was found to be a frail, anaemic, 
ill-nourished man. The tongue was coated and there 
was a suggestion of a blue line on the gums. The 
muscles of the left thigh and leg were markedly 
atrophied. No pulsation could be felt in the 
dorsalis pedis or any other artery of the left 
lower limb up to and including Poupart’s ligament. 
The urine contained traces of lead. The fundi 
were normal. The Wassermann reaction was 
negative. Nothing is said about the treatment of 
the case, Dr. Timme remarking: “ No adequate 
therapy has yet been devised.” In this country 
Dr. F. Parkes Weber has pointed out the com¬ 
parative frequency of arteritis obliterans among 
male Jews in the East End of London who 
are in the habit of smoking a large number 
of cigarettes. He suggests that unwholesome food 
and racial factors play a part in the etiology. 
Other causes suggested are syphilis and arterio¬ 
sclerosis. Kolisko has stated that he has seen 
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obliterative arteritis frequently in chronic lead 
poisoning. This view is borne out by an American 
writer, Victor C. Vaughan, who, in an article on 
mineral poisons, declares that the changes in the 
vessels in leaj intoxication are those of arteritis 
obliterans. Arteriosclerosis, of course, is a well- 
recognised result of this poison. 


THE DEFINITION OF PORT WINE. 

The decision of the Government to restrict 
the word “ port ” to that wine certified by the 
Portuguese Government to be the genuine product 
of the Douro region, and exported from Oporto, is 
a curious issue of the war. It has followed upon a 
statement made by the Portuguese Government that 
unless this definition was accepted they would not 
ratify the Commercial Treaty signed at Lisbon in 
August, 1914, under which both countries secured 
commercial advantages. It does not appear 
to be generally remembered that already some 
restriction as to the use of the word “port” is 
in force, although the definition did not go quite so 
far as the recent proposal. As was pointed out in a 
report on port wine published in The Lancet in 
1907, a general order of the British Customs requires 
the use of the word “port” to be confined to 
Portuguese wines, the designation to be accom¬ 
panied by a declaration of the country of origin. 
The new restriction goes farther than this, as 
it excludes Portuguese wines produced outside the 
Douro district. Wines resembling to an extent 
the composition and character of genuine port 
wines are, of course, produced in other countries. 
But the designation must be qualified by the 
name of the country of their origin. Such are 
Spanish “ port ” or Tarragona, Cape “ port,” Canary 
“port,” Cyprus “port,” Palestine “port,” Australian 
“port,” Californian “port,” Algerian “ port,” and so 
forth. Apart from considerations of commerce, the 
new measure is a good one. By a proper extension 
of accurate definition it encourages the principle of 
honest trading. _ 

DISEASES OF ANIMALS ACTS. 

The report for the year 1915 of the proceedings 
under the Diseases of Animals Acts and the 
Markets and Fairs (Weighing of Cattle) Acts 1 is 
somewhat shorter than in previous years, this being 
partly because the Tuberculosis Order of 1914 
remains in abeyance. Of foot-and-mouth disease 
there were 56 outbreaks as compared with 
27 in 1914, and with the exception of one 
isolated case, all the disease was confined to the 
counties of Somerset and Wilts. Anthrax shows 
a decline of 147 cases and glanders of 48 from the 
figures of the previous year, but this latter figure 
does not include army horses, among which it is 
understood there have been several cases. To trace 
the origin of the outbreaks of foot-and-mouth 
disease has been as difficult as ever. A possible 
source lies in the returning soldiers from France 
where the disease was prevalent near the British 
lines. The infection of pigs at Butleigh was 
ascribed to contaminated whey with which they 
had been fed. The movement of dogs and poultry 
was restricted in this outbreak. In checking the 
spread of the disease acknowledgment is made of 
help given by the North Somersetshire Yeomanry. 
Adequate civilian labour was impossible to secure, 

> Annual Report of Proceedings under the Diseases of Animals Acts 
and the Markets and Fairs (Weighing of Cattle) Acts for the Tear 1915. 
Darling and Son, Limited, Bacon-street, London, B. Price 3 d. 


while the staff of inspectors and veterinary 
inspectors had already been depleted. The value 
of quarantining imported dogs is emphasised by 
the discovery in March of rabies in a dog under¬ 
going detention. Swine fever has been treated by 
the use of serum, and on the whole this treatment 
has been very favourably received by pig-owners. 
Treatment was accepted and carried out in 390 out¬ 
breaks. The trade in foreign animals practically 
ceased in 1914, but special provision for a speedy 
revival of foreign trade has been made in case a 
scarcity in the meat-supply should cause any serious 
rise in prices. Accommodation for Canadian animals 
has been arranged at Birkenhead, and. for animals 
from other foreign sources at Avonmouth and 
Cardiff. 


THE “TABARD-STREET AREA.” 

It is a matter for congratulation that the 
“ Tabard-street area,” notorious for its insanitary 
conditions, is doomed. From a report of the Housing 
of the Working Classes Committee to the London 
County Council, dated May 10th, we learn that com¬ 
pensation has now been finally assessed in all the 
disputed claims in respect of property required for 
the Tabard-street, Grotto-place, and Crosby-row 
scheme, and that terms of purchase have been 
arranged in all the remaining cases. The total 
expenditure on the purchase of the property will 
probably fall short of the original estimate made in 
1910 by as much as £200,000, the reduced estimate 
now standing at £273,300. The reduction is partly 
due to depreciation of property in the area and 
partly to successful arbitration in connexion with 
claims for trade interests. We trust that the 
picturesque names will remain and the new Grotto- 
place be cool and salubrious in the hottest weather. 


THE EXTINGUISHING OF FIRES CAUSED BY 
BOMBS. 

A useful report has been issued by a Committee 
appointed by the Home Secretary in March last, 
who were asked to conduct experiments to test the 
value of dry powder fire-extinguishers as compared 
with water and other “first-aid” appliances for 
extinguishing or effectively controlling fires such 
as are likely to be caused by bombs. The tests were 
carried out on April 3rd at the London Fire Brigade 
headquarters and in some condemned house pro¬ 
perty adjacent thereto. Every assistance was given 
to the Committee by the London County Council 
and the Fire Brigade. In each case the appliances 
were used by an unskilled person. In the opinion 
of the Committee the conclusion to be derived from 
these experiments is that, while none of the agents 
employed could be said to have any material 
effect on the combustion of the bomb itself, 
there was a very marked general difference 
between those experiments in which water was 
used and those in which dry powder was 
applied. The spread of the fire caused by the 
bomb was greatly limited and in some cases totally 
prevented by the application of water; whereas, 
after the application of the dry powder the fire con¬ 
tinued to burn, although at each application some 
temporary check to the flames was observed. The 
Committee conclude that by far the best extin¬ 
guishing agent is water and that the use of dry 
powder extinguishers gives a misleading sense 
of security, while being practically useless for 
extinguishing or effectively controlling fires likely 
to be caused by bombs. The main constituent of 
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tlie dry powder extinguishers was found to be 
bicarbonate of soda. It may be remembered that 
we reported in The Lancet that the British 
Fire Prevention Committee recommended the 
use of a mixture of bicarbonate of soda and saw¬ 
dust for the extinction of small petrol fires. In 
this case, however, the use of sawdust appeared to 
be effective because it floats on the top of the 
petrol so to an extent excluding the air and 
smothering the fire. The bicarbonate of soda, it 
was added in the report, had certain advantages, 
but its use was not regarded as essential. 


INJECTION OF THE GASSERIAN GANGLION FOR 
TIC DOULOUREUX. 

In the Medical Clinics of Chicago for January 
Dr. Ralph C. Hamill, of the Cook County Hospital, 
has published the record of a case of trigeminal 
neuralgia successfully treated by the injection of 
the Gasserian ganglion with alcohol. The patient 
was an Italian, labourer, aged 37, whose illness had 
been of some ten years’ duration. Paroxysms of 
pain occurred at very frequent intervals, running 
from the inner canthus of the left eye down into 
the left upper bicuspids. This pain was described 
as consisting of lightning-like jabs of tearing, 
wrenching, stabbing pain, coming on with full 
intensity, and lasting from a few moments to three 
minutes. Swallowing, talking, chewing, shaving, 
Ac., would all precipitate a paroxysm. On objective 
examination no signs of organic disease could be 
detected, and there was no evidence of arterio¬ 
sclerosis. Tic douloureux is a well-known‘clinical 
condition for which no adequate pathology has ever 
been demonstrated, and its etiology is obscure. Where 
some definite local condition causes the pain there 
is usually a more or less constant dull ache apart 
from the paroxysms, whereas in so-called idiopathic 
trigeminal neuralgia between the paroxysms the 
patient is often entirely free from pain. The 
administration of various sedatives having proved 
unsatisfactory, Dr. Hamill injected the Gasserian 
ganglion with 20 minims of the following solution : 
alcohol 3£ drachms, cocaine 1 grain, water to half 
an ounce. The point selected for the injection was 
2 cm. below the zygoma and 2£ cm. anterior to the 
external auditory meatus. When the puncture is 
made at this point it is necessary to have the 
patient open his mouth as widely as possible, 
in order that the needle may clear the coronoid 
process of the inferior maxilla. The needle is 
pointed upwards at an angle of about 60° 
to the plane of the face and •slightly backward. 
At about 4 cm. in from the surface bone 
is encountered, the pterygoid plate; by slightly 
withdrawing the point of the needle, changing its 
direction rather more backward, and elevating it 
somewhat, the operator gradually feels his way 
with the needle-point past the edge of the pterygoid 
plate to the base of the skull, just lateral to the 
foramen ovale. If the point is then inclined 
slightly downwards and advanced, sudden pain 
should be felt in the distribution of the inferior 
division of the trigeminal—viz., in the lower jaw, 
cheek, lip, or tongue. If the needle is now advanced 
another £ cm. pain will be felt in the other branches 
of the fifth. The syringe is then connected ,to the 
needle and a few minims of the alcohol mixture is 
injected. Immediately the patient complains of a 
sensation “ as if thousands of little darts or needles 
had shot through the corresponding side of the 
face.” Assured by this sign, the physician can then 


inject a further £ to £ c.c., whereupon analgesia 
appears throughout the distribution of the nerve. 
It is advisable to shield the corresponding eye 
during the first 24 hours following the injection, or 
even to suture the lids together. Dr. Wilfred 
Harris, however, has shown that corneal ulceration 
may be avoided by stopping short of total anes¬ 
thesia ; the good effects are just as lasting from the 
point of view of relief from the pain. 


THE METROPOLITAN WATER-SUPPLY. 

The report on the condition of the metropolitan 
water-supply during the month of January by the 
Water Examiner appointed under the Metropolis 
Water Act was issued last week. It is the briefest 
document so far issued by this authority; its size 
perhaps reflects the shortage of paper, which is 
now seriously inconveniencing public bodies. The 
usual information on the chemical and bacterio¬ 
logical examinations, for which Dr. A. C. Houston, 
the Director of Water Examination, is responsible, 
is summarised by Mr. C. Perrin, and does not, 
as hitherto, appear separately. The tables con¬ 
taining the chemical and bacteriological results 
are, however, appended. All the samples of 
water collected at the different works were clear, 
bright, and free from suspended matter. The 
results of chemical examination showed that the raw 
waters of the New River, the Lee, and the Thames 
improved in quality as judged by the albuminoid 
nitrogen, permanganate, turbidity, and colour 
tests. The filtered waters, however, deteriorated 
as judged by the albuminoid nitrogen (New River 
excepted) and colour tests (with the exception of 
New River, East London, Sunbury, and Chelsea). 
Compared with the 1915 averages, the raw waters 
yielded results worse than their respective averages 
as judged by the usual tests. The filtered waters 
yielded similarly worse results. All three raw 
waters contained more bacteria than their respec¬ 
tive averages, while the filtered waters gave, gene¬ 
rally speaking, not unsatisfactory results. Whereas 
95*0, 100*0, and 65*0 per cent, of the samples of raw 
Thames, Lee, and New River water respectively 
contained typical B. coli in one cubic centimetre 
(or less) of water, 83*4, 90*0. and 69*0 per cent, of the 
filtered samples derived from the Thames, Lee, and 
New River respectively contained no typical B. coli 
even in 100 times as much water examined—viz., 
100 cubic centimetres. The rainfall was below the 
average mean for the month taken for the previous 
33 years. _ 

Italy’s chief balneary resort, Montecatini, sus¬ 
tained (writes our Rome correspondent) a severe 
loss last winter in the deaths, within a few weeks 
of each other, of its consulting head, Dr. Guido 
Baccelli, and of its medical administrator, Dr. 
Pietro Grocco. Their vacant posts have just been 
satisfactorily filled by the appointment in succession 
to Baccelli of Dr. Augusto Murri, the veteran pro¬ 
fessor of clinical medicine in the University of 
Bologna, known also, since Baccelli’s death, as 
“Dean of the Medical Faculty” throughout 
Italy; and by the appointment, as Grocco’s 
successor, of Dr. Giovanni Battista Queirolo, 
who has long held the clinical chair in the Pisan 
School with conspicuous acceptance. One of the 
many sequel 00 expected to supervene on the close 
of the present war will be, so far as Italy is con¬ 
cerned, a greatly increased development of her 
resources in balneary health resorts, with a view to 
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retaining within her borders, and even to attracting 
from beyond them, much of the clientele hitherto 
claimed (not always justly) by the German and 
AuBtro-Hungarian thermal “ cures.” Montecatini 
will be among the first of Italy’s balneary centres 
to receive the State encouragement in contempla¬ 
tion, and will enjoy, in the person of the Senator 
Dr. Queirolo, a Parliamentary representation and 
support which must redound to its interests in 
every sense—medical, material, and administrative. 


The Highlands and Islands Medical Service 
Board has issued under the title of a “ Second 
Report ” the various explanatory documents 
emanating from it up to the end of 1915. 
Several of these have been commented upon in 
The Lancet at the time of their appearance, and 
their republioation in the form of a Blue-book 
makes the information contained in them acces¬ 
sible in a handy form. The lists of medical men 
and of their districts were originally sent out in the 
less convenient guise of posters. Draft forms, 
including one of an agreement between the Board 
and a medical practitioner proposing to accept 
service under the Board, will be found among the 
appendices. The pamphlet can be obtained from 
H.M. Stationery Office (Scottish Branch), Edinburgh, 
and the usual official publishing firms, or through 
any bookseller. Its price is 3 d. and its reference 
number Cd. 8246. _ 


The annual meeting of the British Dental 
Association is to be held in the hall of the Royal 
Society of Medicine on June 15th, 16th, and 17th. 
War injuries and gunshot fractures of the jaw will 
principally be dealt with, and an exhibition of 
appliances has been arranged. The discussion 
opens at 2.30 p.m. on the 15th and at 10.30 a.m. on 
the other days. _ 

A course of three lectures on Inherited Disease 
in Children will be given by Dr. Mary Scharlieb at 
fi p.m. on Wednesdays, June 21st and 28th, and 
July 5th, in the Robert Barnes Hall, 1, Wimpole- 
street, W., by permission of the Royal Society of 
Medicine. The lectures, which are given free to 
women, will be illustrated by the epidiascope. 


Medical Sickness and Accident Society.— 

The usual monthly meeting was held at the society’s offices, 
High Holborn, W.C., on May 19th, Dr. F. J. Allan being in 
the chair. The accounts presented showed a falling off in 
sickness in comparison with the same period last year, and 
the experience is below the expectation for the four months 
—an unusual feature for the spring months. It was reported 
that further sums had been invested in Exchequer Bonds, 
making a total of £18,000 now invested in War Stocks since 
August, 1914. Applications were reported from members 
for annuities under ihe new table which is now registered by 
the department and is accordingly open both to members and 
non-members, and it is hoped will prove satisfactory and 
useful to the profession generally. The society now transacts 
all the three benefits it was originally founded for and at 
rates that it would be hard to beat, and, as far as the sicknesB 
is concerned, impossible. The committee have decided that 
in future the society will pay the usual fee of £1 Is. for the 
medical examination of both new and additional proposals, 
the member to have the same right as hitherto oi going to 
whom he pleases for such examination unless otherwise 
instructed by the society. Membership is still open to those 
taking temporary commissions in the Royal Army Medical 
Corps or the Navy within certain limits with regard to 
amounts, as so far the committee do not consider that the 
casualties justify them in any way altering their previous 
decision in this matter. No extra premiums are charged to 
members of the two forces mentioned. All applications for 
prospectuses and further information should be addressed to 
the Secretary, Medical Sickness and Accident Society, 
300, High Holborn, W.C. 


THE COCKROACH: ITS DESTRUCTION 
AND DISPERSAL. 

A COMPARISON OF IN8ECTIOIDES AND METHODS. 

By Joseph J. H. Holt, M.B., Ch.B.Vict., D.P.H. 


The common cockroach ( Peripla/neta orientalis ) is one of 
the most widely distributed, as well as one of the most 
repulsive pests of civilisation. Its ubiquity and persistence- 
demonstrate alike its fecundity and power of adaptation. 
There is little record of investigations dealing with the 
nuisance. Mr. Fre ierick Laing, Assistant in Entomology, 
British Museum, informs me that most of the work on the 
subject has been done in America, and some time ago. 
Much of the literature is old, because what has been done 
recently has been little more than a revision or repetition. 
He kindly sent me a list of these publications with details 
of some of the remedies suggested. These I found of little 
practical value. 

For some two or three years I have been testing the action 
of various substances. Preliminary investigations in refer¬ 
ence to general conditions gave some unexpected results. 
The cockroach is able to exist a long time without food or 
water. One survived for 76 days in a Petri dish. It can 
live with a very limited air-supply : in a very small stoppered 
bottle one lived for 3 days. Another survived submersion in 
water for 20 minutes. The cockroach is an expert climber ^ 
a full-grown specimen can crawl up the vertical side of a 
glass bottle. Hence walls and ceilings offer no impediment 
to it. It is not particular as to food-supply, eating prac¬ 
tically all kinds of organic matter, and also its own dead. 
It is, however, very clean in its habits, and carefully cleanses 
its own body. The cockroach is soon adversely affected by 
contact with its own excreta. It prefers warm quarters, 
migrating till it finds them. Hence its predilection for 
kitchens on account of the constant warmth and available 
food-supply. It dislikes light, but even constant exposure 
to it for long periods does not seem to harm it. It is 
therefore evident that architectural prevision cannot keep 
out the cockroach, nor domestic oleanliness starve it out. 
When once established, it must either be destroyed or driven 


away. 

In the following experiments the liquid volatile bodies were 
used in a large, wide-mouthed, glass-stoppered bottle of 
about 1250 c.c. capacity. In most cases the quantity was 
1 drachm, and this, if volatilisation was complete, would give 
a concentration of 3*2 per 1000. As, however, few of the 
bodies were completely volatile, the actual strength was con¬ 
siderably below this. The liquid was sprinkled on lint, 
which was then suspended in the bottle, but did not touch 
the insects. Three to six insects were used, the time of death 
in each case recorded, and the average noted. This average- 
is the one given in the tables. Most of the experiments were 
repeated two or three times, some much oftener. The 
dusting powders and food poisons were tested in shallow 
trays, covered over with glass to prevent the cockroach from 
escaping. Mechanical beetle-traps are of little use. They 
were found to catch a very small proportion only, and after 
they become rusty inside the cockroaches can easily crawl 
out. 

The cockroach appears to be more resistant in autumn r 
but no correction has befen made in the tables for tempera¬ 
ture or season. 


Results of Experiments on the Lethal Effect of Various 
Bodies on the Cockroach. 

Volatile Bodies. 


Bromine vapour, 

0*016:1000* . 

Sulphur dioxide . 

Chloroform, 1*6: 1000 ... 
„ 0 * 8:1000 ... 
„ 0-4:1000 ... 

Ether, 6 4 : 1000 . 

„ 3-2 :1000 . 

Carbon disulphide, 

3-2 : 1000. 

Carbon <tisulphide. 

0-8 : 1000 . 

Bromoform, 3*2 :1000 ... 
„ 0-8 : 1000 ... 
Hydrocyanic acid, 
2% solution,3*2:1000... 


Lethal 

in— 

£ min. 
2 .. 

1 

2 „ 

5 „ 

5 „ 

5 „ 


10 


Ammonium sulphide 

solution. 

Acetone . 

Methyl alcohol. 

Ethyl ,, (spir. rect. 

B.P.). 

Pyridine . 

Amyl alcohol ... ... ... 

Wood naphtha. 

Acetic acid, concentrated 

Paraldehyde . 

Formaldehyde. 

Nicotine (commercial 

alkaloid). 

Liquor ammonia, concen¬ 
trated . 

Chlorine vapour . 


Lethal 

in- 

15 min. 

32 

45 

70 „ 

70 „ 
80 

90 „ 

90 ,. 

3 hrs. 
3 * .. 


* In each instance the concentration is that if full volatilisation had 
taken place. 
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Aromatic Oils. 


OI. Sin&pls, assent. 

75 min. 

01. Anlai .; . 

25 hrs. 

„ Origan! ioil of thyme) 

3 hrs. 

„ Pin! sylvestris. 

25 ., 

„ Aur&nt. 

64 „ 

„ Camphors?. 

36 .. 

„ Rosmarinl. 

8 „ 

„ Pimento . 

38 ,. 

„ Bucalypti . 

9 „ 

„ Cedri . 

39 

„ 8uccini. 

9 „ 

„ Poenlcull . 

44 „ 

„ Citronella?. 

11 „ 

,, Sassafras . 

49 

Cajaput. ... .. 

12 

„ Oaryophylll . 

54 ,. 

„ Carul . 

12 ,. 

„ Valerian. 

59 „ 

.. Myrlsticse . 

14 „ 

„ Copaiba . 

60 „ 

,, Lavandul*. 

14 „ 

,. Cadinum . 

60 

„ Limonis . 

15 ,. 

„ Santal. fiav. 

85 

„ Olnnamomi. 

18 

,, Slnapis express .. +100 ,, 

Month, pip. 

20 „ 

,, St&phls&gne ... +100 ,, 

„ Qerani!. 

21 .. 

„ Terebinth. +100 „ 

Gapsicl rub. 

23 




Coal-Tar Derivatives. 


Toluol (b.p.* 110°P.) ... 

45 min. 

Creosote, commercial ... 

34 hrs. 

Benzol ( „ 80°). 

45 „ 

Phenol (b.p. 180°)... 

10 ., 

Xylol ( 140®). 

82 ,. 

Naphthalene ( „ 216°)... 

63 

Coal gas . 

2 hrs. 

Anthracene ( „ 360°) +150 „ 

Paraffin Derivatives. 


Benzoline (b.p. 60°) 

17 min. 

Petroleum ether (b.p. 36°) 

2 hrs. 

Heptane ( „ 98°) 

40 ., 

Paraffin (burning oil) 


Petrol ( „ 36°-69°)... 

80 „ 

(b.p. 150°-289°) . 

33 „ 

• 

b.p. = boiling point. 


So far all the substances 

kill through the respiratory 

system. 





Dusting Powders. 


Chloral hydras, pnl. 

4 hrs. 

Mustard, common. 

36 hrs. 

Hydrarg. perchlor., dry 

4 „ 

,, + borio acid (aa 

22 ,. 


Potass, sulphurate 4% 

and tart, ac. 44 „ 

Iodoform, crystals. 9 „ 

odine ..13 „ 

Sod. fluoride, pul. 11 „ 

„ „ + boric add 21 ,, 

., „ + sod. carb. 

exsicc. . 24 „ 

Insecto . 33 „ 

Bleaching powder. 19 „ 

„ „ + boric 

acid. 11* 

Pepper, common . 24 „ 

.. .. + sod. 

bicarb. 18£ ,. 

Pepper, common, + sod. 

carb. exsicc. .. 35 ,, 

Pepper, common, + boric 

add. 68 „ 

Pepper, black . 22 „ 

„ white. 50 „ 

Borteadd. 25 „ 

Bismuth carb. 27 „ 


„ + sod. carb. 

exsicc. 

Snuff (tobacco). 

Dalmatian insect powder 
Dalmatian insect powder 

ether extract. 

Dalmatian insect powder 
after ether extract ... 75 
Keating’s insect powder... 50 

Veratr. alb. pulv. 86 

Lycopodium powder ... 110 

Alum pulv. +100 

Borax „ . +100 

Hellebor. nigr. pul.... +100 


38 


Lead oxide. 

Plaster-of-Paris... 
Potass, carb. ... 
Bed pepper, pul. 
Sod. chloride ... 

Santonin . 

Sulphur subllm. 
Quinine sulph.... 


+100 „ 
+100 ., 
+100 „ 
+100 „ 
+100 „ 
+100 „ 
+100 „ 
+100 „ 


Most of these kill through the respiratory system. 
Food Poisons. 


Arsen, oxide + flour + sugar (aa) 41 hrs. 

„ *, 2% + treacle.+96 „ 

Phosphorus (fumes from metal) 6£ „ 
Sevum phosphoratum 5 % . 64 „ 

.. .. 10 % .178 .. 

Phoe. 5 + flour 96 + aq. 600, in 

paste. 36 „ 

Phoe. 5 + flour 95 + aq. 400, in 
pasta. 40 „ 

Roachalinel . 43 „ 

BlattesI . 37 ,, 

.107 .. 

„ 10 gr. renewed daily ... 8 days. 

*» ♦» »« »* ••• 21 ,, 


. In small covered dish. 

. »• *» 

. In large bottle. Open 

top. 

. In small covered dish. 


„ ventilated „ 
In large bottle. Closed 
top. 

In large bottle. Open 
top. 


Plaster-of-Paris+flour+sugar +100 hrs.Water-supply in sepa¬ 

rate dish. 

Oxalic add + potato + sugar +100 „ . — 

"Lyons” powder + potato ... +100 „ . — 

I Advertised remedies. In appearance and action much like the 
pastes immediately preceding. Serum phosphoratum (Martindale), 
10 /£• is apparently a stable preparation. 


Commenting on the last table, the tolerance of the cock¬ 
roach to arsenic is remarkable, and in any case its dangerous 
character unfits it for general use. 

The action of the phosphorised poisons was tested more 
fully, as there seems to be reliable evidence that it has been 
found effective. But the statement which has been made that 


“after eating the paste the cockroach retires to its hole and 
dies ’’ requires modification. If phosphorus kills at all it does 
so through the respiratory system. Strong fumes kill fairly 
quickly, but death is delayed the greater the dilution, until, 
with a good air-supply, practically no toxic effect is 
produced. One specimen lived 32 days in an open bottle 
in close contact with a fresh sample of phosphorus 
paste renewed daily. Hence if the cockroach always dis¬ 
appears when the poison is used as directed, some other 
explanation is required. And it would seem to be that 
it is the fumes which drive the cockroach away. It 
must therefore be exceedingly sensitive to such respira¬ 
tory irritants, and this fact is of importance on other 

f rounds. The experiments show that a number of bodies 
ill the cockroach through the respiration very quickly. 
This is its most vulnerable point. Assuming that the 
bodies which kill most quickly are also the most irritant, 
it is reasonable to suppose that they will also drive the 
cockroach away most quickly. The problem therefore seems 
to resolve itself into selecting from the respiratory poisons 
those which are most irritant to the insect, and at the same 
time least harmful to man. Of these substances bromine is 
the most active, but it disperses very quickly, and would 
therefore require the rooms to be sealed. Bromine is 
expensive. At pre-war rates it would probably cost about £2 
to act on 1000 cubic feet. Sulphur dioxide (from burning 
sulphur) is also very effective and is cheap. In this case, 
too, the rooms must be seeuoJ. These are probably the 
best methods for use on ships, where destruction must be 
aimed at, as the cockroach cannot be simply driven away. 
For domestic use the best available and most practical 
respiratory irritants are wood naphtha, one of the aromatic 
oils, or creosote. It is important to remember that a pro¬ 
longed application, renewed daily (or nightly), is necessary. 
If only used once or twice the cockroach might regard the 
vapour as a passing nuisance and return when its influence 
was spent. Two or three weeks are required to produce any 
lasting effect. The paraffin derivatives, though very effec¬ 
tive, are too dangerous for common use on account of their 
inflammability. 

Many of the aromatic oils are available. The oil of 
citronella, used by sailors to keep mosquitoes out of their 
cabins, and by travellers as a preventive, is useful. Tested 
by the cockroach, the oils of thyme, orange, rosemary, and 
eucalyptus are more active, and would probably also be more 
effective with the mosquito. As these oils act by their odour, 
it would probably be better to sprinkle them upon the 
clothing, as more could thus be used and the effect last 
longer. These oils form the basis of many scents, which are 
therefore more or less anti-parasitic. It is interesting to recall 
that camphor and lavender have been used for generations 
to keep moths away from clothing. The experiments indi¬ 
cate, also, that the direct paraffin derivatives are more toxic 
than those of the coal-tar series. In both series the toxicity 
increases to a maximum as the boiling point rises, until a 
point is reached, after which it declines as the boiling point 
rises still further. Many of the dusting powders owe their 
efficacy to the volatile oil which they contain. Several are 
more effective than the Dalmatian insect powder, the reputed 
basis of Keating’s powder. Potassa sulphurate, which 
gives off H a S, soon becomes inert. The best powder tried 
was sodium fluoride. This is very effective ana keeps well. 
A mixture of equal parts of bleaching powder and boric acid 
alsoact8 well and keepB well. Althougn borio acid is useful, 
borax is useless. The powder of veratrum album pulv. is 
slightly active, veratrum nigrum useless. In this series of 
experiments the insects were kept in direct contact with the 
powder, and if there was no effect in 100 hours the powder 
was considered useless. 

Summarising the results of the experiments as a whole, 
they seem to indicate that many of the substances which 
have been supposed to kill the cockroach have really acted 
by driving it away and so leading to its disappearance. 
Such gregarious migrations have been observed but have 
hitherto been otherwise explained. For quick destruction 
stoving with bromine or sulphur dioxide is apparently best. 
For domestic application the daily use of creosote, wood 
naphtha, or the oil of rosemary, eucalyptus, or citronella 
placed near the haunts of the cockroaches for two or three 
weeks should effectually disperse them. Where these are 
inadmissible on account of their smell, odourless dusting 
powders may be used. Of these sodium fluoride was found 
to be the most effective. It is also cheap and keeps 
indefinitely. 

These experiments may have some value as applied to 
insect pests. The cockroach being abundant and of large 
size, it has been possible to use it as an " indicator’* and to 
observe the results more accurately than would be possible 
with small insects. Other things being equal, the same 
results should follow in the case of many other insect pests. 
Middleton, Lancs. 



















1138 Thh Lanobt,] THE PROVISION OF MEALS FOR SOLDIERS’ FAMILIES IN FRANCE. [June 3,1916 


THE PROVISION OF MEALS FOR 
SOLDIERS’ FAMILIES IN FRANCE. 

(By our Special Sanitary Commissioner.) 

Paris, May. 1916. 

Uow to ensure a food-supply sufficient to maintain tbe 
nation when the entire male population of military age is 
mobilised constitutes a problem of which we in England are 
only beginning to perceive the difficulties, and these, 
moreover, have become apparent to us gradually. When 
the war began we in no wise attempted to mobilise the 
nation. Very few persons conceived that it would ever be 
necessary to do anything of the sort. If a small paid army 
of volunteers did not suffice we would pay more and 
secure a somewhat larger array. It was thus that many 
besides the wiseacres talked, while those who were able to 
speak with more appreciation of the situation were con¬ 
demned as pesfimists. To-day, however, we all realise that 
Great Britain and her colonies need an army like any great 
continental Power. We have obtained it, and as we have 
adopted the scale of payment which was fixed when com¬ 
peting with the labour market for volunteers, an unantici¬ 
pated result follows—the poorer sections of our population 
were never so well off, though the cost of provisions has 
doubled. They were never so well clothed or so well fed 
as at the present time. It is necessary, however, to bear in 
mind that this is a state of affairs that cannot always 
continue. Though our financial situation may be stronger 
than that of any other nation, we cannot bear such 
a burden indefinitely. We must also contemplate the 
possibility that peace may not liberate us from the 
necessity of holding a huge army in readiness. We shall 
then have the same struggle to pa? our army of the future 
as the continental Powers have to pay their present armies. 
If we have to support a large army after peace has been 
declared the question of feeding our population when a 
large proportion of the males are mobilised will come home 
to us: it is to-day a matter of vital importance for our 
allies. 

Soldiers Supported by their Families. 

It is indeed extremely difficult for the inhabitants of these 
islands to realise the immense sacrifice made by the peoples 
of the continent. During a recent tour in France I organised, 
with the approval of M. Poincar6 and aid of the French 
authorities, a series of Z5 meetings in all parts of the country. 
Such authorised representatives of British labour as Mr. 
George H. Roberts. M.P. (Junior Lord of the Treasury), 
Mr. John Hodge, M. P., and Mr. J. A. Seddon. a former 
President of the Trade Union Congress, accompanied me, 
and we endeavoured to explain the extent and importance of 
the aid Britain gave in waging the war. Of course, we were 
able to make a good show. The vast number of volunteers 
who flocked to our standards showed the nation to be 
capable of patriotic devotion. But if the French soldiers 
are not volunteers it also must be borne in mind that 
they are not paid. The French soldier used to receive 
per day; since the war this has been increased to 2|d., 
or 25 centimes per day. How is the family of a man who is 
receiving 2£d. per day to be fed. As a matter of fact, it is 
not the soldier who keeps the family, but it is the family who 
keep the soldier. Here, then, we have a tremendous differ¬ 
ence between the paid British soldier, with an allowance 
added to his pay for his wife and children, and the 
Frenchman, who to all intents and purposes serves his 
country gratuitously. The 25 centimes now allowed at 
best only serves to reduce a little the money that every 
family sends to its fighting members at the front so that they 
maybe able to buy postage-stamps, tobacco, and occasionally 
some little luxuries. But all families have not the means 
to do this and keep themselves as well, and the problem 
presented is often found very difficult. How are poor 
families to be kept alive when the bread-winner has not 
only ceased to support them, but expects to receive some 
aid from them ? 

The position has been anticipated and prepared for in 
France ever since 1871. The exigencies of national defence 
have largely contributed to develop the wonderful thrift of 
the people, a quality that has enabled France to recover 
gaily from disasters that would have beaten down other 
nations Practically no Frenchman marries till he has 


accomplished his term of barrack life and military training. 
During this period he has received his pocket money from his 
parents ; and in marrying he prepares to send, in his turn, 
money to any sons whom he may have when it comes to 
their turn to serve. After three years with the colours he is 
for 11 years in the Active Reserve, and during the 21 days of 
annual training his wifeand children practise running his busi¬ 
ness in his absence. Then for seven years more he is in the 
Territorial Army, and for yet another seven years in the 
Territorial Reserves. Thus for 28 years of his life every 
Frenchman may have to abandon his business and leave his 
family without any resource for a certain period in the year. 
Daring that period his family learn to take his place. 

Separation Allowances and Moratorium, for Rent. 

In the majority of cases the French families, long warned 
as to what to expect, had made provision to face the 
emergency when war broke out. But this was obviously not 
possible among the worst-paid section of the labouring 
classes. Also, there was a quite large class that wa9 not 
altogether without means to meet the exigencies of mobilisa¬ 
tion, but had not sufficient to face the entire expense. 
For such people the moratorium on rent often sufficed, and 
it secured a roof over the heads of even the most desperate 
cases. The wife and the children of the French soldier 
have no claim to a separation allowance ; yet from the first 
it was felt that those who had failed to make provision in 
case of mobilisation could not be left to die of starvation. 
Also, it is readily acknowledged that the badly paid sections 
of the working class could not be expected to make a 
sufficient, if any, provision. Then there was a considerable 
number of persons, many of them single women, who were 
entirely thrown out of employment by the war. It was the 
general opinion that relief should, indeed must, be given 
where genuine need could be proved. The amount at first 
was fixed at a franc per day per adult and half a frano per 
child. This has now been increased to 1.25 fr., or Is., per day 
for an adult, and 75 centimes, or 7$d., per day for a child. 
As this relief comes from municipal funds and various other 
sources, there is s une variety in detail. Thus, outside Paris 
more relief in kind is given than within the walls of the 
capital. However, the great point of contrast with what 
prevails in England is that the wives and children of soldiers 
only get relief in cash when existence of distress is demon¬ 
strated, and even then the sum allowed is very small. 

With the present high cost of provisions, and even with 
the moratorium on rent. Is. a day is not enough to 
live upon. Also, if at first the purchase of clothes could 
be deferred, now that the war is lasting two years and 
more obviously new clothes are needed. Therefore other 
help is necessary. To organise this help tbe trades unions and 
the Socialist Party took active steps in August, 1914. 
With more than a hundred representatives in Parliament 
they were able to bring considerable pressure to bear on the 
Government, and the Government very wisely authorised 
those who were in nearest touch with the poorer sections of 
the community to organise the distribution of the needed 
relief. The folly of allowing families with only a few 
shillings per week to buy their food at retail prices and then 
cook it at home, especially when coals cost from £3 to £4 a 
ton. was evident. The Socialist Party therefore and at 
once placed the whole of their organisation, their local com¬ 
mittees and their knowledge of each locality, at the service 
of the State so as to provide cheap meals for the families of 
soldiers, for refugees from Belgium, the invaded provinces 
of France, and for those who had been thrown out of 
employment through the war. 

Organising Meals for 3 \d. 

It was soon ascertained that on an average a meal cost in 
raw material, if bought at wholesale prices, and without 
counting fuel, labour, or rent of premises, 30 centimes, or 
3d. Bat of late the rise in prices has increased the cost 
to 35 centimes. Empty premises were found somehow: 
abandoned pleasure booths, as in the gardens of the Battes 
de Chaumont, deserted cinematograph halls, or unoccupied 
shops Th**n voluntar? labour was gladly offered, and 
municipalities and influential personages got fuel, if 
not for nothing, nevertheless at a price much under 
its market value. But who was to pay the 3d., now 
3 \d. As this is not a question of relieving paupers, but, on 
the contrary, of helping some of the worthiest members of 
the population who were only suffering because the adult 
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male members of their families were fighting for their 
country; and as farther these people, though very poor, were 
nevertheless receiving at least a small allowance, it was 
thought only right and calculated to preserve their sense 
of self-respect to call upon them to contribute to the cost. 
Therefore they were charged Id. per meal. The rest of the 
money comes from various sources, the municipal funds 
and the Secours National being the principal. The latter 
organisation is not unlike our Prince of Wales’s Fund, and 
it now gives 1 ±d. per meal served. Since August 17th, 
1914, to March 31st, 1916, the Secours National has 
handed over to the special fund administered by the General 
Confederation of Labour £181,768 for the provision of meals. 
There are other special funds, notably a fund to give meals 
to families of the professional classes and to artists who are 
in distress through the war and to women about to become 
mothers. 

Penny Soup. 

There is in Paris an institution called Les Foturneaux 
Economiques, founded long before the war by the sisters 
of St. Vincent de Paul. These kitchens are established in 
various parts of Paris and they sell half a litre of soup for 
Id. No one at home, especially if we count the cost of fuel, 
could make such good and nutritious soup for so small a sum. 
This institution, assisted by the Secours National, has had its 
scope of action greatly increased so as to help to meet the 
emergencies created by the war. As meat soup takes 
several hours to make, during which time terribly expensive 
fuel is consumed, it is a great saving to be able to purchase 
soup already made at so small a price. Indeed, though 
sold at Id. the half-litre it actually costs in raw material 
not 10 but 12 centimes. It is generally made of a big piece 
of lard, some bones, a little meat, and, of course, a con¬ 
siderable variety of vegetables, with a dash of garlic and 
some laurel leaf and thyme to flavour. One excellent 
way to both colour and heighten the flavour of the soup is 
to broil the bones slightly before putting them into the 
cauldron, but I would not venture to say that this is 
done everywhere. Of course, these advantages are 
not offered to the public at large, otherwise many 
persons who can quite well afford to feed themselves, 
if unscrupulous, might apply. On the other hand, an 
applicant is never refused on first application, even if he has 
no card, but the name and address are demanded and an 
inquiry is made. If the result is satisfactory a card is given, 
otherwise the applicant cannot return. As a matter of fact, 
people rarely go to these places unless they are in great diffi¬ 
culties, and then help is very readily given. It may be said, 
however, that this distribution of soup is not very much 
encouraged. It is felt that if people are so poor as to need 
soup it would be very much better to give them a full meal. 

Fortunately I am able to record that there is a very great 
reduction of the former widespread poverty and distress that 
prevailed at the commencement of the war in Paris and other 
industrial centres. Thus, in the Montmartre district of Paris 
I found that now barely more than 600 portions of soup 
are disposed of in the course of a day. In the past winter there 
was a demand for at least 2000 half-litres of soup in the 24 
hours. This shows a great increase in employment, civil and 
military. 

Catering and Cooking. 

There are two or three establishments in each of the 20 
arrondissements of Paris where these meals are bought and 
cooked. Some of these I was able to inspect, and my first 
visit was to Mme. Faure, who has established herself in an 
abandoned cinematograph hall in the rue de Torcy in the 
populous district of La Chapelle. Here I found a number of 
women busily engaged sewing. They were volunteers striving 
to earn the £4 per month charged as rent for the premises. 
Further, Madame Faure gleefully explained how, by the 
ingenious utilisation of high influences and protection, she 
had managed to get some coal at £2 a ton, for which most 
people paid £3 10*. or £4 the ton. Then she had to go to 
the Central Market very early in the morning and was thus 
able to buy meat and vegetables some 25 per cent, cheaper 
than from local tradesmen. But she had not attempted to 
roast any of the meat, that was far and away too extravagant. 
It was cheaper to make stews, especially of mutton and veal. 
The beef, first used for soup, was served later with onion 
sauce. The onions were fried in pork and in beef fat. The 
sauce thickened by flour sprinkled and made red in the boiling 
fat, then diluted with a very little water and a dash of vinegar. 


This constitutes a boevf mvroton. Sometimes the sauce is 
diluted not with water but with a little red wine, then we 
have a baauf bourguignon. The meal consists of soup, meat, 
vegetables, and bread ; and a rich, appetising sauce 
ensures the eating of a large quantity of bread. If the 
allowance of meat is not large the diner can eat enough 
bread and sauce to constitute a sufficiently nutritious meal. 
Vegetables are generally served as a separate course, and 
lentils and rice are the least appreciated, but this, again, 
depends on the art with which they are cooked. At the 
rue de Torcy some 1800 meals of this description are 
served per day, costing in raw material, as already stated, 
35 centimes each. The service is done by soldiers’ wives 
who are members of the Socialist party, and they hope to 
thus give an object-lesson in collectivist enterprise. 

At the Buttes de Chaumont the concert and dancing hall 
of a pleasure garden had been converted into an eating-place 
and an outside shanty into a kitchen. Some potatoes had 
been boiled in beef and bone stock and flavoured with 
onions, garlic, and fine herbs, notably with chervil. They 
were appetising. Otherwise I was not favourably impressed; 
the arrangements were rough, and the portions of meat 
given perhaps too small. Of course, the meals differ 
according to the accommodation secured and the skill of the 
cooks, and the knowledge and ability of those who purchase 
the provisions. At first the discrepancies were very great, 
most of the helpers having no experience whatsoever. But 
with the quick adaptability of the French character, those 
who did not know soon learnt. Those who did not manage 
very well found out how to imitate those who were more 
successful. Thus to-day, though there are still considerable 
differences, a greater uniformity nevertheless prevails. 

By far and away the best place I visited was in the 
rue de la Crim6e. But perhaps a comparison is hardly fair, 
for these are well-aired, extensive premises built shortly 
before the war for a large, popular restaurant. There are 
modern kitcheners, a hot plunge-bath for the rapid washing 
of plates, well-trained assistants, and a professional chef to 
direct and manage. Here they ventured on roasts, and on 
the day of my visit there was veal beautifully roasted with 
brown and golden tints that could not but provoke the 
appetite. The bones from which this veal had been cut were 
broiled by exposure to a brisk fire, then boiled in water. The 
stock thus obtained was added to the lard and the fine 
herbs in which haricot beans are cooked. Thus tastily 
prepared, the haricot beans constitute a substantial and 
agreeable adjunct to the meat. A Belgian refugee makes 
at this centre excellent sausages that are sometimes pre¬ 
ferred to meat. In the evening a lighter meal is given, 
consisting first of vegetable soup, in which, however, a 
considerable quantity of animal fat or butter is introduced, 
then some cheese, or fruit and a glass of wine or cider. 
Wine is becoming rare because last year’s vintage was below 
the average and the greater part of the cheap wines are 
bought up for the army. Nevertheless it was satisfactory to 
note that a certain number of those who were dining were 
able to bring a little wine with them. They are not allowed 
to bring a large quantity; indeed, if they can afford large 
quantities then they would not be entitled to these cheap 
meals. 

None Need Stone. 

Altogether it is a great satisfaction to know that, notwith¬ 
standing the mobilisation of the entire available male popu¬ 
lation, no one need starve in Paris. Of course, the war has 
not interfered with the free feeding of the children attend¬ 
ing the elementary schools. On the contrary, this has been 
done with even greater care than usual. And now that 
adult? can get a full meal for Id. it does not seem as if there 
should be any actual suffering from hunger, even though 
soldiers are not paid and there is no separation allowance 
for their wives and children unless they can prove actual 
distress. 


Society of Medical Officers of Health : 
School Medical Service Group.— The annual meeting of 
the School Medical Service Group of the Society of Medical 
Officers of Health will be held on Saturday, June 10th, at 
3 p.m., at 1, Upper Montague-street, Russell-square, London, 
W.C. Although many school medical officers have already 
accepted commissions, while others are doing extra duties, 
it is hoped that the meeting will be well attended, as the 
relation of the group to the parent society and other bodies 
will be considered, reports received, and officers elected. 
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A MONTHLY RECORD OF ATMOSPHERIC POLLUTION. 


The returns in many instances have not been forthcoming, but we publish in one table a summary of 
the reports for three months—viz., November and December, 1915, and January, 1916—instead of for one month 
as heretofore. A large number of stations have discontinued making observations owing to the reduction of staff. 
There are no returns from Manchester stations at all, while in the cases of Kingston-upon-Hull, Leicester, Ravenscourt Park, 
and Wandsworth Common (two London stations) the records for November were lost owing to the breaking of 
the bottles by frost. It is hoped that the omissions due to shortage of staff will be made good when normal times 
return. The personnel of public health authorities concerned in the supervision of these examinations and of the 
analytical work involved remains the same as published in previous tables. 


Committee fob the Investigation of Atmosfhebio Pollution: 

Summary of Reports for the Months ending November and December , 1915 , and January , 1916 . 



Balnfall 

in 

milli¬ 

metres. 

| Metric tons of deposit per square kilometre during month. 

Place. 

! Insoluble matter. 

1 Soluble matter. 

Total 

solids. 

| Included in soluble matter. 


Tar. 

Carbonaceous 
other than tar. 

Ash. 

Loss on 
ignition. 

Ash. 

Sulphate 
as (SO,). 

Chlorine 

(01). 

Ammonia 

(NHm). 




Month ending Nov. 80 th y 1915. 






ENGLAND— 











Exeter .. 

41 

0*02 

1*14 

1*97 

0*82 

2*40 

6*35 

0*96 

0*49 

0*01 

Liverpool . 

54 

0*22 

2*68 

9*23 

3*26 

4*45 

19*84 

2 01 

1*31 

0*20 

London— 











Meteorologies! Office . 

61 

0-18 

1*05 

6*36 . 

2*24 

7*36 

16*69. 

1*79 

0*92 

006 

Embankment Gardens. 

62 

0*42 

5*20 

9*31 

2*04 

604 

23 01 

3*00 

0*75 

0*12 

Finsbury Park. 

79 

0-61 

3*60 

16*84 

1*21 

5*71 

27*97 

2*30 

0*28 

0*04 

Southwark Park . 

73 

0-09 

2*83 

5*49 

0*93 

4*44 

13*78 

2 08 

0*41 

0*08 

Victoria Park. 

34 

0*05 

0*90 

3*08 

1*27 

5*95 

11*25 

2*97 

0*29 

0*03 

Golden Lane . 

59 

Oil 

4*81 

8-80 

3*29 

4*47 

21*48 

2*90 

0*65 

0*21 

Newcastle-on-Tyne . 

41 

020 

393 

6*59 

1*23 

2*95 

14 90 

1*46 

061 

0*14 

York. 

36 

0*23 

1*69 

2*85 

3*56 

4*94 

13*28 

2*72 

0*77 

0*12 

Scotland— 











Coatbridge . 

25 

0-04 

109 

2*21 

0*98 

1*74 

6*06 

1*02 

0*11 

0*09 

Greenock . ; 

74 

0*12 

236 

4*06 

1*70 

2*79 

1103 

1*57 

0*33 

0*16 

Leith . 1 

23 

006 

1*19 

2*92 

0*94 

2*53 

7*64 

1*09 

0*35 

0*09 



Month ending Deo. 81st , 1915. 






Hngland— 











Exeter . 

174 

0*02 

1*38 

1*79 

3*13 

4*30 

10*62 

1*42 

1*39 

0*04 

Kings ton-upon-Hull. 

102 

0*13 

2*79 

3*64 

3*69 

4*50 

14*75 

2*83 

0*40 

0*06 

Leicester. 

117 

014 

1*29 

3*52 

6*94 


16*78 

2*79 

0*79 

0*15 

Liverpool . 

135 

0*31 

3*43 

5*60 

3*78 

8*62 

21*74 

3*88 

1*29 

0*36 

London— 











Meteorological Office . 

106 

006 

3*88 

0*14 

Nil. 

8*53 

12*6 

1*95 

1*13 

0*07 

Embankment Gardens. 

118 

0*25 

3*90 

Tm 

1*70 

8*91 

22*08 

4*60 

1*® 

0*10 

Finsbury Park... . 

121 

010 

1 43 

3*34 

0*82 

4*27 

9*96 

2*47 

0*56 

0*06 

Bavenacourt Park. 

109 

007 

0*94 

2*58 

1*13 

4*36 

9*07 

2*19 

0*35 

0*06 

Southwark Park . 

117 

0*20 

3*09 

6*55 

1*54 

9*10 

20*48 

2*70 

mi 

0*12 

Wandsworth Common. 

118 

003 

1*39 

4*04 

1*65 

4*26 

11*37 

2*44 

0*71 

0*03 

Victoria Park . 

81 

0-04 

1*06 

3*51 

1*29 

6*07 

11*81 

2*64 

0*43 

0*02 

Golden Lane . 

117 

0*06 

2*99 

3*43 

5*14 

5*61 

17*24 

4*06 

1*06 

0*23 

Newcastle-on-Tyne . 

156 

0*26 

3*50 

4*79 

4*37 

7*80 

20*81 

4*12 

1*11 

0*33 

York. 

121 

0*24 

1*52 

2*34 

5*07 

6*03 

15*21 

3*48 

0*85 

0*21 

Scotland— 











Cfaatbridf® . 

63 

0*00 

2*06 

3*29 

1*46 

2*94 

9*84 

1*60 

0*18 

0*20 

Greenock . 

109 

0*11 

2*91 

4*36 

2*12 

4*49 

13*99 

2*78 

0*85 

0*25 

Leith . 

80 

0*06 

1*54 

3*15 

3*82 

3*18 

11*75 

2*21 

0*57 

0*32 



Month ending Jan 

31»t, 1916. 






Bug land— 

I 










Exeter . 

! 23 

0*01 

0*90 

2*11 

0*61 

2*23 

6*86 

0*82 

0*47 

0*02 

Kingston-upon- Hull. 

19 

013 

1*78 

2*88 

0*98 

2*23 

7*96 

0-94 

0*39 

0*« 

.Messier . 

28 

0*20 

2*12 

2*57 

0*98 

2*57 

8 *44 

1*29 

0*38 

0*10 

London— 











Meteorological Office . 

29 

0*06 

Nil. 

2*37 

1*17 

3*52 

7*00 

1*40 

0*87 

0*04 

Embankment Gardens. 

42 

Irl6 

2*54 

4*89 

3*28 

6*94 

17*80 

3*24 

1*98 

0*10 

Finsbury Park. 

39 

0*06 

1*69 

6*18 

1*33 

3*96 

12*23 

1*85 

0*60 

0*04 

Bavensoourt Park. 

39 

005 

1*07 

3*15 

0*98 

4*66 

9*91 

2*22 

0*17 

0*06 

Southwark Park . 

41 

0*16 

2*53 

5*36 

2*56 

6*11 

16*71 

2*83 

0*93 

0*09 

Wandsworth Common. 

23 

— 

0*35 

1*13 

0*67 

2*43 

4*47 

1*09 

0*30 

0*02 

Victoria Park. 

52 

0*06 

0*99 

5*93 

3*48 

7 72 

1817 

3*77 

0*81 

0*06 

Golden Lane . 

29 

0*07 

2*36 

3*20 

1*51 

3*51 

10*66 

1*82 

0*79 

0*07 

Malvern. 

26 

000 

0*05 

0*10 

0*41 

1*67 

2*23 

0*61 

OSS 

0*00 

Newcastle-upon-Tyne . 

23 

015 

2*44 

4*36 

1*12 

2*52 

10*50 

1*28 

0*22 

0*10 

York. 

19 

0*11 

1*19 

2*69 

1*19 

1*62 

6*80 

0*68 

0*52 

0*03 

Scotland— 











Coatbridge . 

108 

Oil 

2*19 

7*18 

1*48 

6*16 

17*12 

1*90 

1*45 

0*11 

Greenock . 

136 

0*19 

1*09 

2*10 

1*86 

6*34 

11*59 

1*88 

2*75 

0*18 

Leith . 

40 

| 0*06 

1*02 

3*32 

1*85 

2*78 

9*03 

1*30 

0*69 

0*18 


“Tar” include* all matter Insoluble In water but soluble in CS,. “ Carbonaceous M includes all combustible matter insoluble in water and 
In 08,. “ Insoluble ash” Includes all earthy matter, fuel, ash, Ac. One metric ton per sq. kilometre is equivalent tos (a) Approx. 91b dot 
acre; (5) 2*56 English tons per sq. mile; (c) one gramme per sq. metre; (d) 1/1000 millimetre of rainfall. ' ^ 
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IRELAND. 

(From our own Correspondents.) 

Petrol for Medical Practitioners. 

The arrangement by which the military authorities 
granted permits for petrol consumption has been abandoned, 
and in some places, as in Belfast, the police now take charge. 
The city is divided into areas, and the inconvenience is 
avoided of hundreds of people assembling each day in the 
military barrack-square. In Dublin restrictions no longer 
exist, and it is hoped that they will be removed throughout 
Ireland as far as doctors are concerned. It is said there is 
no shortage of petrol. 

The Death of Dr. C. E. FitzGerald. 

I regret to announce the death, which took place on 
Saturday, May 27th, of Dr. Charles Edward FitzGerald, who 
was Surgeon-Oculist to the King in Ireland and formerly 
President of the Royal College of Physicians of Ireland. 

The Winter in Ireland. 

The weather in Ireland presented some marked and 
exceptional features in the past winter. As in Great 
Britain, January was exceptionally warm and dry, but it 
was followed by two severe months of persistent cold, 
with much rain in February, and rain, sleet, and frequent 
snowstorms in March. Sir John Moore, in a paper 
read before the Section of State Medicine of the Royal 
Academy of Medicine in Ireland, recently dealt at length 
with these climatic conditions and discussed the bearing of 
them upon the health of the community. The rainfall in 
Dublin for the six months ending March 31st exceeded 
21 inches, being more than 7 inches in excess of the average. 
Of this 2*5 inches were accounted for in a tempestuous 
downpour lasting two days towards the middle of November. 
The copious precipitation in March came with cold north¬ 
east wind and was largely in the form of hail and snow. 
Besides the usual factors of distribution of atmospheric 
pressure and resulting prevalence of winds, Sir John 
Moore adduces the presence in the atmosphere of an 
undue quantity of matter in the form of dust, chemical or 
otherwise. The harmful effect on human life of the raw 
cold of February and Maroh was shown by an increased 
mortality from diseases of the respiratory system, and 
especially in Dublin by a high incidence of pneumonia. In 
the first seven weeks of 1916 the registered deaths in 
Dublin from pneumonia numbered 70. In the second period 
of seven weeks 133, or an increase of 90 per cent. Com¬ 
paring the same periods the increased mortality from 
respiratory affections in general was 108 per cent. Attention 
has been called to the effect on health of the fierce storms 
of March, and the early months of 1916 will long be 
remembered by many for their high incidence of respiratory 
diseases. 

The King Edward VII. Memorial , Belfast. 

The final meeting of the executive committee which had 
charge of the erection of the magnificent memorial to 
King Edward VII. at the Royal Victoria Hospital, Belfast, 
was held on May 24th, in the City Hall, Belfast. The object 
of the memorial is to provide an electrical department, a 
department of vaccine therapy, and one of physiological 
chemistry. After payment of all accounts, and setting aside 
a sum of £1087 for the purchase of further special scientific 
apparatus, there remains a balance of £80 12*. 4 d. When 
those who will have charge of the special departments return 
from military duty there is no doubt that the work 
carried on in the new buildings will be of the greatest 
public value. 

The Recent Rebellion: The Treatment of the Prisoners. 

There have been complaints of the conditions under 
which these prisoners were confined prior to their 
deportation or release. In addition to the rebels who 
surrendered or were captured in arms, a large number 
of persons were arrested in the streets or bouses on 
suspicion of complicity. All the prisoners are stated 
to have been treated alike without distinction as to the 
charges which might be subsequently brought against 
them. The complaints made by those who have since been 


released are that they were crowded in excessive numbers 
into ill-ventilated rooms without furniture of any kind, that 
food was insufficient and irregular in distribution, and sani¬ 
tary conveniences wanting. The critics made no allowance 
for the fact that the military authorities, fresh to Dublin, 
had to deal suddenly with several thousands of prisoners 
whose custody was necessarily their first care. Indeed, the 
troops themselves for some time were not better off than the 
prisoners. Matters have since been set right, though perhaps 
after unnecessary delay; but early last week the military 
authorities invited the press to visit the Richmond Barracks 
and inspect the satisfactory conditions under which the 
prisoners are confined. 

Ulster Medical Society. 

At the annual meeting of the Ulster Medical Society held 
in the Medical Institute, Belfast, on May 25th, the following 
office-bearers were elected for session 1916-17:—President, 
Mr. R. Campbell; Vice-Presidents, Professor-W. St. Cl. 
Symmers and Mr. H. A. J. S. Murphy (Lisburn); Members 
of Council, Mr. H. Stevenson, Mr. R. J. Johnstone, Mr. W. 
Burns, Mr. T. A. Davidson, Dr. F. Coates, Dr. F. 0. Smyth; 
honorary treasurer, Dr. V. G. L. Fielden ; honorary librarian, 
Dr. W. L. Storey; honorary editorial secretary, Dr. C. G. 
Lowry; and honorary secretary, Mr. S. T. Irwin. 

May 29th. 


KING EDWARD’S HOSPITAL FUND FOR 
LONDON. 


The annual meeting of the Governors and General Council 
of this Fund was held on May 24th at St. James’s Palaoe, 
when the Speaker of the House of Commons presided. 

Lord REVEL8TOKE, the honorary treasurer, in presenting 
the account of receipts and expenditure and the balance- 
sheet for the year ending December, 1915, said that the 
income from investments was larger than ever before, this 
being primarily due to the receipt of a full year’s income 
from the first instalments of the Wernher legacy. Out of 
the whole of the revenue from the investments under the 
care of the Finance Committee, a revenue amounting to 
£97,000, the total loss to the income of the year through 
failure to pay interest or dividends since the war began 
amounted to less than £800, but notwithstanding this a sum 
of about £50,000 had still to be raised in order to maintain 
the distribution at last year’s figures, without allowing for 
any increase in the needs of the hospitals. Since the 
beginning of the year notification had been made of the 
munificent bequest of the residue of the estate of the late 
Dowager Lady Wilton, estimated at about £150,000, of 
which sum £100,000 had already been received on account. 

Oh the motion of the Chairman, seconded by Sir 
T. Vezey Strong, the adoption of the accounts was carried 
unanimously. 

Sir Savile Crossley presented the draft report of the 
General Council, which stated that the total receipts for the 
year 1915 were £226,779 19*. 5 d.. of which £12.949 17*. 9 d. 
were contributions to capital and £213,830 1*. 8 d. receipts 
on general account, made up as follows: annual subscrip¬ 
tions, £25,724 16*. 1 Id. ; donations, £5360 16*. 3d. ; con¬ 
tribution from League of Mercy, £14,000 ; special donation 
from Sir Ernest Cassel (4£ per cent. War Stock), £28,000; 
from the Lewis Estate, £34,121 8*. Id. ; other legacies, 
£4412 10*. Id. ; dividends and interest from invest¬ 
ments. £97,218 1*. 9 d. ; dividends and interest collected 
in 1915 but relating to 1914, £4792 8*. Id. ; 
from the trustees of the Bawden Fund, £200. The 
amount originally appropriated for distribution was 
£140,000, being the same amount as in 1914. Of this, 
£133,500 were allocated to London hospitals and £6500 
to consumption sanatoria and convalescent homes taking 
London patients. These totals were increased by the 
supplementary grants in respect of Sir Ernest Cassel’s gift 
to £168,000 : £160,200 and £7800 to the two classes of 
institution respectively. Of the £133,500 allocated by the 
Fund from its ordinary resources to the London hospitals, 
£111.775 were granted in aid of general maintenance, £5750 
to the reduction of debts on maintenance account, and 
£15,975 towards schemes of buildings or improvements ; the 
supplementary grants following the same apportionment. 
The £6500 distributed by the Convalescent Homes Committee 



1142 ThbLanobt,] 


THE SERVICES. 


[June 3 t 1916 


(apart from the supplementary grants of £1300 War Stock) 
were allocated as follows : £4560 to convalescent homes and 
£1940 to consumption sanatoriums. The total sum distributed 
amongst hospitals, convalescent homes, and consumption 
sanatoriums during the last ten years (after deducting con¬ 
ditional grants to the extent of £7500 that have been 
allowed to lapse), was £1,484,750. Since the foundation of 
the Fund a total amount of £2.098,416 8#. 5 d. had been 
distributed. The first million had been passed in 1909. the 
thirteenth year of the Fund. It had taken six years for the 
grants to reach the second million. The average annual 
distribution for the whole period of 19 years had been 
£110,442 19#. 4 d. During 1915 the amount spent on 
administration was £3205 16#. Id. or £1 8# 3 d. per cent, 
of the total amount received, as compared with £3178 6#. 5 d. 
or 12#. per cent., the previous year. The corresponding 
percentage for the whole period since the inauguration of the 
Fund had been £1 4#. 7±<f., and the average yearly outlay in 
this respect had been £2819 0#. Id. His Majesty the King, 
Patron of the Fund, had been graciously pleased to continue 
his annual subscription of £1000, and Her Majesty 
Queen Mary, Her Majesty Queen Alexandra, His Royal 
Highness the Prince of Wales, and many other members 
of the Royal Family, had also again honoured the Fund 
with subscriptions. The list of contributors included 
annual subscriptions of £5000 from Mr. Walter Morrison, 
£4000 from the Drapers’ Company, £1000 from Lord 
Astor, and £1000 from the Merchant Taylors’ Company; 
besides an anonymous donation of £1000. The Fund had 
also received annual subscriptions of £500 from the City 
Corporation, from Lord Iveagh, from Sir John R. EHerman, 
Bt., from Mr. Robert Fleming, from Messrs. Morgan, 
Grenfell, and Co., and from Messrs. N. M. Rothschild and 
Sons ; and donations of the same amount from the Cloth- 
workers’ Company, and from “ S.D R.S D.” The League of 
Mercy had again contributed £14,000. The total amount 
received from the League of Mercy since its foundation in 
1899 now amounted to £230,000, apart from the sums 
awarded by the League to institutions outside the area of 
the Fund’s distribution. In order to maintain the dis¬ 
tribution on the same scale as that of the last two years, an 
annual sum of nearly £50.000 had to be raised from sub¬ 
scriptions, donations, and legacies. The total amount 
received from annual subscriptions and donations during 
1915 (apart from the gift of Sir Ernest Cassel) showed, as 
compared with 1914, a decrease of £162 8#. 4d., while the 
receipts from legacies (other than the Lewis and Harman 
bequests) were £24.083 18#. Sd. less than in the previous 
year, and were £27,482 6#. 10 d. less than the average of the 
five years 1910-1914. 

The Chairman having formally moved the adoption of the 
report, the Earl of Bessborough seconded, and the motion 
was carried unanimously. 

Sir William Church (chairman of the Distribution Com¬ 
mittee) moved the adoption of a report of that committee on 
the expenses of the Bland-Sutton Institute of Pathology at 
the Middlesex Hospital. The report recommended that the 
scheme of apportionment between hospital and medical 
school now submitted by the hospital should be accepted as 
regards the year 1915 as satisfying the condition attached 
to the grants made by the Fund in December last -namely, 
that the expenditure should be allocated in the accounts for 
1915 in accordance with a scheme of apportionment to be 
approved by the Fund. This was seconded by Sir John 
Tweedy and carried nem. oon. 

In the absence of Dr. Freshfield (chairman of the Con¬ 
valescent Homes Commibtee).8ir William H. Bennett moved 
the adoption of a report of that committee on the subject 
of a special application from the National Association’s 
sanatorium at Benenden. The report, which was seconded 
by the President of the Royal College of Surgeons of 
England (Sir W. Watson Cheyne) and adopted, recom¬ 
mended that the committee be empowered under certain cir¬ 
cumstances to promise and if required to pay over an 
emergency grant of a limited amount. 

In the course of some remarks in reply to a vote of thanks 
the Chairman said that as the war continued the margin of 
eleemosynary funds available for the general charities of the 
country must shrink to a considerable extent. There must 
be no disappointment if at the meeting next autumn, or this 
time next year, the Fund had to report a considerable 
shortage. 
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Royal Navy Medical Service. 

The following appointments have been notified:—Fleet- 
Surgeons: T. T. Jeans to Victory; P. H. Boyden and W. G. 
Thwaytea to President ; P. H. Bannister to Falmouth ; and 
J. P. H. Greenhalgh to Pembroke , additional. Staff-Surgeons : 
R. Kennedy and N. H. Harris to Pembroke ; and B. 8. Robson 
to Birmingham. Temporary Surgeons: P. W. Car rut hers to 
Pembroke '; and R. P. Ninnis to Neptune. 

Army Medical Service. 

8urgeon-General Sir William Babtie, V.C., K.C.M.G., G.B., 
to be a Director of Medical Services at the War Office. 

Colonel Roger Kirkpatrick, C.M.G., on completion of four 
years’ service in his rank, is retained on the Active List. 

Royal Army Medical Corps. 
Lieutenant-Colonel Charles T. Blackwell is retained on the 
Active List. 

The undermentioned temporary Captains relinquish their 
commissions: C. E. Murphy, E. A. Evans, Sir Vincent Nash, 
A. Waugh, and N. L. Prichard. 

Temporary Captain H. O’Callaghan relinquishes his com¬ 
mission on account of ill-health. 

E. D. Pullon to be temporary Captain. 

Temporary Lieutenants to be Temporary Captains: P. J. 
Maguire, W. F. Dunlop, G. J. Adams, J. F. Carruthers, 
A. S. Seabrooke, M. Kirton, J. O. Thomas, J. N. Wheeler, 
C. E. Bashall, A. P. Yonge, R. T. Cooke, D. M. Callender, 
G. A. Jelly, R. W. T. Clampett, J. A. R. Lee, 8. J. A. Beale, 

F. J. Dunne, G. I. Moriarty, G. H. Wood, C. Armstrong- 
Dash, I. Macfarlane, A. Thomson, R. N. Weekes, C. M. 
Willmott, C. Checchi, A. J. Trinca, R. W. Ryan, N. 8. 
Gilchrist, H. A. Hancock, J. W. N. Roberts, F. W. Stone, 
C. C. Finlator, H. 8. Davidson, W. D. Perry, W. Penberthy, 
J. Boyd, A. T. Marshall, B. W. Mudd, R. C. Phelps, J. H. 
Bogan, D. F. O’Kelly, C. Gibson. E. 8. Cuthbert, J. M. 
McKenzie, J. M. MacKay, D. McD. McIntyre, T. Ruddock- 
West, J. H. N. F. Savy, H. Adams, C. G. Shearer, A. G. B. 
Duncan, J. Ross, W. F. Stevenson, T. H. Scott, J. E. Judson, 
A. St. Johnston, T. B. Jobson, J. H. Jones, G. D Hindley, 
J. H. E. Davis, A. R. Roche, J. R. Dixon, J. B. Woodrow, 
A. L. Jackson, E. C. Abraham, W. Raffle, C. R. Denny, 

G. T. MacLean, G. A. Bird, D. Fleck, C. T. Hilton, 
W. R. Reith, J. 8. Bookless, C. F. Harford, S. V. 
Telfer, A. C. Renwick, G. L. Neil, G. E. Lockyer, J. 
Kean, R. T. Herron, E. E. Frazer, A. Crawford, R. H. G. 
Weston, C. C. Cragg, A. Richmond, G. McMullan, A. MacK. 
Clark, R. F. Yencken, A. J. C. Tingey, J. R. Pate, C. E. Price, 
W. 8. Nason, G. S. Miller, R. J. Ledlie, J. H. Hebb, C. 
Coventry, R. T. Cox, J. Howe, W. R. Main, A. H. Mount- 
castle, W. F. G. Scott, T. G. Williams, O. Heath, J. 
McKenzie, H. D. Field, R. H. Cox, C. Crerar, 8. D. Adam, 
W. Wallace, J. Ash, J. H. Saunders, T. H. Phillips, W. R. 
Watt, R. D. Brinton, G. D. Kerr, E. P. Carey, G. 8. Ware, 
J. F. Wolfe, 8. Wyborn, R. M. Stewart, H. Spinks, T. F. B. 
Reid, F. W. Rowland, C. C. Harris, M. D. Eder, R. Park, 
E. W. Blake, B. Pickering, H. H. Proudfoot, J. T. Macnamara, 
A. G. K. Ledger, A. Randle, R. A. M. Maoleod, B. H. Shaw, 
M. A. McKeever, J. H. Hart, N. Devereux, J. H. Drew, 
J. G. Murray, W. G. R. Macauley, G. M. Bluett, R. T. 
Raine, H. Harvey, W. A. Rogerson, D. L. Hutton, 
W. J. Harris, J. B. Dalton, C. M. Brophy, C. E. Fenn, E. G. 
Sworder, A. D. Blakeley, T. M. Crawford, A. L. Paliologus, 
R. Hughes, H. P. D’A. Benson, M. Ashley, W. 8. Stalker, 

C. Loddiges, W. M. 8. Robinson, A. F. Wright, A. Adams, 
R. F. Russell, G. Holroyde, W. Russell, H. E. Griffiths, R.W. 
Long, E. T. Larkham, A. E. Quine, C. R. H. Crawford, E. C. 
Pratt, R. J. Bonis, H. M. Agnew, A. W. Forrest, J. B. Baird, 
J. D. Batt, J. F. Broughton, J. L. Waller, J. J. Robertson, 

H. H. Carleton, E. G. Rawlinson, E. J. Morton, E. A. C. 
Swainson, C. Bennett, J. W. Innes, R. R. Pirrie, J. W. 
McCagie, G. S. Douglas, E. H. Walker, J. Coutts, A. J. 
McCreadie, G. Miller, R. MacN. Marshall, C. L. G. Powell, 
J. Muirhead, H. M. Brown, A. J. Hickey, R. R. Duncan, E.T. 
Roberts, A. W. D. Coventon, E. G. D. Pineo, John V. Brown, 
A. F. Mavety, R. E. Horkins, R. L. Shields, J. M. MacPhail, 
A. A. Cooper, C. H. Newton, T. F. Dillon, T. Gilchrist, 
H. C. Thorp, G. W. Thompson, J. D. MacKinnon, V. H. 
Blake, R. J. Batty, W. J. Dunlop, J. C. Turnbull, G. B. 
Simpson, W. Harmons, C. B. Pearson, B. Jones, L. Lane, 

D. McF. Livingstone, F. B. G. Stableford, M. A. Milne, 
J. M. Morrissey, H. F. Vandermin, G. N. Urie, J. W. 
Sutherland, M. H. Paterson, G. C. Anglin, J. F. McLay, 
L. M. Dawson, J. E. Knox, O. J. Day, K. G. McKenzie, 
H. Crassweller, T. O. Hutton, C. G. Sutherland, S. C. H. 
Moberley, O. Shield^, H. Yellowlees, A. T. Nankivill, R. H. 
King, J. M. Elliott, J. M. Campbell, J. Buchanan, D’A. I. 
Hamilton, J. M. Young, L. E. V. Every-Clayton, G. H. 
Russell, 8. Waddell, J. D. Marshall, L. A. Graham, A. B. 
Gordon, G. H. Keene, 8. V. P. Pill, J. F. Hammond, W. A. 
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Anderson, C. Reidy, W. P. Cooney, J. Dixon, A. C. B. 
McMnrtrie, H. T. Newling, H. E. Collier, H. L. Attwater, 
T. Jays, J. E. L. A. Tnrnley, 6. Stoddart, S. J. Rowntree, 
J. A. W. Watts, A. V. Craig, G. W. R. Rudkin, and A. 
Ferguson. 

The undermentioned temporary Lieutenants relinquish 
their commissions:—F. G. M.’ Simpson, J. Campbell, 

E. A. Bullmore, T. E. Dobbs, T. H. Gandy, T. A. Collinson, 
N. T. Bond, F. J. Blackley, G. C. Stewart, A. E. Stenning, 
J. C. Martin, T. Wright, G. H. Culverwell, J. Brunton, 

H. L. Cumming, A. G. J. Thompson, J. H. Heddle, 8. F. 
Smith, G. F. C. Walker, W. Magner, T. Clifford, M. G. 
McElligott, D. V. O’Connor, S. J. Ware ham, D. O. Twining, 

F. 8. Beach croft, R. Harrison, J. M. Bennion, F. Jubb, 
J. Bowes, A. S. Webley, W. E. Cooper, J. Campbell, and 

I. D. Hayes, on account of ill-health. 

The undermentioned temporary Honorary Lieutenants to 
be temporary Lieutenants:—H. Lewis, A. Wilson, A 
Sutherland, F. R. O’R. Phillips, L. Ga meson, N. G. 
Mottram, and H. M. Moran. 

Canadian Army Medical Corps : Lieutenants to be tem¬ 
porary Captains : H. G. Wood, A. J. Martin, H. C. Moses, 
and D. G. Turnbull. To be temporary Lieutenants: L. E. 
Bolster, W. G. Shaw, W. A. Cardwell, t>. P. Lucey, R. C. B. 
Briscoe, F. R. Wilson, G. H. Fraser, P. A. Rostant, J. 
Dickson, C. Harris, H. E. H. Tracey, G. W. Ronaldson, 

G. Stivala-Aspinallj R. J. Arundel, A. R. C. Doorley, 
R. M. de Mowbray, E. L. K. Sargent, D. J. Roan tree, 
A. E. A. Carver, H. F. B. Bodvel Roberts, J. M. Johnstone, 

J. F. Penman, C. T. Darwent, D. Corry, 8. J. W. Donald, 
J. 8. Rowlands, W. MacAdam, T. G. Evans, D. J. Harries, 
8. A. Burn, V. A. Cricks, H. R. Helsby, A. K. Henry, J. 
Keyms, A. W. Owen, E. H. Price, D. Ranker, T. L. Jones, 
W. Reynolds, S. B. Turner, R. L. MacK. Wallis, H. R. 
Hodgkinson, J. Cairns, W. G. Marsden, G. N. Brandon, 
J. M. W. Morison, W. Turner, F. Shannon, J. Elliot, E. H. 
Montgomery, H. M. Drake, G. Arthur, D. I. Dakeyne, J. J. 
Mori arty, C. A. R. McCay, C. W. Von Bergen, J. A. Hope, 

H. F. Ferguson, J. McGarrity, W. Fraser, R. W. Miller, 
R. D. L. Greene, E. J. B. Moynihan, D. Gaston, H. H. 
Crickitt, A. Smirthwaite, A. Campbell, R. H. Balfour- 
Barrow, G. W. Doran, W. T. Evans, H. M. Gray, D. M. ! 
Smith, J. Manuel, H. Joslen, P. L. Blaber, W. Spiteri, C. T. 
Cheatle, A. T. Thurston, H. S. Raper, D. A. Farquharson, 
J. A. H. Vanderwert, and K. Elmes. To be temporary 
Honorary Lieutenants: G. Moulson, H. E. Graham-Hodgson, 
E. G. Howell, N. N. Hay son, K. D. Atteridge, L. W. Evans, 
P. S. Clarke, H. L. Hughes, and A. H. Clarke. 

Special Reserve of Officers. 

Royal Army Medical Corps. 

Lieutenant (on probation) D. H. Paterson is confirmed in 
his rank. 

Territorial Force. 

Royal Army Medical Corps. 

London Field Ambulance: Captain J. M. Taylor, M.B., 
from a Mounted Brigade Field Ambulance, and M. T. G. 
Clegg (late Lieutenant (temporary Captain), London Brigade, 
Royal Field Artillery) to be Captain. 

Welsh Casualty Clearing Station : Captain A. C. Devereux, 
from Welsh Field Ambulance, to be Captain. 

Southern General Hospital: Lieutenants T. F. Stafford 
and 8. E. Whitnall to be Captain. 

South Midland Mounted Brigade Field Ambulance: Captain 
E. Whichello, from a Casualty Clearing Station, to be Captain. 

South Western Mounted Brigade Field Ambulance: G. L. 
Findlay to be Lieutenant. 

South Midland Field Ambulance: Captain W. V. Wood, 
from a Mounted Brigade Field Ambulance, to be Captain. 

London Mounted Brigade Field Ambulance: Captain 
(temporary Major) W. P. Thomas relinquishes his temporary 
rank on ceasing to command a Field Ambulance. 

Attached to Units other than Medical Units. —Surgeon- 
Major H. Stallard, from Notts and Derby Regiment, to be 
Major, and Surgeon-Major A. C. Turner, from West Riding 
Division, Royal Engineers, to be Major. Captain A. W. W. 
S wet ten ham relinquishes his commission on account of 
ill-health. Captain (temporary Major) H. F. Everett 
relinquishes his temporary rank on ceasing to command 
a Field Ambulance. Allen Iredale to be Lieutenant. 

Supernumerary for service with the Officers Training Corps .— 
Lieutenant (temporary Captain) G. A. Williamson. 

Volunteer Force. 

Liverpool Regiment: Surgeon-Major W. Richardson 
resigns his commission, with permission to retain his 
rank and to wear the prescribed uniform. 

Journal of the Royal Army Medical Corps. 

In continuation of a paper published in the November 
issue of the Journal of the Royal Army Medical Corps Major 
C. J. Coppinger and Captain H. G. Gibson record in the May 
number a series of experiments in the inoculation of man 


with mixed vaccines containing bacillus typhosus, B. para- 
typhosus A, and B. paratyphosus B, with regard to the 
reaction produced and the antibody formation. The results 
of the experiments seem to point to the fact that the 
B. paratyphosus A content of the vaccine may not achieve its 
object to the same extent as that of B. typhosus and 
B. paratyphosus B. A report on “ Trench Foot ” by Captain 
W. Waller and Lieutenant E. K. Rideal advocates as a result 
of some interesting experiments the use of a salted 
ointment for protecting the foot against water, and Mr. 
Scot Skirving, of Sydney, at present surgeon to the 
Queen Alexandra Military Hospital, Millbank, discusses the 
question of reamputations in the case of non-healing stumps 
with protrusion of bone, many cases of which have occurred 
among the repatriated prisoners from Germany. Mr. J. F. 
Colyer, surgeon to the Royal Dental Hospital, describes the 
methods adopted and the experience gained in the treatment 
of gunshot injuries of the jaws in the Croydon War Hospital, 
of which he is honorary consulting dental surgeon. 


VITAL STATISTICS. 


HEALTH OF ENGLISH TOWNS. 

In the 96 English and Welsh towns with populations 
exceeding 50,000 persons at the last Census, 8135 births and 
4164 deaths were registered during the week ended Saturday, 
May 27th. The annual rate of mortality in these towns, 
which had declined from 17*0 to 14*1 per 1000 in the four 
preceding weeks, further fell in the week under notice to 
12*5 per 1000 of their aggregate civil population estimated at 
17,312,295 persons for the year 1915. During the first eight 
weeks of the current quarter the mean annual death-rate 
in these towns averaged 15*6, against 15*3 per 1000 in London. 
During the week the death-rate ranged from 3*7 in 
Wimbledon, 4*3 in Wallasey and in Wakefield, 4*6 in 
Gillingham, 5 0 in Swindon, and 6*0 in Enfield, to 19*2 in 
St. Helens, 20*5 in Middlesbrough, 20*7 in Gateshead, 21*6 in 
Stockton-on-Tees, and 21*7 in Bournemouth. 

The 4164 deaths from all causes were 509 fewer 
than the number in the previous week, and included 
326 which were referred to the principal epidemic 
diseases, against numbers declining from 431 to 352 
in the four preceding weeks. Of these 326 deaths, 
131 resulted from whooping-cough, 85 from measles, 
53 from infantile diarrhoea! diseases, 34 from diph¬ 
theria, 16 from scarlet fever, and 7 from enterio 
fever, but not one from small pox. The annual death- 
rate, from these diseases was equal to 1*0, against 1*1 

S er 1000 in each of the three preceding weeks. The 
oaths attributed to whooping-cough, whiob had been 
139, 125, and 128 in the three preceding weeks, 

rose to 131, and caused the highest annual death- 
rates of 1*1 in West Ham, 1*3 in Manchester, 1*7 in 
Walsall, 2*2 in Oldham, and 2*5 in Sunderland. The deaths 
referred to measles, which had been 120,124, and 103 in the 
three preceding weeks, further fell to 85, and included 13 in 
London, 11 in Liverpool, 9 in Stoke-on-Trent, and 8 each in 
Manchester and Sheffield. The fatal oases of diarrhoea and 
enteritis (among infants under 2 years), which had been 59, 
48, and 62 in the three preceding weeks, fell to 53, of which 
13 were registered in London, 6 in Liverpool, 4 each in 
St. Helens and Manchester, and 3 in Bristol. The 
deaths attributed to diphtheria, which had declined 
from 65 to 38 in the six preceding weeks, further 
fell te 34, and included 6 in London and 3 each in 
Norwich and Middlesbrough. The deaths referred to 
scarlet fever, which had been 17, 18, and 15 in the 
three preceding weeks, numbered 16; 3 deaths were re¬ 
corded in London and 2 each in Stoke-on-Trent, Birming- 
I ham, and Sheffield. The 7 fatal cases of enteric fever, of 
which 2 occurred in Manchester, were equal to the average 
in the earlier weeks of the quarter. 

The number of scarlet fever patients under treatment in 
the Metropolitan Asylums Hospitals and the London Fever 
Hospital, which had steadily declined from 1778 to 1444 in 
the seven preceding weeks, further fell to 1398 on Saturday 
last; 161 new cases were admitted during the week, against 
153, 167, and 139 in the three preceding weeks. These 
hospitals also contained on Saturday last 1248 cases of 
diphtheria, 218 of whooping-cough, 196 of measles, 35 of 
enteric fever, and 1 of small-pox. The 966 deaths from 
all causes in London were 132 fewer than in the previous 
week, and corresponded to an annual death-rate of 11*7 
per 1000. The deaths referred to diseases of the respiratory 
system, which had declined from 405 to 160 in the ten pre¬ 
ceding weeks, further fell to 128 in the week under notice. 

Of the 4164 deaths from all causes in the 96 towns, 176 
resulted from violence, 323 were the subject of coroners' 
inquests, and 1297 occurred in public institutions. The 
causes of 43, or 1*0 per cent., of the total deaths were 
not certified either by a registered medical practitioner or 
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by a coroner after inquest. All the causes of death were 
duly certified in Leeds, Bristol, West Ham, Nottingham, 
Leicester, and in 66 other smaller towns. Of the 43 uncertified 
causes, 8 were registered in Liverpool, 7 in Birmingham, and 
2 each in London, Portsmouth, Stoke-on-Trent, Coventry, 
and Bootle. 


HEALTH OF SCOTCH TOWNS. 

In the 16 largest Scotch towns with an aggregate popula¬ 
tion estimated at 2,372,000 persons at the middle of this year, 
1156 births and 653 deaths were registered during the week 
ended Saturday, May 27th. The annual rate of mortality in 
these towns, which had been 15-4, 14*8, and 15*0 per 1000 in 
the three preceding weeks, fell to 14*4 per 1000 in the week 
under notice. During the first eight weeks of the current 
quarter the mean annual death-rate in these towns averaged 
16*6, against 15'6 per 1000 in the large English towns. Among 
the several towns the death-rate during the week ranged 
from 4-6 in Clydebank, 8-9 in Kirkcaldy, and 11*1 in Mother- 
well, to 18*4 in Paisley, 18 7 in Perth, and 21*4 in Hamilton. 

The 653 deaths from all causes were 28 fewer than the 
number in the previous week, and included 66 which 
were referred to the principal epidemic diseases, against 
61 and 53 in the two preceding weeks. Of these 66 deaths, 
34 resulted from measles, 10 each from diphtheria and 
infantile diarrhceal diseases, 9 from whooping-cough, and 
3 from scarlet fever, but not one from enteric fever or from 
small-pox. The annual death-rate from these diseases was 
equal to 1*5, against 1*0 per 1000 in the large English 
towns. The deaths attributed to measles, which had 
been 27, 32, and 25 in the three preceding weeks, rose to 
34, and included 22 in Glasgow, 3 each in Dundee and Leith, 
and 2 in Paisley. The deaths referred to diphtheria, which 
had been 2, 5, and 3 in the three preceding weeks, rose to 10, 
of which 6 occurred in Glasgow. The fatal cases of diarrhoea 
and enteritis (among infants under 2 years), which had 
been 12, 4, and 4 in the three preceding weeks, rose to 10, 
and included 4 in Glasgow, and 2 each in Aberdeen and 
Clydebank. The deaths attributed to whooping-cough, which 
had been 11, 11, and 17 in the three preceding weeks, 
fell to 9, of which 5 were recorded in Glasgow. The 3 
fatal cases of scarlet fever were 5 below the average in the 
earlier weeks of the quarter, and comprised 2 in Glasgow 
and 1 in Paisley. 

The deaths referred to diseases of the respiratory system, 
which had been 103, 103, and 106 in the three preceding 
weeks, fell to 101 in the week under notice, and were 40 
below the number registered in the corresponding week of 
last year. The deaths from violence numbered 18, against 
31 and 19 in the two preceding weeks. 


HEALTH OF IRISH TOWNS. 

In the registration area of Dublin 236 births and 155 deaths 
were registered during the week ended Saturday, May 27th. 
The deaths corresponded to an annual rate of 19*8 per 1000, or 
excluding 12 deaths resulting from the recent disturbances 
to 18*3, against 11*7 in London and 14*8 per 1000 in Glasgow. 

Of the 155 deaths of all ages, 21 related to infants under 
1 year and 36 to persons aged 65 years and upwards. The 
deaths referred to the principal epidemic diseases numbered 

7, against 14 in the preceding week, and included 2 each from 
whooping-cough and infantile diarrhoea, and 1 each from 
measles, scarlet fever, and diphtheria. 

The causes of 12 deaths were uncertified, while 4 others 
were the subject of coroners’ inquests; 61 deaths ocourred 
in public institutions. 

During the same period 192 births and 128 deaths were 
registered in the city of Belfast. The deaths were equal 
to an annual rate of 16*6, or 0*1 per 1000 below that 
recorded in the previous week, and included 13 of infants 
under 1 year and 24 of persons aged 65 years and upwards. 
The deaths from the principal epidemic diseases numbered 

8, of which 3 were referred to measles, 2 each to whooping- 
cough and diphtheria, and 1 to infantile diarrhoea. 

The causes of 4 deaths were uncertified, 3 others were 
the subject of coroners’ inquests, while 28 oocurred in publio 
institutions. 


Memorial to the late Frederick Lawrance, 
M.B.C.S., L.S. A.—A memorial to Mr. Frederick Lawrance, 
whose death, in his eighty-fifth year, occurred on May 1st, 
1915, and was recorded in our obituary columns, was 
dedicated by the Bishop of London on May 21st at a service 
in St. Peter’s Church, Hammersmith. The memorial 
consists of a chime of bells and of a marble tablet with a 
medallion portrait commemorating an attendance of more 
than 50 years at the church and a professional activity in the 
district the same long period. The memorial was subscribed 
by friends and patients of the deceased; in supplying the 
bells they fulfilled his cherished desire. 



Sir JAMES FREDERIC GOODHART, Bart., M.D., 
LL.D. Abbrd., F.R.O.P. Lond.. 

CONSULTING PHYSICIAN TO OUT'S HOSPITAL AND THE EVELINA HOSPITAL 
PUB CHILDREN. 

We regret to announce the death of Sir James Frederic 
Goodhart, consulting physician to Guy’s Hospital, which 
occurred on Sunday last, May 28th, at his house in Portland- 
place, in the seventy-first year of his age. 

Sir James Goodhart was bom in London and received 
his medical education at Guy’s Hospital, taking the qualifica¬ 
tion of the English Royal Colleges in 1868. In 1869 at the 
opening of the Evelina Hospital for Children he was 
appointed house surgeon, and later, having filled the usual 
residential posts at Guy’s Hospital, he proceeded to the 
University of Aberdeen and graduated as M.B., O.M., 
with special honours, proceeding to the Doctorate of the 
University in 1873. In 1875 he became a Member of 
the Royal College of Physicians of London and pathologist 
to Guy’s Hospital, being also appointed assistant physician 
to the Evelina Hospital. In 1877 he was appointed assistant 
physician to Guy’s Hospital, being elected a Fellow of the 
Royal College of Physicians of London three years later. 
Among his teachers were Cock, Hilton, Habershon, Wilks, 
Pavy, and Bryant, and owing to his early sucoess all of these 
now became his colleagues, together with Dr. Frederick Taylor, 
Pye-Smith, Howse, Mr. Golding-Bird, and Mr. Jacobson. 
He was already physician to the Evelina Hospital for 
Children as well as medical adviser to several public institu¬ 
tions when he was elected upon the staff of Guy’s Hospital, so 
that it will be seen that Goodhart planted his foot firmly on 
the professional ladder while quite a young man. Indeed, the 
story of his professional life was one of continued sucoess, his 
skill in diagnosis, his resourcefulness in treatment, and his 
candid attitude towards patients and professional colleagues 
alike proving recommendations to a very large circle of 
patients. A series of untimely deaths among his seniors 
helped to open the way for him to a position which he richly 
deserved, though he might not have so promptly obtained it. 
For many years he enjoyed a very large consulting practice 
without being connected in the minds of the publio with 
any one particular specialty. His clinical work, indeed, 
ranged over a very wide field. He was first known for his 
connexion with the Evelina Hospital as an authority on the 
diseases of children. His next work to attract attention 
was pathological, and in connexion with the liver and spleen. 
He wrote, also, largely on respiratory and renal conditions, 
while his lectures delivered before the Harveian Society 
on Common Neuroses enjoyed a wide circulation in book form. 
The lectures were published in full in The Lancet and 
appeared practically unaltered in the volume, where the strong 
good sense of their inspiration and the terse and vigorous 
language employed secured for their author instant popu¬ 
larity. And it may be said that in all the various depart¬ 
ments of medicine in which he worked he displayed the same 
qualities of thoroughness, shrewdness, originality, and, when 
it was appropriate, considerable humour. 

At the Royal College of Physicians of London he was 
Bradshaw lecturer in 1885 and Harveian orator in 1912, and 
the lectures of the man of 40 resemble the oration delivered 
27 years later by revealing the same broad but keen intellect. 
The circumstances under which it fell to Goodhart’s lot to 
deliver the Bradshaw lecture were peculiar. He was dis¬ 
charging the duty of his colleague, the late Dr. F. A. 
Mahomed, whose medical career was prematurely terminated 
in the previous autumn after appointment as Bradshaw 
lecturer, and Goodhart selected for his subject Morbid 
Arterial Tension, which happily embraced some of the best 
known work of Mahomed. He dealt with it from a widely 
philosophical view, but showed himself fortified with facts 
gained by a wide experience in the post-mortem room of 
Guy’s Hospital, so that he was able to bring into clear relief 
the essential nature of the morbid processes. The lecture 
teemed with happy and homely illustrations; its language 
was pure and scholarly, and Goodhart’s reputation was 
established among the leaders of his profession as a thinker, 
teacher, and practitioner. His Harveian oration delivered in 
1912 had the eloquence and raciness that during the years 
which had elapsed he had taught the medical profession to 
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expect from him in his public utterances. The oration was 
a summary of the triumphs of pathology for the past 40 
years, and the orator showed that as the necessary sequence 
of triumphs we must have modified valuations and even the 
disappearance from notice of things which throughout a 
whole previous decade might have appeared to be of the 
utmost importance. The rapid advance of pharmacology, 
resulting in the output of synthetic drugs, has enabled the 
scientific medical man to correlate with some exactness 
physiologica 1 
action with 
structure, and 
6 oodh a r t 
showed that the 
change of stand¬ 
point had been 
due almost 
-entirely to the 
fact that bio¬ 
logical science, 
of which medi¬ 
cine is a part, 
now follows the 
methods of 
physical 
science, directly 
questioning 
nature by ex¬ 
periment. The 
oration showed 
in a remarkable 
manner the 
mind of a busy 
man, able, while 
living the 
routine of a 
successful prac¬ 
titioner, to ap¬ 
preciate the 
relations of his 
particular work 
to science gene¬ 
rally, and to 
assimilate the 
lessons of 
modern re¬ 
search. 

His literary 
output was not 
very great con¬ 
sidering his 
prominent pro¬ 
fessional posi¬ 
tion, but his 
contributions to 
the medical 
journals were 
fairly numerous 
and always very 
good. In addi¬ 
tion to his book 
“Common 
Neuroses ” he 
wrote the 
“ Diseases of 
Children ” in 
collaboration 
with Dr. G. F. 

Still, which 
remains in its 
tenth edition a standard work, and he was the author 
of the articles on influenza and asthma in Allbutt and 
Rolleston’s “ System of Medicine.” 

He became full physician to Guy’s Hospital in 1887, being 
appointed consulting physician in 1899, in which year the 
University of Aberdeen gave him the honorary LL.D. In 
1911 he was created a baroDet. 

He married in 1879 Emma, daughter of Mr. William 
Bennett, of Ashgrove, who died last year, and is succeeded 
in the baronetcy by the elder of his two sons, Mr. Ernest 
Frederic Goodhart, who is now acting as the honorary 
secretary to Princess Mary’s Sailors’ and Soldiers’ Fund. 


A former pupil and colleague writes :— 

The death of Sir James Goodhart will bring to a veritable 
host of professional friends a keen sense of personal loss. 
That so busy a practitioner, who throughout his life scarcely 
ever allowed himself any social relaxations, should have 
attracted and held such an army of devoted friends can only 
be explained by his strikingly sympathetic personality. 
Large numbers of medical practitioners who had for 
Goodhart the warmest affection have never seen him or 
spoken to him except in formal consultations over their 

patients. The 
personal mag¬ 
netism which 
gave him such 
exc ep tio nal 
powers asaphy- 
s i c ia n and 
brought to him 
so large a share 
of the consult¬ 
ing practice of 
this country 
attached to him 
his professional 
colleagues as 
firmly as his 
patients. One 
is almost 
tempted to 
believe that 
many consulta¬ 
tion s with 
Goodhart were 
arranged as 
much to afford 
the practitioner 
the pleasure of 
the personal 
interview with 
the consultant 
as to secure for 
the patient the 
benefit of his 
profe8 siona 1 
advice. There 
was never any 
doubt, however, 
but that the 
patient would 
be pleased and 
satisfied too. He 
would come 
away confident 
that the kindly 
physician had 
had a full 
understanding 
of the case and 
a proper sym¬ 
pathy with the 
sick man’s own 
peculiar point 
of view. No 
wonder that so 
u n ive rsal 1 y 
popular a phy¬ 
sician should at 
one time have 
been the busiest 
medical consult¬ 
ant in London. 
It must not, 
however, be 
thought that in 
laying such 
stress on Good- 
hart’s personal 
charm of 
manner and 
sy m pathetic 
disposition it is suggested that it was upon these alone that his 
professional success depended. At the moment when one is 
feeling acutely the pang of separation caused by death it is 
those features in our lost friend upon which we prefer to 
dwell. A busy general practitioner with an intimate 
practical experience of most of the prominent consultants 
said the other day, “ What struckmemost about Goodhartas 
a consultant was that he was always right.” The present 
writer, who was in constant touch with him in his work at 
Guy’s Hospital, can well believe this to be true. When every 
fatal case comes to examination in the post-mortem room, 
as is the custom in hospital practice, the physician’s power 
of accurate diagnosis is put to a severe test. Goodhart, who 
in his younger days as demonstrator of morbid anatomy had 
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an exceptionally large experience of post-mortem work, had 
later on a high reputation amongst his hospital colleagues 
for accurately forecasting the pathological changes that would 
be found in the cases lor wnich he had been responsible 
during life. In his Harveian oration at the Royal College of 
Physicians of London in 1912 Goodhart spoke regretfully of 
“ The Passing of Morbid Anatomy.” There is no doubt that 
he laid the foundations of his own diagnostic skill by his 
industrious work in the dead-house. The Transactions 
of the Pathological Society from 1872 to 1886 give 
evidence by the numerous contributions they contain 
from his pen of the interest he took in this subject. It 
was in pathology perhaps more than in clinical medicine 
that Goodhart made his mark as an original observer. The 
addresses and lectures on clinical subjects which he delivered 
before numerous medical associations and societies in more 
recent years attracted the attention of the profession more 
on account of their sound common-sense and the profound 
knowledge of human nature they displayed, than by 
reasons of the original clinical observations they contained. 
Perhaps in clinical medicine Goodhart never quite saw 
the wood for the trees. In dealing with the individual 
patient nothing escaped his attention, and as a teacher 
Bis most valuable work was undoubtedly done in 
setting an example to his pupils of thorough painstaking 
investigation by full inquiry as to every function and by 
physical examination of every accessible organ. Less expe¬ 
rienced students, accustomed to the spoon-feeding which has, 
alas, become so prominent a feature of medical education, 
were bored by the prolonged investigations, of which they 
often failed to grasp the import and missed the didactic 
methods whereby others of their teachers helped them to 
pass their examinations. For advanced students and for 
men already some time in practice a visit to the ward with 
Goodhart was always an experience full of profit and interest. 

In tackling a troublesome patient Goodhart was no doubt 
at his best with a cross baby. His experience as physician 
to the Evelina Hospital for Sick Children provided him 
with his only temptation to become a specialist. For 
himself he hated the term specialist, and used to warn his 
juniors of the danger he early recognised in accepting the 
position, when a mother tola him how she had at first 
resisted her doctor's advice to call him to her baby because 
she understood he was a specialist for children between the 
ages of six and seven. 

In his relations with his patients, as with his friends, 
Goodhart was a confirmed optimist, and managed to inspire 
nearly all whom he met with his own hope and cheerfulness 
of spirit. He worked right up to the end, and to the very 
last was busy brightening the lives of others. The death of 
bis wife in February of last year was a very severe blow to 
him, and at about the time of the first anniversary of the 
sad event the early and insidious symptoms were noticed 
of the fatal illness to which he succumbed on Sunday 
morning, May 28th, at the age of 70. 


JOHN HAROLD, M.B., B.Ch. R.U.I., M.R.C.S., 
L.R.C.P. Lond. 

Dr. John Harold, who died in London on May 27th after a 
long illness, was born and educated in Dublin and studied 
medicine at Charing Cross and University College Hospitals, 
qualifying in 1889. From an earnest student he became a 
capable teacher, patient and clear in his demonstrations, 
which were free from the taint of mere empiricism. He 
gained a varied experience at Charing Cross Hospital, 
where he was in succession demonstrator of physiology, 
materia medica, and pathology, and medical registrar, and 
at Westminster Hospital, where he was clinical assistant in 
the skin department. This experience served him in good 
stead in the literary work to which he devoted most of his 
time. He was a careful and an accurate writer, and besides 
contributing freely to journals was senior assistant editor of 
“Quain’s Dictionary of Medicine,” himself contributing 
articles on such widely differing subjects as Euthanasia, 
Coccygodynia. Diabetes Insipidus, and Glycuronic Acid, and 
was the London collaborator of “International Clinics.” 
Latterly he was physician to the St. John and St. Elizabeth 
Hospital at St. John’s Wood. 


Death of Mr. Alfred Grace, M.R.C.S. Eng., 
L.S.A.—Alfred Grace, whose death occurred on May 24th, 
was the second son of Henry Mills Grace and a brother of the 
three famous cricketing brothers, “ W. G.,” “G. F.,” and 
“E. M.” He was himself a fair cricketer as a boy, and he 
was famous in the hunting field. He took the M.R.C.S. Eng. 
in 1863 and the L.8.A. in 1864, and practised for many years 
at Chipping Sodbury. He was a late Surgeon-Lieutenant- 
Colonel, Royal Gloucestershire Hussars Yeomanry Cavalry. 


Cumspanhtut. 


“Audi alteram partem." 


TUBERCULOSIS AND THE WAR. 

To the Editor of The Lancet. 

Sir,—T he annotation in your issue of May 20th regarding* 
discharge from the services owing to tuberculosis has drawn 
attention to one aspect of a very complex problem. Tuber¬ 
culosis oarries in its train low wages, unemployment, and 
poverty, and is thereby associated with the realities of our 
future national life. It is in the highest interest of the 
nation that we should try to solve this problem without 
delay, for if the solution be delayed until our great armies 
return it may well be that Swinburne’s paradox may come 
true: “ The lame and the halt and the blind are keen and 
mighty and fleet.” The control and eradication of tuber¬ 
culosis is only to be achieved by a policy based on knowledge 
and foresight, and neither political expediency nor senti¬ 
mentality can have any influence on the incidence of a 
disease. Moreover, there are at least three aspects of the 
question which must be settled on their own merits. The 
amount of a pension comes first, for it is clear that, with the 
purchasing power of a sovereign reduced to eleven shillings, 
pensions which were adequate in the Napoleonic wars must 
be considerably augmented ; then there are the men to whom 
these pensions should be awarded ; and lastly, there is the 
treatment of tuberculosis on national lines. 

For the purpose of stating a definite policy it is necessary 
to regard the tuberculous patients discharged from the 
services as falling into one or other of four large categories. 

I. There may be men, free from tuberculous infection 
when they joined, who became infected and developed active 
disease in the services. Such patients would be entitled to 
a full pension for life, since their disability would be wholly 
due to the conditions of service. 

II. Secondly, there are men who never suffered from 
active tuberculosis in civil life but who had a focus of latent 
infection, which developed, under the strain of active service, 
into declared aggressive disease. It is idle to speculate as 
to whether the man would have continued to enjoy his 
accustomed health had he remained in safe and comfortable 
employment in civil life. The benefit of the doubt should 
go to the patient, who ought to be pensioned on the ground 
that his disability was aggravated by active service. 

III. Again, we have the men, who had been treated prior 
to the war for pulmonary tuberculosis at tuberculosis dis¬ 
pensaries or at sanatoriums, who regarded themselves as 
cured in so far as they were fit to earn their livelihood in 
civil life, and who joined the services when the call came in 
the belief that they were able to serve the country. Many 
of them have withstood the strain of war in a way which 
clearly demonstrates how much may be done for individual 
cases by scientific treatment. Others have broken down 
and have been discharged as unfit for further service. These 
men signed the attestation certificate in perfect good faith, 

* ‘ I hereby certify that to the best of my belief I have never 

suffered from . any other disease likely to render me 

unfit for His Majesty’s service.” Again, they were allowed 
to serve after undergoing a medical examination, and they 
joined from motives which it is well to recall even in the 
middle no less than at the beginning of war. In my view 
these men have a right to claim that their relapse was 
aggravated by conditions of service. 

IY. Lastly, there were men with active disease which had 
rendered them unfit for employment in civil life who 
succeeded in joining the services. One such recruit joined 
one branch of the services three times in 18 months and 
when seen by me had been twice discharged. For two 
years before the war he had done no regular work, and at 
the time of attestation his name was on the waiting list for 
admission to a sanatorium in the north of England. During 
his time in the service he only appeared for duty on 
three occasions and went “sick” each time. The remainder 
of his service was spent in hospitals. When I asked him 
why he had joined again after having been discharged, he 
replied with engaging frankness, “ It’s easier than working 
at the dooks.” I should add that this example is not 
intended to suggest any wholesale criticism of those civilian 
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doctors through whose hands these patients passed into the 
services. At the beginning of the war the numbers awaiting 
medical examination were large and the time for examina¬ 
tion was limited. Moreover, the call for men was urgent 
and the total supply was limited. Many a doctor must have 
had in the back of his mind the idea of how many men he 
could pass rather than how many he could exclude in the 
interest of the country. However that may be, only a vain 
sentimentalist would suggest that cases in this last group 
are entitled to any pension from the State. 

How, then, may we separate the wheat from the chaff ? 
It has been suggested that the records of the compulsory 
notification of pulmonary tuberculosis in the hands of the 
public health authorities should be utilised for this purpose, 
the idea being that cases notified before the war should not 
be pensioned, while cases not notified would receive a 
pension. The objections to this plan are so grave that I 
hope it will never be seriously considered. A notification 
certificate is a private and confidential document, given on 
the understanding that no action based on the information 
granted will affect the patient, except such interference as is 
already sanctioned by law. The use of information given on 
that understanding, even if only passed from one Govern¬ 
ment department to another for the purpose of annulling an 
unjust claim, strikes at the basis of privileged confidence 
between patient and physician. That is a necessary 
privilege which our profession has always guarded with 
jealousy, for it is older than the civilisation in which we 
live. 

There are other objections, not less serious, to the above 
proposal. It would be an absolute handicap on early and 
accurate diagnosis. In civil practice it is a commonplace 
that many patients do not seek advice until the disease is 
well advanced, so advanced, indeed, that very often little 
can be done in the matter of curative treatment. If the 
early recognition of pulmonary tuberculosis comes to be 
associated by large numbers of the community with the loss 
of financial recognition for services in the war it can only 
lead to further concealment and make-believe on the part of 
the ignorant. Again, this scheme would be most unjust to 
the men in Group III., who would be refused pensions 
without any inquiry into the particulars of their case. 
Lastly, there would be a number of previously undiagnosed 
cases in Group IV. to whom pensions would be granted. 

I suggest that the Insurance Act provides for a method of 
deciding these claims, whereby individual injustice will be 
reduced to a minimum. The procedure is quite simple and 
straightforward. Let every man invalided from the services, 
who claims a pension on account of tuberculosis contracted 
or aggravated by the conditions of service, be asked to 
produce evidence from his approved society or from his 
insurance books, that for six months prior to attestation 
he was earning his living in civil life, or if unemployed, that 
he was not in receipt of sick benefit on account of tuberculosis. 
To all who satisfied this test, pensions for life might be 
granted with justice.—I am, Sir, yours faithfully. 

May 22nd, 1916. HALLIDAY SUTHERLAND. 


A NEW DRESSING FOR SKIN-GRAFTS. 

To the Editor of THE LANCET. 

SIR,—The method of grafting propounded by Thiersch 
has hitherto been in general use in cases where it is impos¬ 
sible to cover large surfaces of cuticle by means of addi¬ 
tional cuts, strips, and seams. It is therefore frequently 
resorted to by the practical surgeon. Unfortunately, when 
it becomes necessary to cover more extensive granulated 
surfaces, such as those left after a burn, even modern 
aseptic methods do not always ensure success, and it is not 
unusual for suppuration to be set up under the dressing 
which destroys the vitality of the grafts and causes them to 
mortify. Such occurrences are all the more disappointing 
as the grafts are taken from a healthy part of the patient, 
who not only gains nothing by the unsuccessful grafting but 
remains with an additional surface wound to heal. Not 
only do the generally accepted methods of preparation of 
the wounded surface for grafting and the successful fixation 
of the particles of graft have an enormous influence on the 
success of the operation, but the scientific dressing of the 
wound after grafting is also of importance. The two 
essentials—(1) the proper fixation of the grafts, and (2) such 
perfect cleanliness of the wound surface as to prevent 


suppuration—constitute the extreme difficulty of the task, 
for it is almost impossible to remove the dressing without 
disturbing the grafts, and without doing so the absence of 
discharge cannot be determined. To prevent adhesion 
of the grafts to the dressing they have been protected by 
strips of silver-foil, gold-beater’s skin, or other substances 
applied in overlapping layers, or in pieces perforated to 
allow of drainage. This method, although perfect for fixing 
the grafts, has the important disadvantage of encouraging 
the wounded surface to discharge, with consequent accumu¬ 
lation of pus under an impervious cover, thereby clogging the 
particles and preventing their growth. This I have found to 
account for most of my failures. 

To prevent the accumulation of discharge under the pro¬ 
tective dressing I decided, therefore, to use a coarse-meshed 
metallic netting to fix the grafts, and over that I placed a 
moist dressing of saline. Unfortunately, I was unable, 
owing to the war, to procure a suitable silver net, but I found 
that the ordinary large-meshed canvas supplied for ladies' wool¬ 
work answered all the requirements. To obtain the necessary 
elasticity and pliability and prevent the canvas from absorb¬ 
ing pus into its meshes, which might render the wounded 
surfaces septic, the canvas was starched and soaked in melted 
paraffin. The canvas thus treated was then rolled on 
a glass cylinder, wrapped in waxed paper, and sterilised, 
during which process the superfluous paraffin was absorbed 
and a firm, pliable, non-absorbent netting obtained, 
which proved an excellent covering for Thiersch's grafts. 
Pieces of skin were transplanted direct on to a granulated 
surface previously prepared by daily dressings. This 
dressing consisted of several layers of sterilised gauze soaked 
in saline, over which was placed dry wood-wool (lignine) 
bandaged on without either oilskin or waxed paper. On the 
wound when grafted is placed the net or canvas which on 
becoming warmed by the heat of the body at once adheres 
closely to the surface. The net should be larger than the 
wound and the edges securely strapped down with strips of 
adhesive plaster. Over this is then placed a dressing of 
gauze soaked in saline covered with lignine without either 
oilskin or waxed paper and securely bandaged. After two 
days the dressing, as far as the net can easily be removed as 
the gauze scarcely adheres to the canvas. Slightly moistening 
the dressing will help to remove it. The net remains in 
place for eight days, the dressing is changed daily, 
and the surface of the canvas cleansed from discharge 
with saline or hydrogen peroxide. On the eighth day 
the canvas is removed, when the grafts will be found firmly 
adherent and beginning to spread over the periphery. The 
certainty of success under these conditions is very great. 
Grafting by this method has been practised by me and my 
assistants in more than 20 wounds of more than a hands- 
breadth without losing a single graft. The encouraging 
results prompt me to publish these observations. 

I am, Sir, yours faithfully, 

A. N. Hagmann, 

Professor at the Moscow Women’s Surgical College. 


THE HEROES OF WITTENBERG. 

To the Editor of The Lancet. 

Sir, —Many of us must feel deeply that some memorial should 
be put to the memory of the three brave doctors who died at 
Wittenberg Camp, of typhus, while doing their utmost to 
alleviate the terrible suffering and misery of which we have 
all read, with a thrill of horror, from the reports of Major 
Priestley. Captain Vidal, and Captain Lauder. 

The King has voiced all our wishes by the honours he has 
graciously bestowed on these gallant men who mercifully 
survived, and we now feel that the names of those who died— 
Major W. B. Fry, Captain A. A. 8utcliffe, and Captain S. 
Field, all officers in the Royal Army Medical Corps—should 
be remembered in the years to come. 

All will agree that, if possible, the memorial should take 
the form of helping to alleviate suffering and do some 
permanent good, but that must necessarily depend on the 
amount received. 

I will gladly receive and acknowledge all contributions, 
however small, for I feel all men and women will wish to 
join in honouring the memory of such men. 

' I am, Sir, yours faithfully, 

CON8TANCB PARKER OP WADDINGTON. 

Aid worth, Haslemere, Surrey, May, 1916. 
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THE HORRORS OF WITTENBERG CAMP. 

To the Editor of The Lancet. 

Sir, —When you were good enough to publish in your 
issue of April 22nd a letter from me upon the above subject 
my intention was to bring a resolution before the annual 
meeting of the Laryngological Section of the Royal Society 
of Medicine requesting the Council of the society to delete 
the names of all Corresponding Members of German birth 
from the roll of the section as an outward expression of 
disgust with the treatment,. or rather lack of treatment, 
meted out to our helpless and fever-stricken prisoners of 
war at the hands of their professional confreres. 

A resolution to this effect was sent by me to the honorary 
secretary of the section, but on submission to the President 
of the society was held by him to be ultra vires. I accord¬ 
ingly modified the original and sent a fresh resolution to the 
secretary of the Otologioal Section for discussion at the 
annual meeting on May 19th, couched in the following 
terms:— 

That the members of the Otologioal Section of the Royal Society of 
Medicine desire to place on record their sense of abhorrence and disgust 
at the conduct of Oberstabsarzt Dr. Aschenbach and his colleagues in 
their abandonment of British prisoners of war during the epidemic of 
typhus fever at the Wittenberg Prisoners of War Camp, and request 
the Council of the Royal Society of Medicine to take such steps as 
they in their judgment may think fit to emphasise the feelings of 
indignation shared by members of the British medical profession. 

This resolution was accepted as in order by the President of 
the Section, Dr. Albert Gray, of Glasgow, was proposed by 
myself, seconded by Mr. Richard Lake, and supported by 
Dr. Watson Williams. After a somewhat prolonged and 
pointless discussion the resolution was put to the meeting 
and lost, 9 members voting in its favour, 13 against. 

The majority of the members present at the annual 
meeting of the Otological Section were therefore in favour 
of making no protest whatever against German barbarity to 
those typhus-stricken prisoners of war who, in their day of 
health and vigour, had done what lay in their power to 
defend our hearths and home. Sine ilia laohrymee. 

I am. Sir, yours faithfully, 

Manchester, May 28th, 1916. WILLIAM MILLIGAN. 


CIRRHOSIS OF MESENTERY. 

To the Editor of Thh Lancet. 

Sir, —I have had some difficulty in finding an apposite 
term with which to describe some conditions which I have 
encountered when operating in the abdomen of alcoholic and 
fatty subjects. The cases could be classified into: 1. Those 
in association with hepatic cirrhosis. I have from time to 
time observed remarkable tumefaction and induration of the 
great omentum, which at first glance suggested malignant 
infiltration, but in which the history, general condition, and 
absence of nodules, with the coexistence of a contracted 
liver, dispelled such a suspicion. On section only ordinary 
fibrous tissue formation was noted. In other words, what 
once was a delicate fatty apron had become converted into 
a diffused block of cirrhosed material. 2. Those displaying 
the ominous alcoholic girdle—a ring of dilated superficial 
veins over the lower thorax. In these I have often noted 
that when an attempt was made to ligate peritoneal 
adhesions the ligatures easily cut, or indeed broke, through, 
and in several instances I have had a similar experience 
with the meso-appendix prior to appendicectomy. Section 
invariably showed marked thickening with distinct fibrous 
changes. Furthermore, I have in these cases frequently 
met with distinct fibrous degeneration (cirrhosis) of the 
bowel wall, which readily broke away on insertion of 
sutures to cover in the appendical stump. 3. Those 
occurring in fatty persons, women and alcoholics in 
particular, in whom there was a history of ill-defined 
colicky pains, without any obvious organic lesions. This 
type of case has often caused me much diagnostic per¬ 
plexity, and on abdominal exploration I have often found 
nothing to account for the symptoms except the partial 
conversion of large appendices epiploicae into dragging masses 
of fibrous tissue. The size on section of the fibrous strands 
which permeate some of these lumps was noteworthy, and 
in some unquestionable victims of alcohol I have seen a 
complete cirrhotic transformation of these strands. 

In many of these patients definite evidence of pericolitis 
was present—viz., extensive adhesions in the csecal, ascend¬ 
ing colon and sigmoid regions. In some there had been a 


definite history of spasmodic pain and discomfort, colitis, 
constipation, or gastritis. Separation of intestinal adhesions 
in alcoholic individuals is a futile procedure, as they always 
re-form. Although we are taught that fat stores up excess of 
alcohol, I am inclined to attribute this form of cirrhosis to 
microbic infection or to bacterial toxins passing from within 
outwards through the wall of the intestine by the lymphatics. 
The infection itself has been caused by prolonged irritation 
of the mucous membrane due to a liberal intake of alcohol, 
or in fat women to the fascal accumulation in their sluggish 
colons. I have also observed this cirrhosis of the mesentery 
in conjunction with glycosuria, suggesting that the fatty 
tissue in the pancreas had become similarly infected and 
cirrhosed so as to interfere with the function of the islands 
of Langerhans.—I am, Sir, yours faithfully, 

John O’Conor, M.A., M.D. T.O.D., 

Senior Medical Officer, British Hospital, Bnenos Aires. 


BOGUS MEDICAL DEGREES BILL FOR 
INDIA. 

To the Editor of The Lancet. 

Sir,—W ith regard to your correspondent’s reference to the 
Bogus Medical Degrees Bill for India that appeared in your 
issue of May 13th, Sir Pardey Lukis is quite right in his 
belief that a very large consensus of opinion is in favour 
of the principle of the Bill. The few criticisms are only 
made with regard to details. For instance, I can quite 
understand the attitude of the Bombay Medical Union 
which at its annual meeting held an open mind concerning 
the Government recognition of the Yunani (Mussalman) and 
Ayurvedic (Hindu) systems of medicine. While in India 
about two years ago I was much impressed with the good 
work carried on by many Ayurvedic physicians, some of 
whom are qualified men with medical diplomas from Indian 
Universities. The Ayurvedic colleges in India are training 
men in anatomy, physiology, pharmacy, and medicine, and 
are doing original work by translating Sanscrit medical works 
and reinterpreting them in the light of modern medical 
science. Any indigenous attempt to revitalise Indian medi¬ 
cine by European thought ought to be welcomed by all well- 
wishers of India. For it is only by this way that the millions 
of the Indian people will take kindly to Western medicine, 
and thus a lasting union between India and England be 
made. Therefore I sincerely hope that the work of the 
Ayurvedic colleges may find some recognition in the Bill 
now before the Indian Government. 

I am, Sir, yours faithfully. 

Wells, May 21st, 1916. 0. MUTHU. 

A MINOR SYMPTOM OF EXOPHTHALMIC 
GOITRE. 

To the Editor of The Lancet. 

Sir,—I should like to draw attention to a peculiarity 
exhibited by some patients who are suffering from exoph¬ 
thalmic goitre—namely, a tendency to wash their hands with 
a frequency which is out of all proportion to the demands of 
ordinary cleanliness. The hyperidrosis of the hands, and 
especially of the palms, usually associated with the disease 
in question is, no doubt, responsible for this phenomenon in 
a certain number of cases, but, on the other hand, it has 
been found in well-marked cases of exophthalmic goitre in 
which excessive sweating of the palms did not appear to be 
present, and in which the patients themselves were entirely 
unconscious of its presence, and only complained, as far as 
their hands were concerned, of a feeling as if the latter 
were “always dirty.” In cases of this type the tendency to 
wash the hands very frequently may be partly in the nature 
of a neurosis, and partly a result of chronic discomfort due 
to slight palmar hyperidrosis of which the patient is not 
actively conscious. 

The interest attaching to this symptom lies in the fact that 
it sometimes appears in comparatively early cases; in one 
case of well-marked exophthalmic goitre it was found upon 
inquiry that a desire to wash the hands very frequently con¬ 
stituted one of the first departures from the normal which 
the patient had noticed. The writer has found the symptom 
in question present to a greater or lesser degree in seven 
undoubted cases of exophthalmic goitre—all in women— 
and also in a woman suffering from nodular headache who 
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had a slightly enlarged thyroid gland, unassociated, how¬ 
ever, with any further symptoms of exophthalmic goitre. 

I am, Sir, yours faithfully, 

Richard J. Gyriax, M.R.O.S., L.R.C.P. 
Welbeck street, W., May 22nd. 1916. 


THE RESPONSIBILITY OF MEDICAL 
OFFICERS IN CHARGE OF 
PRISONERS. 

To the Editor of The Lancet. 

Bib,—I, like many other officers of the Royal Army 
Medical Corps, have lately been in charge of prisoners, and 
1 suggest that The Lancet would do well to instruct us 
in our duties. The questions involved are important, and 
one*s ordinary superiors appear to have no definite conception 
of the ethical and juridical principles involved. Let me 
state the problem. 

1. One is dealing with a lot of men and women, not 
subject to military law, not convicted of any crime, and of 
whom the highest authority has stated that some are 
innocent and arrested by mistake. 

2. The medical officer would presumably be held primarily 
responsible for any hurt which any of these prisoners 
suffered in health from insanitary surroundings, over¬ 
crowding, defects of food or clothing, &c., consequent on 
their confinement. 

3. How far the operations of martial law would protect 
him from subsequent oivil action seems doubtful. Certainly 
he could be called on to justify his actions. 

4. Is there an implied responsibility, arising out of the 
office of physician to the prisoners, to ascertain that each 
one of them is fit for detention or for transportation ? 

5. If a prisoner be decided by the authorities to have been 
improperly arrested, and an order for his discharge be 
made, but meanwhile he dies as a result of the insanitary 
conditions of his place of detention or of the voyage of 
transportation, can the medical officer be held civilly 
responsible ? 

6. In such a case as above where the person, who dies on 
the journey or loses his mind during detention, is not a 
person subject to military law, if the medical officer be 
charged in the civil court, is it any answer to say that his 
official superior did not think the patient unfit for the 
journey or the place overcrowded or insanitary ? 

7. The point at issue is, How can the medical officer 
reconcile his responsibility to the patient who is not under 
military law with obedience to his military superior 7 

I am, Sir, yours faithfully, 

Dublin. May 26th, 1916. LIEUTENANT, R.A.M.C. 

%♦ Our correspondent will find, we believe, that no 
military orders will compel him to do violence to his 
ethical conceptions.—E d. L. 


Hospital Saturday was observed at Portsmouth 
on May Z7th, when £62511s. 6 d. were collected for the hospital 
and other local medical charities. Since the inauguration 
of this Fund in 1876 the sum of £29,986 has been received 
from this source. 

Conference on Sanitary Administration under 
War Conditions.— At the Royal Sanitary Institute, 90, 
Buckingham Palace-road, S.W., a conference on the above 
subject will take place on Friday and Saturday next, 
June 9th and 10th. The conference will be opened by the 
Lord Mayor of London, and at the morning session of the 
first day Mr. H. Percy Bouluois, M.Inst.C.E., and Dr. James 
Wheatley, medical officer of health to the Shropshire 
County Council, will open a discussion on the Maintenance 
of the Standard of Municipal Sanitation during the Continu¬ 
ance of War Conditions, the Mayor of Westminster presiding. 
At the morning session of the second day Dr. A. B. Ritchie, 
medical officer to the Manchester Education Committee, 
will open a discussion on the Administration of the 
Mental Deficiency Act from the Social and Educational 
Standpoint, Mr. Leslie Scott, K.C., M.P., presiding. The 
afternoon sessions will be devoted to visits to various 
municipal and commercial institutions, as well as to the 
Ring George Hospital and King’s College Hospital. No 
charge will be made for the Conference ticket, but a fee 
of 5s. will be asked for proofs of the papers opening the 
discussions, together with the subsequent report of the 
proceedings. For further particulars application should 
be made to the secretary at the Institute. 


War. 


The Casualty List. 

The following names of medical officers appear among the 

casualties announced since our last issue :— 

Killed. 

Captain D. Waterston, Canadian A.M.C., attached to the 
Canadian Infantry, received his medical education at 
McGill University, Montreal, and qualified in 1914. 

Lieutenant-Colonial G. 0. Moorhead, Commanding Officer, 
Nyasaland Contingent, Union Expeditionary Force, was 
a medical man in practice in Central Africa, which he 
gave up on the outbreak of war and joined the Union 
Defence Force as a combatant officer, having previously 
seen service in the South African War. 

Died. 

Lieutenant H. J. S. Kimbell, R.A.M.C., was a student of 
St. Bartholomew’s Hospital, London, and qualified in 
1907. He held appointments at the West End Hospital 
for Nervous Diseases, the Hospital for Women, Soho, 
the City of London Lying-in Hospital, and the Bedford 
County Hospital, and was recently in charge of the 
Preston Hall Hospital. Maidstone. He joined the 
R.A.M.C. in August, 1915. 

Wounded. 

Captain J. H. Aikman, R.A.M.C. 

Captain G. A. E. Argo, R.A.M.C. 

Previously reported Missing, now reported Prisoners. 

Lieutenant J. Brown, R.A.M.C. 

Captain W. R. O’Farrell, R.A.M.C. 


Deaths among the Sons of Medical Men. 

The following sons of medical men must be added to our 
lists of those who have fallen during the war:— 

Lieutenant-Colonel G. O. Moorhead, Union Expeditionary 
Force, eldest son of the late Brigade-Suigeon G. A. 
Moorhead. 

Second Lieutenant C. C. Howard, only son of Dr. J. A. 
Howard, of Upper Norwood. 

Lieutenant G. D. Grune, Royal Field Artillery, attached to 
the Royal Flying Corps, son of Captain E. Grune, 
R.A.M.C., of Southwick, Sussex. 


The Honours List. 

The following awards to medical officers for gallantry and 
devotion to duty in the field are announced:— 

Distinguished Service Order. 

Temporary Captain Thomas Lewis Ingram, R.A.M.C. 
(attached 1st Battalion Shropshire Light Infantry). 

For conspicuous gallantry and devotion to duty. He collected and 
attended to the wounded under very heavy fire, and set a splendid 
example. Since the commencement of the war he has been con¬ 
spicuous on all occasions for his personal bravery. 

Military Cross. 

Captain James Cooper Brash, 10th Field Ambulance, 
R.A.M.C. (Special Reserve). 

For conspicuous gallantry and devotion to duty. He went to an 
artillery dug-out which had received a direct hit, and, assisted by two 
men, extricated the wounded and administered first aid under heavy 
shell fire. 

Captain Henry Percival Hart, R.A.M.C. 

For conspicuous gallantry and devotion to duty when, although him¬ 
self wounded, he went out, dressed, and brought into safety the 
wounded under heavy shell fire. 

Temporary Captain Philip Randal Woodhouse, R.A.M.C. 
(attached 1st Battalion Irish Guards). 

For conspicuous gallantry and devotion to duty. He tended the 
wounded under heavy shell fire, and, though himself wounded, con¬ 
tinued bis work. On another oocaslon he went across the open under 
shell fire to attend to the wounded. 

Temporary Lieutenant William John Knight, 73rd Field 
Ambulance, R.A.M.C. 

For conspicuous gallantry and devotion to duty when in charge of an 
advanced dressing station under heavy shell fire. He continued to 
attend the wounded with great coolness. 
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Mentioned in Despatches. 

In a despatch from General Sir Douglas Haig, G.C.B., 
dated May 19th, dealing with recent operations of the 
British Army in France, the following references to the 
medical services and to chemical research are made :— 

All branches of the medical services deserve the highest 
commendation for the successful work done by them, both at 
the front and on the lines of communication. The sick-rate 
has been consistently low, there has been no serious epidemic, 
and enteric fever, the bane of armies in the past, has almost 
completely disappeared owing to preventive measures 
energetically carried out. The results of exposure incidental 
to trench warfare during the winter months were to a very 
great extent kept in check by careful application of the pre¬ 
cautions recommended and taught by regimental medical 
officers. The wounded have been promptlyandefficiently dealt 
with, and their evacuation to the base has been rapidly accom¬ 
plished. The close cooperation which has existed between 
the officers of the regular medical service of the army and 
those members of the oivil medical profession who have 
patriotically given their valuable services to the army, has 
largely contributed to the prevention of disease and to the 
successful treatment and comfort of the sick and wounded. 
As part of the medioal services, the Canadian Army Medical 
Corps has displayed marked efficiency and devotion to duty. 

The valuable nature of the work performed by the officers 
of the Central Laboratory and the chemical advisers with 
the armies in investigations into the nature of the gases and 
other new substances used in hostile attacks, and in devising 
and perfecting means of protecting our troops against them, 
is deserving of recognition. The efforts of these officers 
materially contributed to the failure of the Germans in their 
attack of 19th December, 1915, as well as in the various gas 
attacks since made. 

In despatches from Brigadier-General Barnardiston, 
M.V.O., dated October and November, 1914, but published 
only this week, dealing with the operations, in conjunction 
with the Japanese army and navy, against the German colony 
of Tsingtau (Kiao-chau), the names of the following medical 
officers are mentioned as deserving of special notice for their 
services:— 

Fleet-Surgeon Clarke. | Major J. A. Hartigan, B.A.M.O. 

Captain G. H. Dive, R.A.M.C. 

In despatches from Major-General Sir C. Dobell and from 
General Ctmliffe, dealing with the operations of the 
Cameroon Expedition, the names of the following medical 
officers are mentioned :— 

Major E. B. Booth, D.S.O., R.A.M.C. 

Captain T. M. R. Leonard, West African Medical Staff. 
Lieutenant-Colonel J. C. B. Statham, C.M.G., R.A.M.C. 
West African Medical Staff: J. C. M. Bailey, W. S. Clark, 
W. E. S. Digby, W. H. Peaoock, T. H. Suffern, C. E. S. 
Watson, and R. F. Williams. 


Central Medical War Committee. 

A meeting of the Central Medioal War Committee was 
held on May 31st, when the position of medical men in 
relation to the Military Service Acts was fully considered. 
The official recognition of the Committee. and of the 
Committee of Reference of the English Royal Colleges, and 
the Scottish Medical Service Emergency Committee was 
pointed out, this position having been brought about by the 
assistance of four great departments, the Royal Army 
Medical Corps, the General Medical Council, the Local 
Government Board, and the National Insurance Commission. 
The task now before the Central Medical War Committee is 
to enumerate and classify all the medical men concerned, 
under the Military Acts, the age-limit here being 41, or under 
the enrolment scheme, where the age-limit is 45. In this 
task and the work which follows the Committee will receive 
expert legal and clerical assistance from the National 
Insurance Commission. _ 


Work at a Field Ambulance. 

Lieutenant-Colonel G. J. Stoney Archer, R.A.M.O., who 
has been in charge of field ambulances in Gallipoli and in 
France since the outbreak of war, sends the following scheme 
of duties devolving upon the personnel of the ambulance 
when a batch of wounded is expected or arrives. 

For the purposes of the scheme it is assumed that the tent 
subdivision of B and the section bearers of A and B are at 


the advanced dressing station, and the tent subdivision of A 
is open at headquarters, with tent and bearer subdivisions of 
C assisting and in reserve, as this will probably be the^best 
distribution of the field ambulanoe when in action. The 
following is the scheme :— 

Distribution of Bastions, 

1. Dispenser, — (a) The dispenser. Sergeant M -, under 

Captain P-’s instructions, will have dressings, instruments, 

Ac., sterilised and ready. ( b ) He will have a solution of 
morphia (hypodermic) available in two small bottles of con¬ 
venient size, also antitetanic serum and syringe for same, 
also strychnine, pituitary extract, chloroform, Bkinner’s 
mask, Ac. — 

2. Cook. —The cook will have plenty of boiling water ready 

for making lotions, tea, milk, or bovril, Ac. Lieutenant and 
Quartermaster H-will supply him with necessary stores. 

3. Sergeant-Major. — (a) The Sergeant-Major will inform 
all the medical officers, who will at once come to the 
receiving-room and be available for duty, (ft) He will at 
once parade all available N.G.O.’s and men at headquarters, 
with the exception of the clerks and sanitary squad. The 
bearers will fall in with their slings (see note (4) on the 
scheme), (c) The Sergeant-Major will superintend the bearers 
bringing in or taking out cases to the motor ambulance convoy. 

(d) He will detail two or more orderlies, whose sole duty will 
be to go round continuously to every wounded man and ask 
him if he would like a drink of water, tea, bovril, or milk, or 
a cigarette, and to give him what he asks for unless there are 
two red lines drawn across the label on his coat (see 
para. 4 o.). The orderlies will also ask each wounded man 
if they oan do anything to make him more comfortable, such 
as arranging a stretcher pillow or coat under his head or 
other part of his body as required. They will at once report 
to a medical officer if any man seems to require morphia 
owing to being in pain. They will also see that those who 
are cold get hot-water bottles, sufficient blankets, Ac. 

(e) The Sergeant-Major will see that the nursing orderlies are 
in their wards, and assisted by other men brought in from the 
bearers, (f) He will detail an orderly to be attached to each 
medical officer as his personal assistant. 

4. Officers. — (a) The officers present wonld be Lieutenant* 

Colonel A-, Captain P-, and Lieutenant and Quarter¬ 
master H- (A Section), and Captain S-, Lieutenant 

M-, and Lieutenant H-(C Section), (ft) Lieutenant 

H-and Lieutenant M-will be at Captain P-’s dis¬ 

posal and assist him with the dressings, Ac. ( 0 ) Captain 

S-will see each case as it arrives, and arrange that each 

wounded man is inspected at once. He will select those who 
require immediate attention, and will mark them by drawing 
one red pencil line across the label on their coat. Any oase 
which is not to have liquid or food of any sort by the mouth 
(e.g., perforating intestinal wounds, Ac.) will have two red 
lines drawn across their label with a red pencil (as a cheque 
is crossed). ( d ) Chest, abdominal, moribund, and slight 
cases will be arranged systematically in separate places as 
far as possible. ( e ) Lung oases, after they have been dressed, 
will have a blue bandage tied on a conspicuous part of their 
clothes, abdominal cases a red bandage, and all other cases 
a white bandage. ( f) Cases that a medical offioer dresses 
and considers will probably not require dressing again that 
day should have this recorded on their tally, in addition to 
the usual instructions which are put on the tally, such as 
amount of morphia given, antitetanic inoculation, Ac. 

(g) Lieutenant and Quartermaster H-will superintend the 

pack-storekeeper’s work and be responsible that a plentiful 
supply of dressings is available. 

5. Admission and Discharge Sergeant .— (a) The admission 
and discharge sergeant will keep on charge two red pencils 
for use as mentioned in para. 4 (<?). 100 cigarettes for issue 
to patients (para. 3 (d) ), and 100 red, 100 blue, and 300 white 
bandages, about a foot long, for use as mentioned in para. 
4 ( 0 ). (ft) The admission and discharge sergeant of C Section 
will be present with his book, and assist if many cases 
come in quickly, (o') Each clerk will have in his possession 
100 Army Forms W. 3210 pinned together and be supplied 
with pin6 for pinning same on to patients’ tunios. 

6. Packet ore. — (a) The pack store-keeper of 0 Section 
will assist if required in packstore work, (ft) A reliable 
N.C.O. (working with the packstore-keeper) will be detailed 
to check and verify the personal kit and equipment of 
officers on admission or transfer, or on discharge. 
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The N.C.O. detailed will take particular care to inspect 
and note whether field-glasses and revolvers are con¬ 
tained in their cases, and will carry ont instructions laid 
down in Circular D.G.M.S. No 26/2,105/15 where it applies, 
that is in case of death or where an officer is unconscious 
and has no servant in charge of his kit-, Ac. 

7. Distribution of personnel. —Dispensers: Sergeant M- 

(A Section), assisted by Sergeant B-(B Section). Dis¬ 
penser’s orderlies: Private D- and Private O-. 

Officers’ orderlies : To Lieutenant-Colonel A-, Lance- 

Corporal N-; to Captain S-, Private L-; to 

Captain P-, Private A-, to Lieutenant M -, 

Private C-, to Lieutenant H-, Private B-. Orderlies 

to attend to wounded waiting to be dressed : Privates C- 

and 0-. Orderlies to attend to wounded after being 

dressed and removal: Privates B-and H-. 

Notes on Above Scheme. 

1. The above scheme will be carried out without notice-by 
labelling bearers of C Section with supposed serious injuries, 
and the C.O. expects that when he gives a signal -for this to 
be done officers and other ranks will fall into their place and 
carry out the above duties automatically. 2. For the 
information of all concerned a copy of this scheme will be 
posted up in the orderly room, the admission room, and 
in a convenient place where all ranks can see it. 3. The 
officers, N.C.O.’s, and men above mentioned will, of 
course, vary from time to time, depending on the officers, 
N.C.O.’8, and men who may be absent at the advanced 
dressing station, Ac., but this will not in any way 
interfere with the general working of the scheme, 
the commanding officer making the necessary altera¬ 
tion in actual personnel immediately the occasion arises. 
4. A stretcher sling has now been given to each stretcher- 
bearer in this field ambulance ; it is marked with his number 
and name, and he is responsible for it as part of his equip¬ 
ment. When the slings were left with the stretchers it was 
found that they were being continually lost and not avail¬ 
able when required. This plan has a further advantage that 
the bearer always has a sling fitted and padded to his own 
else and liking. 5. The commanding officer will hold all 
ranks responsible for being thoroughly acquainted with the 
above .scheme. _ 


Craigleith Hospital Chronicle.—O ur con¬ 
temporary the Craigleith Hospital Chronicle , the profits of 
which are devoted to extra comforts for the sick and 
wounded, has among its May-June contents an interesting 
illustrated account of Easter in Russia by Jean d’Auvergne 
and a short history of the Regalia of Scotland. The repro¬ 
duction of a portrait of Surgeon-General J. 0. Culling, the 
new D.D.M.S. of the Scottish Command, forms a frontispiece. 
Copies of the magazine can be obtained from the 2nd Scottish 
General Hospital, Craigleith, Edinburgh, price 6d. 

Keighley Base Hospital.— The new military 
base hospital at Morton Banks, Keighley, Yorkshire, which 
will afford accommodation for about 400 cases, will be opened 
in four or five weeks’ time. Owing to the energetic action 
of the Mayor of Keighley, £10,200 have been collected in 
little over a month, a sum which will cover the cost of con¬ 
verting the fever hospital and adding other buildings which 
will constitute the new military structure. 

Baths for Eau Cotjrante Treatment at 

Brighton. —Baths for this treatment of injuries of the 
arm and leg have been installed in connexion with the 
Red Cross Auxiliary Hospitals for Officers at Brighton. The 
apparatus installation is the generous gift of H.R.H. the 
Princess Royal. 

Medical Men and War Service.— A meeting 
of medical men was recently held at Plymouth, about 30 
being present, the majority of whom enrolled for military 
service. 


Prize Essay on Maternity and Child Welfare. 
—The Royal Sanitary Institute is offering a medal.and a 
prize of £50 for the best thesis on a scheme for maternity 
and child welfare work suitable for adoption by local autho¬ 
rities. The conditions may be obtained from the Secretary, 
90, Buckingham Palace-road, London, S.W. ’ 


Utefckal Jfefos. 


University of London.— At the Third (M.B., 
B.S.) Examination for medical degrees held recently the 
following candidates were successful:— 

Louis Abel Celestin. University College Hospital ; William Maurice 
Crombie, St. Thomas’s Hospital; Christopher Ignatius de Silva, 
University College Hospital; John Alfred Wylde Ebden, West¬ 
minster Hospital; David Sydney Graves, Guy's Hospital; Innea 
Hope Pearse, London (Royal Free Hospital) School of Medicine for 
Women; *tLeonard George Phillips, B.Sc, Middlesex Hospital; 
Lloyd Desbat Phillips, University College Hospital; Emma 
Christine Plllman, London (Royal Free Hospital) School of 
Medicine for Women; Arthur Lisle Punch, Guy's Hospital; Leslie 
Norman Reece, St. Thomas’s Hospital; *tIStanley Ritson. B.Sc. 
(University Medal). King s College Hospital; Douglas George 
Clutsam Tasker, University of Bristol; James William Tudor 
Thomas, Middlesex Hospital and University College. Cardiff; 
Arthur Henry Turner, University of Liverpool; Sibyl Ibbetaon 
Welsh, London (Royal Free Hospital) School of Medicine for 
Women; and Arthur Wal-tak Woo, London Hospital. 

* Distinguished in Medicine. t Distinguished la Surgery. 

I Distinguished in Midwifery and Diseases of Women. 

The following candidates have passed in one of the two 
groups of subjects 

Group /.—Grace Mary Griffith, University College, Cardiff, and 
University of Leeds; Cyril Eaton Petley and Basil Sampson, 
Guy’s Hospital; Alfred George Simmins, Guy’s and Westminster 
Hospitals; and Eric Clarence Spaar, B.A., Ceylon Medical College 
and St. Bartholomew’s Hospital. 

Group II.- Arthur Wilfrid Adams, University of Bristol; Frederic 
Vivian Be van Brown, Guy’s Hospital; Robert Malcolm Daimatt, 
St. Bartholomew’s Hospital; Waiter Henry Lloyd, Middlesex 
Hospital; and Violet lone Russell, London (Royal Free Hospital) 
School of Medicine for Women. 

N.B.—This list, published for the convenience of candidates, is issued 
subject to its approval by the Senate. 

The animal general meeting of supporters of the 
South London Hospital for Women, Clapham Common, 
S.W., will be held at 16, Carlton House-terrace, 8.W., by 
permission of Lady Cowdray, on Thursday next, June 8th,at 
3.15 p.m., the Marchioness of Londonderry presiding. Lady 
Frances Balfonr, Sir Frederick Treves, and Mr. Pett Ridge 
are announced to speak. 

Chadwick Lectures on Measles.— The first of 
the two Chadwick lectures on measles, delivered by Dr. 
H. J. Cates, medical officer of health of St. Helens, 
Lancs., was presided over by Sir William J. Collins, chair¬ 
man of the Chadwick Trustees. Sir William Collins stated 
that in London during the period 1905-09 measles killed 
more children than all the ordinary notifiable diseases put 
together. Nearly all the deaths from measles were of 
children under the age of 5 years. In the case of measles, 
unlike other notifiable diseases, notification could not be 
directed to stamping out the disease altogether nor to the 
removal of most of the cases to hospital. Home nursing 
therefore became all-important, although it might well be 
supplemented by voluntary hospital provision. Insanitation 
was mainly responsible for the nigh fatality in certain places 
and at certain times. The deadly epidemic in the Fiji 
Islands in 1874 was due, not as was often said to the disease 
attacking a virgin soil, but to the gross neglect of the sick 
and want of ordinary care and nourishment. At the present 
time we ought not to relax ordinary sanitation and leave 
refuse undealt with and streets nnwatered or we should pay 
the penalty of epidemic disease and high infant mortality. 
Dr. Cates dealt with the history of the disease, describing 
how epidemics of measles in the past had destroyed nearly 
a quarter of the population of a district. In England and 
Wales 10,000 children died from the disease every year, and 
at least an equal number were left permanently disabled. 
Since the commencement of war there had been serious 
outbreaks of measles amongst the troops in several areas. 
The occurrence of an epidemic could be foretold with 
almost mathematical certainty, and there was there¬ 
fore little excuse for sanitary authorities to allow an 
outbreak to find them unprepared. In clean homes 
and in good surroundings healthy children rarely failed 
to make a good recovery; on the other hand, the death- 
rate from measles among infants of unskilled labourers 
was nearly four times as great as that of children 
of the upper and middle classes. The main cause of death 
in measles was infection set up by an unhealthy condition of 
the mouth, nose, and throat. A child whose playground was 
the unswept street, whose idea of hide-and-seek was con¬ 
fined to a romp in an alley in which filth and garbage was 
lying, whose voyage of discovery was limited to a search for 
cigarette cards among the contents of ashpits, was unlikely 
to possess a healthy nose and throat. Dr. Cates appealed for 
the general extension of treatment to children under sohool 
age, and urged that the plea of economy should not be 
allowed to jeopardise the health of the nation. 
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NOTES ON CURRENT TOPICS. 

The Military Service Act. 

THE Military Service Act which introduces compulsory 
military service for all male British subjects ordinarily 
resident in Great Britain between the ages of 18 and 41 has 
received the Royal assent. It embodies a scheme of 
professional committees to deal with exemptions which 
may be granted to medical men. 

Highlands and Islands Medical Service Board. 

The report of the Highlands and Islands Medical Service 
Board for the year 1915 has been presented to Parliament 
and issued as a Blue-book. It states that, as indicated in 
their first report, the Board had in contemplation the 
constitution of committees for the local administration of 
grants from the fund, in the various districts in their area, 
composed of representatives of all the public bodies on whom 
Parliament had placed responsibility for dealing with 
matters affecting the health of the individual or of the 
community. A scheme providing for the election of the 
committees, and setting forth the powers and duties to 
be entrusted to them, was placed before the Secretary 
for Scotland for his consideration in July, 1914. A 
farther scheme for a first allocation of the fund, 
based on the actual needs of the various districts, 
as ascertained by close scrutiny and sifting of the local 
proposals, by such advice as the Board had been able to 
obtain from all available sources, and by conference with 
representatives of the various interests in each district, was 
submitted for approval early in November, 1914. In view, 
however, of difficulties felt by the Secretary for Scotland 
and the Treasury as to the expediency of setting up new 
local bodies for the special purpose of the administration of 
the fund, the Board agreed, after they had placed their 
views fully before the Secretary for Scotland, to undertake 
the direct administration of their grants, utilising the 
assistance of existing local authorities and other bodies 
in any way that might be found to be desirable. The 
decision to dispense with local administrative committees 
necessitated the revision of the schemes already submitted 
and the preparation of more detailed schemes dealing with 
the various aspects of the Board’s work. Fresh proposals 
were placed before the Secretary for Scotland in April, 1915. 
The schemes, as finally approved on August 11th, 1915, are 
given in the report. The Board express their indebtedness 
to the Scotch Education Department for permitting Dr. 
Cruickshank, their medical officer, to take part in the work 
of organising the Board’s schemes, and also to the naval 
authorities for their kindness in arranging for the convey¬ 
ance of nurses and medical stores to and from outlying 
islands where the ordinary means of communication are at 
at present in abeyance. _ 

HOUSE OF COMMONS. 

Wednesday, May 24th. 

Medical Examinations in the Army. 

Mr. Ashley asked the Under Secretary for War why it 
had been decided to increase the number of men medically 
unfit in the army by suspending the check of examination 
by regimental medical officers when men joined second-line 
units; how long must a man have been in training before 
the regimental medical officer was allowed to examine him 
except for infectious disease ; and when a man broke down 
under training and was sent to hospital might medical 
examination then take place.—Mr. Tennant answered : 
There is no limitation to the examination of soldiers by their 
regimental medical officers when it is necessary in the 
interests of the men’s health. 

Mr. Ashley : Can recruits on joining be examined by the 
medical officers of the units ?—Mr. Tennant : Yes, when it 
is considered necessary. 

Medically Rejected Men. 

Answering Mr. Hogge, who put a question regarding men 
who had been medically rejected for the army, Mr. Tennant 
said: The following classes of men will not be eummoned 
for re-examination medically: (a) Those who are recorded in 
the military register as having been rejected at the primary 
military examination; (h) those who are recorded in the 
military register as having been rejected by a medical board; 
(c) those who now willingly present themselves for re-exami¬ 
nation medically and are found by a medical board to be 
unfit for any service; (d) those concerning whom the recruit¬ 
ing officer is satisfied that there is no possible doubt. The 
aim of the Army Council is to eliminate only the improperly 
“rejected” men—that is, men holding certificates which 
have been granted to others than themselves and transferred 
to them, and men holding certificates saying they were unfit 
because of some transient and now long past disability. 


British Prisoners of War in Germany. 

Mr. Tennant, replying to Major Wheler, stated that he 
found that the authorised scale of rations for British prisoners 
in Germany was in practice disregarded with serious con¬ 
sequences to the prisoners. He was advised that if it had 
not been for the parcels of food sent to the men from this 
country they would in many instances have starved. There¬ 
fore he did not think that there should be any relaxation of 
the efforts which had been made, and were being made, to 
send relief to the prisoners. 

The Steel Helmets for the Troops. 

Mr. Tennant informed Mr. Joynson-Hicks that the 
French steel helmet was made in three sizes. The English 
steel helmet was also made in three sizes. 

Thursday, May 25th. 

Internment of Invalid Prisoners in Switzerland. 

Mr. Malcolm asked the Secretary for Foreign Affairs 
when he expected to be able to fulfil his promise to publish 
and circulate the agreement under which invalid German 
and British prisoners of war would be sent to Switzerland 
and also the categories of diseases that would qualify 
prisoners for this transfer.—Sir Edward Grey replied: 
We hope to lay before Parliament the correspondence 
constituting the agreement very shortly. 

Mr. Malcolm also asked the right honourable gentleman 
whether the arrangements now arrived at between Great 
Britain and Germany for the internment in Switzerland of 
invalid prisoners of war were applicable alike to civilian and 
military prisoners.—Sir Edward Grey answered: The 
question of the inclusion of civilians in the arrangement 
arrived at between Great Britain and Germany lor the 
internment in Switzerland of invalid prisoners of war is 
under consideration. We already have an agreement with 
Germany for the repatriation of invalid civilians. 

Recruiting Medical Board at Ipswich. 

Replying to Sir Edward Beauchamp, Mr. Tennant said: 
Arrangements have been made for a recruiting medical 
board to assemble at Ipswich and to commence work there 
on May 29tb. it will sit daily on and after that date. 

Incapacitated Prisoners of War in Turkey. 

Captain Charles Bathurst asked the Under Secretary 
for War whether, in conformity with the practice adopted 
at Kut of exchanging sick and disabled prisoners belonging, 
respectively, to the British and Turkish armies, arrange¬ 
ments could be made for releasing by way of exchange dis¬ 
abled prisoners belonging to the Dorset Yeomanry and now 
in the hands of the Turks in Constantinople.—Mr. Tennant 
answered : An agreement has been reached with the Turkish 
Government for the reciprocal repatriation of incapacitated 
prisoners of war under the same conditions as have been in 
operation for over a year between this country and Germany, 
and it is hoped that this may be put into effect shortly. 
Monday, May 29th. 

Sanitary Accommodation in Dublin Prisons. 

Mr. Devlin asked the Prime Minister whether he would 
lay upon the table of the House of Commons the reports of 
the medical officers regarding the sanitary accommodation 
provided for, and treatment of, prisoners awaiting trial in 
the various prisons and hospitals under the military 
authorities in Dublin.—Mr. Herbert Samuel (Home 
Secretary) replied: The Prime Minister does not think it 
desirable to publish these reports, and his own experience of 
Ireland leads him to think that the sanitary accommodation 
of the prisoners is satisfactory. 

Steel Helmets and Head Wounds. 

Mr. Annan Bryce asked the Under Secretary for War 
whether steel helmets had now been provided for all the 
troops on the Western front; and, if not, whether instruc¬ 
tions would be given that when troops leave the trenches 
they shall leave the helmets for the incoming troops.—Mr. 
Tennant answered: The supply of steel helmets has very 
nearly reached the number asked for up to the present, ana 
it is believed that sufficient has been issued for the needs of 
all British troops within the zone of shell fire in France. As 
regards the latter part of the question, I think we may very 
safely leave the issue of such instructions to the general 
officer commanding in chief, in whom we all have the 
highest confidence, rather than attempt to dictate to him 
from this House on matters obviously within his purview. 

Mr. Annan Bryce also asked whether the use of steel 
helmets had diminished, and, if so, to what extent, the per¬ 
centage of head wounds in British hospitals, which about six 
months ago were 15 per cent.—Mr. Tennant said in reply: 
The percentage of head wounds to the total wounds in British 
hospitals in France from Feb. 12th, 1916, to May 15th, 1916, is 
12-35. 

Tuesday, May 30th. 

The Medical Arrangements in Mesopotamia. 

Colonel Yate asked the Secretary for India when the 
report on the breakdown in the medical arrangements in 
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Mesopotamia would be published ; and whether the report 
would say who were the medical officers or other authorities 
in India responsible for the shortage of medical supplies.— 
Mr. Chamberlain replied: The Commission has not con¬ 
cluded its inquiry, and I am unable to give any date for the 
submission of the report. The terms of reference require 
the Commission to ascertain and assign the responsibility of 
individual officers for any inadequacy or failure of relief or 
shortage of personnel, equipment, vehicles, or stores. 

Watering London Streets. 

Sir Stephen Collins asked the President of the Local 
Government Board whether his attention had been called 
to the condition of many of the streets of London owing 
to the resolve of the various local authorities to discontinue 
the watering of the streets; whether he was aware that 
this neglect of a sanitary regulation was a peril to the health 
of the community, especially during the summer months, 
when sometimes dense clouds of impure matter were blown 
about and inhaled by pedestrians and wafted into open 
windows; and would he take the necessary steps to impress 
upon local authorities the importance of finding some means 
to carry out the duty of watering and purifying the public 
thoroughfares.—Mr. Hayes Fisher (on behalf of Mr. Long) 
answered: My right honourable friend has made some 
inquiry into this matter, but has not learnt that any 
metropolitan borough council has discontinued street 
watering. In some cases street watering has been reduced 
from reasons of economy, and in more cases still from the 
difficulty in getting labour. My right honourable friend has 
already made a statement of his opinion on the policy of 
reducing street watering. 

Wednesday, May 31st. 

Petrol for Medical Men. 

Replying to Sir Thomas Esmonde, Mr. Pretyman (Parlia¬ 
mentary Secretary to the Board of Trade) wrote : The needs 
of medical practitioners are being borne in mind by the 
committee appointed by the Board of Trade for the purpose 
of considering the supply and distribution of petrol, and it 
is hoped that steps towards meeting the requirements of 
medical men generally as regards petrol may shortly be 
possible. _ 


Spiitfments. 


Successful applicant* jor vacancies. Secretaries of Public Institutions , 
ana others possessing information suitable for this column , are 
invited to forward to Thk Lancet Office, directed to the Sub- 
Editor. not later than 9 o’clock on the Thursday morning of each 
week, such information for gratuitous publication. 

Barclay, J. B., has been appointed Certifying Surgeon under the 
Factory and Workshop Acts for the Lydbrook District of the 
county of Gloucester. 

Ksterman, T„ M.B., Ch.B. St. And., House Surgeon at Leicester 
Royal Infirmary. 

Forsyth, R. A., M.D. Glasg., Medical Officer to the Munitions Tribunal 
for the Bradford District, which Includes Bradford, Skipton, Shipley, 
Otley, and Keighley. 

Hedden, R„ L.R.C.P. Lond., M.R.O.S., Certifying Surgeon under the 
Factory and Workshop Acts for the Honiton District of the county 
of Devon. 

Holland, Eardley, M.D. Lend., F.R.C.S. Eng., Assistant Obstetric 
Physician to the London Hospital. 

Porter, Aonks Ellen, M.D., D.P.H.Bdin., Assistant Medical Officer 
to Go van Combination Hospital, Merryflatts. 


#atanros. 


For further information regarding each vacancy reference should be 
made to the advertisement (see Index). 

When the application of a Belgian medical man would be considered 
the advertisers are requested to communicate with the Editor. 

All Saints’ Hospital for Genito-Urinary Diseases, Victoria, 
London. 8.W.—Non-resident House Surgeon, chiefly for after¬ 
noon work. Salary £100 per annum. 

Belfast Municipal Sanatorium, Whiteabbey.—Temporary Assistant 
Resident Medical Officer for six months. Salaty £6 os. a week, 
with board, Ac. 

Bournemouth, Royal Victoria and West Hants Hospital.— 
House Surgeon for six months. Salary £150 per annum and 
extras, with board, Ac. 

Bradford, City of.—Two Temporary Female Medical Officers. Salary 
8 guineas per week. 

Bury Infirmary.— Junior House Surgeon. Salary £150 per annum, 
with board, Ac. 

Chelsea Hospital for Women Fulham-road, S.W.—House Surgeon, 
unmarried. Salary £80 per annum. 

C h e ster field and north Derbyshire Hospital.— Second House 
Surgeon. Salary £150 per annum, with board, Ac. 

Darlington Hospital and Dispensary.— House Surgeon. Salary 
£160 to £200 per annum, with board, Ac. 

Dewsbury County Borough.— Female Medical Practitioner. Salary 
£300 per annum, Ac. 


Dover, Royal Victoria Hospital.— House Surgeon, unmarried. 
Salary sb arranged, with board, Ac. 

Dudley, Guest Hospital.— Assistant House Surgeon for six months. 
Salary at rate of £120 per annum, with board, Ac. 

Exeter, Royal Devon and Exeter Hospital.— House Physician 
for six months. Salary at rate of £150 per annum, with board, Ac. 

Gravesend Hospital.— Female House Surgeon. Salary at rate of 
£200 per annum, with board, Ac. 

Hastings, East Sussex Hospital. —House Surgeon. Salary £150 per 
annum, with board, Ac. 

Hospital for Consumption and Diseases of the Chest, Brompton. 
Assistant Resident Medical Officer. Salary £100 per annum, with 
board, Ac. 

Huddersfield Royal Infirmary.— Senior House Surgeon and 
Assistant House Surgeon. Salaries £150 and £100 per annum, 
with board, Ac 

King's College Hospital, Denmark Hill, S.B.— Assistant Obstetric 
and Gynwoological Surgeon. 

Leamington Spa, Warneford General Hospital.—Two Resident 
Medical Officers. Salary £250 and £150 per annum, with board, Ac. 

London Temperance Hospital, Hampstead-road. N.W.—Assistant 
Resident Medical Officer for six months. Salary at rate of 
£120 per annum, with board, Ac. 

Manchester Northern Hospital for Women and Children, Park- 
place. Cheetham Hill-road.—Female House Surgeon. Salary £120 
per annum, with board, Ac. 

Metropolitan Hospital, Klngsland-road, N.B.—Surgeon for Diseases 
of Women. 

Middlesbrough, North Ormesby Hospital.— Assistant House Sur- 
eon. Salary £150 per annum, with board, Ac.; or Senior 
tudent. £100 per annum. 

Munition Factories.— Medical Women required. 

New Hospital for Women, Euston-road. N.W.—Female Senior 
Clinical Assistant to Out-patient Department; also as Anesthetist. 
Salary £10 10s. per annum. Also Clinical Assistants, Wednesday 
and Saturday afternoon. 

Plymouth, South Devon and Bast Cornwall Hospital.— House 
Surgeon. 8alary £250 per annum, with board, Ac. 

Preston Royal Infirmary.— Resident Medical and Surgical Officer. 
Salary as arranged. 

Reading, Royal Berkshire Hospital.— House Physician for six 
months. Salary £250 per annum, with board. Ac. 

Sheffield City Hospital (Infectious Dlseases).— Assistant 
Medical Officer. 8alary £225 per annum, with board. Ac. 

Sheffield Royal Infirmary.— House Physician. Salary £120 per 
annum, with board, Ac. 

Sunderland. County Borough.— Temporary Tuberculosis Medical 
Officer. Salary £500 per annum. 


The Chief Inspector of Factories, Home Offioe, London, 8.W., gives 
notloe of vacancies for Certifying Surgeons under the Factory 
and Workshop Acts at Farlngdon, Berks; and at Tregaron, 
Cardigan. _ 


arrives, stir Jjeatfts. 


BIRTHS. 

Bride.— On May 23rd, at Beech wood, Bccles, the wife of Lieutenant 
T. Mllnes Bride,, R.A.M.C., of » daughter. 

Good.— On May 23rd. at Dobbs, High Bicklngton, N. Devon, the wife 
of Arnold S. Good, M.R.C.S., L.R.C.P., of a son. 

Hayden.— On May 25th, at Wymering-mansions. W.. the wife of 
Captain A. F. Hayden, M.B., F R.C.S., I.M.S. (retired), of a son. 

Hodder.— On May 26th. at Sandon-road, Stafford, the wife of Lieu¬ 
tenant-Colonel A. E. Hodder, R.A.M.C. (T.), of a daughter. 

O’Connor.— On May 29tb, at Alexandra-mansions, Chelsea, to Captain 
F. W. O’Connor, R.A.M.C. (temporary) and Zella O’Connor, a 
daughter. _ 

MARRIAGES. 

Bolt—Ringland.— On May 23rd, at St. Anne’s Church, Lewes, Captain 
Richard Frank Bolt, R.A.M C. (T.C.). to Bffle Lyndall, younger 
daughter of the late W. R. Ringland, of Belfast, and Mrs. Ringland, 
of Lewes, Sussex. 

Hey— Brown.— On May 23rd, at the Wesleyan Chapel, Darcy Lever. 
Bolton, Wilson H. Hey, F.R.C.S. Eng., Captain, R.A.M.O., to Elsie 
Brown, M.B., Ch.B. 

Hill—Langridoe.—O n May 23rd, at Newmarket. Rowland Hill, M.D., 
M.B.C.P. Lond., Temporary Surgeon, R.N., to Gertrude, daughter 
of the late Arthur Langrldge, Ley tons tone. 


DEATHS. 

Alexander.— On May 26th, at Poole-rood, Bournemouth West, 
William Alexander, M.D., in his 54th year. 

Goodhart.— On May 28th, at Portland-place, W., 8ir James Frederic 
Goodhart, Bart., M.D., F.R.O.P.. aged 70 years. 

Kimbell.—O n May 28th, at a nursing home in London, Lieutenant 
Harry John Sulllngs Kimbell, R.A.M.C. 


N.B.—A fee of 6s. is charged for the Insertion of Notices of Births . 
Marriages, and Deaths. 


The following magazines. Journals, Ac., have been received:— 

Albany Medical Annals, Pediatrics, Journal of the Missouri State 
Medical Association, Tropical Diseases Bulletin, Monthly Bulletin of 
the Office Intemstional d’Hygidne Pnbllque, Psychoanalytic Review, 
Bulletin of the Johns Hopkins Hospital, American Journal of Medical 
Sciences, American Journal of Surgery, American Journal of 
Roentgenology, St. Mary's Hospital Gazette, St. Thomas's Hospital 
Gazette, American Medicine. 
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Itotes, j%rt Ctmtiitents, aixtr Jitsfoers 
tff Carrespunbents. 

MEDICAL NOTES ON HISTORICAL MANUSCRIPTS. 
Following is the final instalment of these historical extracts. 
The first two were published in oar issues of May 20th 
and 27th. 

£100 for a Cure.—Hugh Bsylye to Sir Robert Cecil, 1593, Oct.—The 
charge which I have taken in hand for the cure of Mistress Franncya 
CeciH that ahe should go well and perfect of herself; now, thanks be 
to God, she 1 b well and out of her instruments. My bargain was, 
when I took her in hand, to receive for the curing of her £100. I 
desire you therefore that I may be satisfied. — Eudorsed: “ 1599, Oct. 
For £100 for curing the Lady Fr. Cecil." 

A “Dislocated ” Foot.- Lord Cobbam to Sir Robert Cecil, 1599-1600.— 
On Sunday last my foot was put in joint, which being so long out, 
and the party which set it thought skilful, yet old and weak, that It 
was very near a whole hour before he could put in the bone. Judge 
what pain I endured ; since the splinter which is of iron to keep the 
bone in must not be altered for 14 days, and is so hard tied about my 
foot that the pain I now endure is very great, besides the old 
weather which increases it. They assure me for my comfort that 
there is no blemish to my leg. 

Suspected Witchery.—Jo. Stileman to Sir Robert Cecil, 1600, 
Sept. 9.—Mr. Amyce is a little amended, and some hope of him. 
Upon the examination of a notable witch, which he had committed 
to the gaol at Hertford, for her revenge did inflict her witchery upon 
him in such a manner that he was almost consumed to the bone. 
His doctors could not tell what to make of it, the manner of it was 
so strange unto them. In the end he said he thought he was 
bewitched by that lewd woman he had before committed. When I 
heard of it I sent presently to a woman that dwelt 12 miles from 
Waltham, which I had heard of her skill in those matters. She sent 
away presently to him with some things that he should take that 
night before be went to bed. He presently on the receipt found an 
alteration in himself, and that day at dinner he did eat more meat 
than he had done all the time of his sickness.—From your Honour’s 
house at Theobaldes, 9 Sept., 1600. 

A Young Sable man's Strange Illness and Death.— Thomas Bilson, 
Bishop of Winchester, to Sir Robert Cecil, from Waltham, 1601-2, 
Feb. 24.—I am heartily sorry that my endeavour for the young 
Lord Burgh taketh no better success. He complained of a crick in 
his neck on Thursday fortnight, and thereupon kept his chamber, 
but without any apparent fever. I sent for physicians, who doubted 
the new disease in him, and thought it best to expect some declina¬ 
tion of the heat which troubled him at times. On Thursday night 
last he went to bed in reasonable plight and slept more heavily than 
he was wont. I sent presently for as more learned physicians as 
Hampshire did yield, and after some pause they doubted he was 
falling into a kind of lethargy. This next Thursday is the seventh 
day since this heaviness oppressed him. How this disease should 
grow so strangely I cannot conjecture. I have only noted that he 
desired to feed much on fat meats, and have had many small combats 
with him to bring him from that diet, so that often he hath risen 
hungry from the table because I would not suffer him to feed on 
so oily and unctuous meats as he affected. His nimbleness of body 
made me least suspect a lethargy of all diseases, and his sullenness 
when displeased made us nothing to d >ubt that event which after¬ 
wards Bhowed itself. The danger is greater if this collection of flux (?) 
and oily matter be fastened to the receptacles of the brain. If the 
matter be more tractable we conceive hope it may decline. If not, I 
can but rest pierced at heart for the loss of so noble an imp. 

From the Same to the Same , 1601-2, March 1.—The sorrowful event of 
the young Lord Burgh’s sickness could not choose but come to your 
ears afore this. The physician whom his mother sent was here when 
hedied, and the lady herself within 14 miles. I stayed, therefore, till 
the corpse were viewed by physicians and surgeons and laid in cere- 
clothes that it might abide your directions for burial. In opening it 
they found tho vital parts very sound and fair, but the left side of the 
lung somewhat black and perished, with a flux from his head, which 
was the cause of his often cough. The outward tunicles of the head 
they found clear and free from any corrupted phlegm, only in the 
inward cells of the brain they found four or five spoonfuls of water, 
and in the cell of the commonsense, which lieth before, the signs 
of the corruption which brake from him at the time of hisdeith. The 
physic used to him in the time of his sickness I would not suffer to 
be dangerous or desperate, but such as was warranted by their best 
books. On the 7th day his head began to burn and shoot, whereupon 
one of the physicians here thought good to lay a rose-cake with a 
little oxyrhodanon to his head. That night he slept well, and the 
physician asked leave to depart till Sunday, and prayed me against 
that day to have other physicians of Hampshire here to consider 
the child’s case in common with him. That Friday the child rose 
and eat somewhat of a roasted warden and a spoonful of broth, 
which he kept not long, but gave it up again. The Saturday 
he continued desirous to sleep, but because many children 
about us sick of this now disease did sleep three or four 
days and yet recovered, so we mistrusted nothing. When Dr. 
Hilton, physician of Winchester, came, he thought good first 
to have his body cleansed with a suppository (for we doubted he 
would not receive a clyster without danger) and then to keep him 
awake and provoke him to bleed at the nose. After dinner on 
Monday they began by all gentle and safe means to provoke him to 
sneeze and bleed at nose and hawk at mouth. They gat him to sneeze 
often and strongly but could not • fleet aught else, tliough his broths 
and jellies were made to this cud. The Tuesday they thought good 
with “ beazoer" to bring him into a gentle sweat, which they did for 
an hour. Wednesday they consulted whether they should let blood 
or no, his pulse being good, but while they were discussing the child 
fell into a swoon and lost the use of his right eye, the lid shutting 
and never opening again. This put them from all opinion of taking 
blood, but only to try whether by vapouring they could provoke any 
matter to come forward. In that case he lay till Thursday night that 


Dr. Poo came from my Lady. He put up the powder of castor with a 
“nasale” and spirit of “secke” with a syringe into the none and 

alate, at which the child exceedingly struggled, but without result. 

he physicians in my absence protested that this course would 
thoroughly sift him and send him one way or other, which they had 
no commission to do, save that he was a man trusted and sent by my 
Lady. Friday, towards 11, the child began to push out at mouth and 
nose a white matter and blood, and at the third or fourth plunge, 
being held forward, gave up the ghost. There remalneth the dis¬ 
posing of his body, which is in such case as it will stay these eight or 
ten months. —From my house at Waltham, 1st March, 1601. 

Queen Elizabeth’s Health.— Sir Robert Cecil to Mr.NIcholson, March 9, 
1602-3.—I would not have you ignorant of those things which are 
like enough by bruit to pass into Scotland concerning matter of the 
nature whereof I now must write. First, it is true that till within 
these 10 or 12 days I never beheld other show of sickness in the Queen 
than such as is proper to age. Now her Majesty is free from any 
peril, but, because all flesh is subject to mortality, I must confess to 
you that she hath been so ill disposed as I am fearful lest the continu¬ 
ance of such accidents should bring her Majesty to future weakness 
and danger of that which I hope mine eyes shall never see. Although 
she hath good appetite, and neither cough nor fever, yet she is 
troubled with a neat in her breasts and dryness in her mouth and 
tongue, which keepe her from sleep, greatly to her disquiet. Thb is 
all, whatsoever you hoar otherwise. She never kept her bed, but 
within these three days. In the garden. 

Sir Robert Cecil to Mr. Secretary Herbert. 1602, March 9.—It Is very 
true that her Majesty hath of late for 8 or 9 days been much deprived 
of sleep, which you know was ever wont to moisten her body, and 
whenever she lacked it ahe was ever apt to be Impatient. This con¬ 
tinuance for 9 or 10 days decays her appetite somewhat aud drleth 
her body much, wherein, though she be free from sickness in stomach 
or head, and in the day cafccheth sleep, yet I cannot but affirm unto 
you that if this should continue many months it promiseth no other 
than a falling into some great weakness or consumption which would 
hardly be recovered In old age; other peril I assure jou there is not, 
and therefore, though I write the worst to you, yet I pray you 
suppress all other vain bruits the best you can. 

Fleeing from the Plague at Amsterdam.— The Council to Lord 
Cobham. Lord-Lieutenant of Kent and Lord Warden of the Cinque 
Ports, 1602. July 25.—They understand that the plague reigns very 
greatly in Amsterdam, and that many of the inhabitants are retiring 
themselves into this realm, and some already come with purpose to 
disperse themselves in the port towns and in London. As the tolera¬ 
tion of this access cannot but breed great peril Cobham is directed to 
have diligent watch kept in his Lord Wardenry and Lieutenancy, to 
prevent their landing during the time of the infection there. If any 
be already come into the towns they must be made to retire them¬ 
selves into some quarters abroad In the fields the better to air them¬ 
selves, and remain until they have cleared themselves by the trial of 
40 days. 

The Physicians of Padua.—Lord Buckhurst to Sir Robert Cecil, 
1602, Aug. 20.—Now I must desire you humbly on my behalf to move 
her Majesty in a suit which I hope she will think reasonable, just, and 
charitable, whereof I beg leave to use some little preface to the 
matter. There hath been beyond seas for recovery of his health, by 
her Majesty's license, at Pont Amouson in Germany, one of my sons 
these three yea-3. Her Majesty will remember him by the token 
that of all the children I had he was the finest and comeliest bov in 
nature, with such a rare curled head as her Majesty pleased to take a 
very special liking of him, but such was his misfortune as in a very 
great sickness he fell into a lethargy, from which time he hath fallen 
into a distraction of his senses. As for his cure by practice of physic 
and otherwise in England and abroad, he hath cost me above £3)00, 
but now, having been theso two years in Germany, where I was putin 
hope some good effect should have followed, I have about a month 
past received advertisement that after all my cost and so long a time 
consumed he is rather worse than better, and so no hope of any good to 
come from that place. Wherefore now I am resolved to send nim to 
Padoa, where I will commit him to a council of physicians there, 
being assured that if by the skill and knowledge of physic he be to 
be cured that place above all the world doth yield the most rare and 
excellent physicians to perform it. The time for his travel to 
Padoa is now betwixt this and Michaelmas, and for that my son 
Thomas Sacvill, who is so much devoted to the wars of Hungary, 
hearing now of such preparations by the Turk against next summer, 
doth again desire to put himself into that service, as also for that by 
reason of a fall which he had from his horse In the camp at his last 
being there he hath had a long pain, which is now much lessened 
but not fully cured, and is put in great assurance that by the baths 
at Padoa the same will be recovered ; therefore he is willing at my 
desire to pass to that place of Germany where his brother Is, and so 
to pass to the Rrnperor’s Court and there to remain this winter, from 
whence he will from time to time advertise me of such occurrences 

as there are to be had. I beseech you to move her Majesty for 

her license of travel, for he must bring his brother from Pont 
Amouson to Padoa by Michaelmas. [In a letter dated Nov. 2,1602, 
Lord Buckhunt informs Sir Robert Cecil of the arrival of the two 
brothers at Padoa.] 

Foul Practice.— Lord Zouche to Sir Robert Cecil.—The cause of my 
writing is the pity of the bearer hereof, one John Aston, who Is found 
a luuatic out of the Court of Wards by his wife’s procurement, 
being once sick and in that sickness raving; which woman, having no 
children by him and finding that by his will he had not left her so 
much as Bhe desired, took that occasion to procure a commission 
whereby to draw to herself all his goods, since which time he has 
been so kept as it would have made a sound man lunatic. He got 
away by stealth to this place, whom wo would not believe till wo had 
sent our letters to Mr. Davis of this Council, commended for a wise 
and honest gentleman, a copy of whose reply is enclosed, whereupon 
we took some further examination of the matter. Bat the man's 
want of money and friends; his dissolute life In loving drink and 
women, have many times procured as evil speeches as from a lunatic, 
which hath given them great colours to their foul device ; but If you 
will enquire into the matter, you will find it a foul practice.—Ladtow, 

5 Dec., 1602. 

Lapis Halacensin.—K Memorandum, dated 1602.—Lapis Malacensls, 
or the stone of Malacca, so named because it Is brought from Pam, a 
province of Malacca In India. It is found In the gall of an hietrtto, or 
porcupine, and is there esteemed a most singular remedy against all 
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poioona. Doctor Garela ab Horto, after he had remained 34 years in 
India, writ a learned book of all the simples and drugs of India, 
wherein he reporteth that in all his time there were but two found, 
whereof one was bestowed upon the King of Portugal's Viceroy of 
India as a most rare and precious present. This was of colour a pale 
pnrple, smooth and glib, bitter of taste, and in consistence like unto 
a piece of dried cake soap, and unctuous under the finger. Doctor 
Dimas Bosque, born at Valencia in Spain, and then the Viceroy’s 
physician in India, gave common water, because no cordial water was 
at hand, wherein the stone had been steeped until the water became 
very bitter, unto two men which unawares had drunk poison, 
whereby they were both delivered from danger of the poison. In 
India, therefore, it is preferred far before the bexoar stone or 
unicorn’s horn.—Lancelot Browne. 

Recently a girl travelling along the Strand on the top of a 
motor omnibus was burned to death through the lower 
part of her dress catching fire. According to the evidence 
given at the inquest, a Canadian soldier and a member of 
the Royal Flying Corps made a plucky effort to extinguish 
the flames as soon as they could unbutton their tunics and 
throw them round the deceased, and the conductor did 
his best to assist with the omnibus aprons and a chemical 
extinguisher. The material of the dress, however, which 
was described as “voile,” was so inflammable that the 
flames enveloped the deceased immediately. The top of an 
omnibus is evidently an awkward place for such an 
accident, as the first step to be taken on such an occasion, 
that of throwing the victim flat, would be difficult to 
accomplish and she might also be difficult to get near 
effectively. The origin of the fire could not be ascertained, 
bat there can be little doubt in the circumstances that 
this poor girl’s death was caused by the abominable care¬ 
lessness of a smoker in throwing down a lighted match or 
possibly, bat less probably, the end of a cigarette or cigar. 


“Income Tax .”—It has been the general custom in the past 
to allow a medical man to deduct two-thirds of the rent 
and taxes of his dwelling house and appurtenances, if 
partly used for professional purposes, when making his 
return for income-tax. Assuming that our correspondent 
has only the necessary premises to carry on his practice 
with professional propriety, and does not, maintain 
a large establishment by his private income, he 
should press for the full two thirds allowance with the 
assessor, and appeal to the Commissioners if necessary. 
It most be remembered, however, that the amount of the 
deduction is left to the discretion of the Commissioners to 
decide after due consideration of the particular circum¬ 
stances, and that there is no legal deduction of two-thirds 
as suggested by our correspondent. 

J. H. S. ( Athens , Ga .).—The two units of the American Red 
Cross (E. and FJ detailed for service in Great Britain 
were recalled on Oct. 1st, 1915. All other units have also 
been recalled, including that at La Panne, Belgium, 
although individual members of the American Red Cross 
are still serving. Red Cross supplies are still being sent 
to the various countries and a supply dep6t has recently 
been established in Egypt. The American Women’s War 
Hospital at Paignton, South Devon, remains in full swing 
under the care of Dr. Penhallow and Dr. Daniel. We do 
not know the locale of an American ambulance corps 
in Europe, but the hospital known as the American 
Ambulance in Paris is well known. 


Uteirical Jiarg far % ensuing 


SOCIETIES. 


ROYAL SOCIETY OF MEDICINE, L Wimpolfr-street, W. 

MEETINGS OF SECTIONS. 

Thursday, June 8th. 

OBSTETRICS AND GYNAECOLOGY (Hon. Secretarleo-Cuthbert 
Lockyer, H. Howell Andrews) : at 8 p.m. 

Specimens : 

Mr. J. D. Malcolm-. Strangulation of Flbromyomatona Uterus 
caused by Torsion of the Corpus Uteri on the Cervix. 

Dr. F. J. McCann: (1) Case of Pregnancy in a Large Flbro- 
myomatous Uterus; (2) Soft Fibroma of the Paravaginal 
Connective Tissue. 

Short Communications: 

Dr. H. Russell Andrews: (1) Three Cases of Hematoma of Abdominal 
Wall; (2) Case of Primary Abdominal Pregnancy. 

Paper : 

Dr. John Phillips: Acute Hepatic Toxemias complicating Pregnancy 
and Labour. - 


eSnTGEN SOCIETY, Institution of Electrical Engineers, Victoria 
Embankment, W.C. 

Tuesday.— 8.15 p.m.. Annual General Meeting. Paper Prof. J. W. 
Nicholson: Homogeneity of Visible Radiation. Exhibition of 
X Ray and Blectrotherapeutic Apparatus. Demonstrations and 
Short Descriptions of New Apparatus will be given by the 
exhibitors. 


BRITISH OTO-LABYNGOLOGICAL SOCIETY, 11, Chandoe-strect, 
Cavendish-square, W. 

Thursday.—5 p.m., Meeting. 


LECTURES, ADDRESSES, DEMONSTRATIONS, Ac. 

POST-GRADUATE COLLEGE, West London Hospital, Hammersmith r 
road, W.. 

Monday.—2 p.m., Medloal and Surgical Clinics. X Rays. Mr. Gray a 
Operations. Mr. B. Hannan: Diseases of the Bye. Dr. Stmsen i 
Diseases of Women. 

Tuesday.— 2 p.m., Medical and Surgical Clinics. X Raya. Mr. 
Baldwin: Operations. Dr. Banks Davis: Diseases of the Throat* 
Nose, and Bar. Dr. Pernetx Diseases of the Skin. 
Wndnnsday.— 10 a.m.. Dr. Saunders t Diseases of Children. Dr. Banks 
Davis: Operations of the Throat, Nose, and Bar. 2 p.m., Medloal 
and Surgical Clinics. X Bays. Mr. Pardoe: Operations. Dr. 
Slmson: Diseases of Women. 

Thubsdat.— 2 p.m. , Medical and Surgloal Clinios. XBays. Mr. Grays 
Operations. Mr. B. Harman t Diseases of the Bye. 

Friday.— 10 a.m., Dr. Simeon : Gynaoologieal Operations. 2 P.M., 
Medloal and Surgical Clinics. X Rays. Mr. Baldwin x Opera¬ 
tions. Dr. Banks Davis: Diseases of tne Throat, Nose, and Bar. 
Dr. Pernet: Diseases of the Skin. 

Saturday.— 10 a.m., Dr. Saunders: Diseases of Children. Dr. Banks 
Davis: Operations of the Throat, Noee, and Bar. Mr. B. Hannan t 

8 pe Operations. 2 p.m., Medloal and Surgical OUnlos. X Bays* 
r. Pardoe« Operations. 

NORTH-BAST LONDON POST-GRADUATB COLLBGB, Prlnoe of 
Wales's General Hospital, Tottenham, N. 

Monday.— Clinics:—10.30 A.M., Surgloal Out-patients (Mr. B. 
Gillespie). 2.30 p.m., Medical Out-patients (Dr.T. R. Whlpham) i 
Gynecological Out-patients (Dr. Banister). 3 p.m.. Medical 
In-patients (Dr. R. M. Leslie). 

Tursday.— 2.30 p.m., Surgical Operations (Mr. Carson). Clinios:— 
Medical Out patients (Dr. A. G. Auld); Surgical Out-patients 

8 dr. Howell Bvana); Nose, Throat, and Bar Out-patients (Mr. 

. H. Hay ton). Radiography (Dr. Metcalfe). 3.30 p.m., Medloal 
In-patients (Dr. A. J. Waiting). 

Wrdrxsday.— Clinics:—2.30 p.m., Throat Operations (Mr. 0. H. 
Hayton). Children Out-patients (Dr. T. R. Whlpham); Bye Out¬ 
patients (Mr. R. P. Brooks); Skin Out-patients (Dr. H. W. 
Barber). 5.30 p.m.. Bye Operations (Mr. R. P. Brooks). 
Thursday.— 2.30 p.m., Gynaecological Operations (Dr. A. B. Giles). 
ClinicsMedical Out-patients (Dr. A. J. Whiting); Surgloal 
Out-patients (Mr. Oarson); Radiography (Dr. Metcalfe). 3 p.m„ 
Medical In-patients (Dr. R. M. Leslie). 4.30 p.m.. Special 
DemonstrationDr. G. G. Macdonald: Aids in the Diagnosis 
of Disease by Clinico-Pafchological Methods. 

Friday.— 2.30 p.m., Surgloal Operations (Mr. Howell Bvans). 
Clinics:—Medical Out-patients (Dr. A. G. Auld) Surgical Out¬ 
patients (Mr. B. Gillespie); Bye Out-patients (Mr. B. P. Brooks). 

THB THROAT H03PITAL, Golden square, W. 

Moxday.— 5.15 p.m.. Special Demonstration of Selected Oases. 
Thursday.— 5.15 p.m., Clinical Lecture. 

ROYAL INSTITUTION OF GRBAT BRITAIN, Albemarle-etreet, 
Piocadllly, W. 

Moxday.—5 p.m., General Meeting. 

Friday.— 5.30 p.m , Dr. B. Clarke: Eyesight and the War. 

CHADWICK PUBLIC LBOTURBS, Town Hall, Ilford, B. 

Course of Three Lectures on the Prevention of Disease and Frostbite 
in the Army. 

Friday.— 8 p.m.. Lecture I.:—Professor S. Delepine: Process o 
Disinfection (illustrated by diagrams and lantern slides). 


METEOROLOGICAL READING 8. 
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TYPHUS FEVERJIN SERBIA. 

Delivered at the Royal Society of Medicine on Oct. 20th and 
29th and Nov. 3rd , 1915 , 

By R. O. MOON, M.D. Oxon., F.R.C.P. Lond., 

CONSULTING PHYSICIAN, WESTERN GENERAL DISPENSARY, 
MARYLEBONK, ETC. 


LECTURE III. 1 

Prophylaxis and Treatment of Typhus. 

Mr. President and Gentlemen,— Our knowledge of 
typhus at present, unlike our knowledge of enteric fever, 
is insufficient to enable us by any form of inoculation to 
afford such a measure of immunity to the individual as has 
been effected with such conspicuous success in the case of 
enteric fever and to which the small mortality from that 
disease in the present campaign is so largely due. Since, 
then, we cannot attack the germ or seed of the disease 
directly, we must proceed indirectly by attacking the sup¬ 
posed carriers of the germ, and by improving the general 
environment and circumstances of the individual render him 
less liable to fall a victim to the disease. Where we have no 
control over the seed we can still do much by our action 
upon the soil. 

From what has been said in a previous lecture it will be 
realised that the three main factors associated with the pro¬ 
duction of typhus are (1) dirt, (2) overcrowding, and 
(3) destitution. These, therefore, are the things which any 
public authority must attempt to overcome in order to render 
a community free from liability to typhus. 

Sanitation and Personal Cleanliness. 

Now, as regards the first of these factors—dirt—a great 
deal may be done by sanitary legislation and a suitable 
system of drainage for the promotion of cleanliness, and in 
England, which is rightly regarded as the pioneer country 
in all sanitary matters, a great deal has been done to ensure 
the cleanliness of our towns. To this very largely we may 
ascribe our almost complete freedom from typhus during the 
past 40 years, and, indeed, it constitutes one of the triumphs 
of the founder of these lectures. On the other hand, 
personal cleanliness is a good deal a question of habit and 
tradition, and cannot be inculcated on a people in the 
twinkling of an eye. Chadwick himself was never tired of 
insisting upon the importance of personal cleanliness, thus 
he says in one of his writings: “Of the lessons that may 
be taught in schools the practice of cleanliness is of the 
highest order. A filthy population is everywhere a low 
moral population, but it is futile to enforce cleanliness in 
the absence of proper appliances for its practice. Five 
washed children may be sustained on the food requisite for 
four that are unwashed to bring them up to the same condi¬ 
tion. Besides, the washing itself is preventive of infections 
and of contagious diseases, such as the itch and other disease. 
We have various leagues, temperance leagues and others, to 
promote social reforms, but in my view the most important 
league we could have would be a national league for the 
enforcement of personal cleanliness and regular ablutions as 
a means of protection from epidemics as well as for promotion 

of the general health.A trade rule, if work people could 

be brought to understand or to make it, that no one should be 
allowed to leave his work unwashed, or to join in work 
unwashed, would be of far higher economical importance to 
their class, would tend more to theii social elevation, than 
all the trades unionist regulations put together.” It has 
also been said that “in our Indian cities Musselmans who 
are distinguished for their attention to ablutions, though 
exposed to the same bad atmosphere as other people, are 
distinguished also by far less suffering from epidemics.” 
Curiously enough the Turks, of whom there were a very large 
number in Skoplje, whose towns, streets, and houses are 
everywhere throughout the world a byword for all that is 
filthy and vile, chance to be fairly clean personally, owing 
to the frequent ablutions enjoined on them by the Mahom- 
medan law, and, on the whole, there is reason to think 

i Lectures I. and II. were published In The Lancet of May 27th 
(p. 1069) and June 3rd (p. 1111), 1916, respectively. 

No. 4841. 


that they suffered less than the Serbians from the typhus 
epidemic. 

Overcrowding and Ventilation. 

Overcrowding has to be combated by the free admission 
of fresh air. Here we are enable to do much by direct 
legislation; true, indeed, the abolition of the window tax 
did much negatively to admit fresh air into the dwellings 
of the poor, but we must look for a long period of 
education before the importance of fresh air is realised 
in practice from the t«p to the bottom of society. It 
is no use telling people that they must have open 
windows when they are insufficiently clad, and when 
the numerous cracks and crevices in roof and walls 
make them only too anxious to obstruct all currents 
of cold fresh air. In any given town a sufficient amount 
of cubical space should be allowed, at least 500 cubic feet 
per head with free ventilation—i.e., the supply of 3000 
cubic feet of fresh air per head per hour. Ventilation has 
a marked influence on the contagion of typhus, and the 
prophylactic importance of it cannot be too much empha¬ 
sised. Those sick of typhus should be treated in large, 
well-ventilated wards, from 1500 to 2000 cubic feet being 
allowed to each patient, and the beds should be at least 
6 feet apart. Even in winter there is but little danger of 
catching cold while the fever lasts ; and there is good reason 
to believe that an abundant access of fiesh air may positively 
control the bronchial catarrh and other pulmonary affections 
of typhus, which do not result from cold but from passive 
hyperemia of the bronchial mucous membrane and of the 
parenchyma of the lungs. The importance of ventilation 
is further shown by the way in which the season of the 
year affects the death-rate ; thus it drops to a minimum 
as summer advances, but rises to a maximum in late 
winter and spring, this increase being probably due to the 
concentration of the poison in close rooms. The poison 
has always been found most virulent when large numbers 
of persons have been crowded together in improperly 
ventilated and ill-kept localities under bad hygienic con¬ 
ditions ; thus prisons, badly planned barracks, inns and 
lodging houses of the lowest kinds, workhouses, ships, and 
defectively built hospitals are the chief foci of the disease— 
hence the synonyms for typhus, namely, “prison fever,” 
“ship fever,” “lazaretto fever,” “camp fever,” and so 
forth. 3 

Destitution. 

We have seen in the first lecture how often typhus 
has followed upon bad harvests, particularly in Ireland, 
and the consequent wretchedly ill-nonrished condition 
of the people. This difficulty has been overcome in 
the British Isles by the supply of cheap imported food 
from abroad. Now, it is the difficulty of providing an 
adequate amount of good food which constitutes one of the 
causes why typhus is so frequent an accompaniment of 
armies in the field and besieged garrisons. In the latter 
case the reason is fairly obvious; but armies in the field 
which begin with proper supplies of food often, owing to the 
exigencies of war, become separated at least temporarily 
from their base, and then begins the necessary evil of half 
or quarter daily rations. To supply armies in the field con¬ 
tinuously with suitable and sufficient food has always been a 
great military problem, never, perhaps, so satisfactorily 
solved as by the English and French armies in the present 
war. This question of commissariat was certainly a great 
difficulty in Serbia, as it must be for any country which has 
not had long training in elaborate forms of organisation. 
Serbia, too, one must remember, has had two wars since 
1912, prior to the outbreak of this one, and by the victory of 
December, 1914, she became saddled with 67,000 Austrian 
prisoners, thus imposing a further serious strain upon her 
food-supply. 

Hospital Arrangements at Skoplje 

Skoplje, to which my personal experience has been con¬ 
fined, is a large town of some 30.000 inhabitants, a con¬ 
siderable number of them being Turkish ; there is, in fact, a 
Turkish quarter of the town. Until the Balkan War of 1912 
it was Turkish and rejoiced in the Turkish name of Uskiib. 
It is a most beautifully situated town, surrounded by snow¬ 
capped mountains and watered by a rapid flowing river—the 
V&rdar—which enters the sea at Salonika. Some of its 


* Nothnagel'a Encyclopaedia, artlole Typhus Fever, English edition, 
p. 489. 
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admirers have compared it to Florence. It is of considerable 
antiquity and by some authorities considered to be the birth¬ 
place of the Emperor Justinian. The Serbians are justly 
proud of it, as it was their ancient capital in the four¬ 
teenth century when the Serbian Empire in the famous 
reign of Stephen Dusan extended over the greater part of 
the Balkan peninsula, but on the fatal field of Kossovo (1389) 
the Serbians, owing to treachery, were defeated by the 
Turks and Uskiib was lost to Serbia for more than 500 
years. 

In this town there were some six hospitals, or rather 
buildings temporarily converted into hospitals, but they were 
not situated in places most suitable for hospitals. The first 
thing to be done on the outbreak of the epidemic was to 
establish a hospital for typhus cases only, which should be 
quite outside the town. This the English proceeded to do 
largely owing to the energy of Lady Paget, acting in con¬ 
junction with the British Red Cross Society. Accordingly, 
two buildings were placed at their disposal by the officer in 
command of the district, with the promise of three more to 
follow shortly; they were situated about one and a half miles 
out of the town on a hill in most healthy surroundings. The 
Serbian authorities quickly perceived the importance of this 
method of combating the disease and assisted energetically ; 
a system of compulsory notification of the disease was begun 
which was much in advance of anything that had been done 
before. There were also instituted compulsory isolation of 
cases, compulsory disinfection of houses and clothing, com¬ 
pulsory formation of observation wards in all the hospitals, 
compulsory examination of all passengers leaving trains at 
Skoplje, and compulsory closing of all public places, churches, 
mosques, theatres, &c. Much of this was a counsel of per¬ 
fection, as it was clearly impossible to put such unwontedly 
drastic measures into operation all at once. 

Another large hospital, known as the Polamecetz (half 
moon), already existed on the outskirts of the town. It 
had been built by the Turks a few years previously as 
an isolation hospital, and in general structure it was a 
fine building, though, in my opinion, too much space 
was devoted to administrative purposes. Here all kinds 
of cases were herded together—dysentery, enteric fever, 
typhus, erysipelas, scarlet fever, measles, diphtheria, and 
even oases of small-pox. Separated from the main building 
by some 20 yards, the Serbian authorities had erected two 
small “barracks” for the immediate reception of typhus 
cases, each containing about 27 beds ; as the new hospital 
for typhus patients only was completed they were drafted 
off there. But for a time there was a great congestion in 
this hospital, the wards being at first awfully crowded ; 
frequently one found two men in one bed, while often there 
would be three or four women in a ward of 16 or 18 men, and 
many typhus patients were at first mixed up with the more 
general cases in the main building, while dirt and unclean¬ 
ness reigned supreme. On the whole, it was somewhat sur¬ 
prising to me that the typhus did not spread in this hospital 
to the non-typhus cases, in spite of the fact that many of the 
cases, at times owing to mistaken diagnosis but more often 
from actual want of space, were placed in beds next to cases 
of dysentery, relapsing fever, diphtheria, and other diseases. 
This may have been due to the fact that the wards them¬ 
selves, though dirty, were large, bright, and airy; the window 
space was good and there was no difficulty in opening the 
windows, though it was not always so easy to keep them open 
when one’s back was turned. Professor Curschmann, out of 
his large experience at a special typhus hospital in Berlin, 
says that “owing to the fact that the contagion is not easily 
carried to a great distance when an isolated case of typhus 
fever is admitted to a hospital by mistake or want of 
judgment, the disease does not spread beyond the patient’s 
immediate neighbours, provided the wards are large and 
airy.” It is easy enough to speak of free ventilation, but not 
so simple to carry it out when it is impossible to guarantee 
warm clothing. Days, and particularly nights, in Serbia 
during March and April may be quite cold, and frequently 
there are snowstorms. It is no use insisting upon open 
windows if you cannot ensure adequate warm clothing for 
the patient. As some means of keeping the atmosphere 
sweet we used large spray syringes containing rather more 
than a pint; these were filled either with perchloride of 
mercury 1 in 2000 or with carbolic acid 1 in 20, and sprayed 
about die wards—the walls and floor, particularly under the 
beds, to the manifest delight of the patients. 


Conveyance of Infection. 

Although we do not know the specific cause of typhus, yet 
all analogy points to its being due to a micro-organism, and 
though we are ignorant of the nature of this micro-organism, 3 
so that we cannot destroy it directly, nor yet make any form 
of culture which by inoculation might serve as a prophylaxis 
against it, we do know that to a large extent the materies 
morbi is carried by lice, and that it is by the bite of, these 
creatures that the poison may be oonveyed. Hence the 
most direct way of stopping the spread of typhus is to 
destroy the lice. Whenever possible, prior to the admission 
to hospital all personal clothes, bed linen, &o., should be 
thoroughly heated and a careful search made for lice on the 
skin and in the hair. After admission to the hospital 
careful watch should be kept for lice in order to be certain 
that none have escaped detection. Several doctors in Serbia 
considered that there was a great advantage in thoroughly 
anointing the body with some form of petrol, of which hemi- 
jelli is the best known. Dr. Howard Barrie, who was at the 
head of the English Red Cross in Serbia, employed ordinary 
kerosene, such as is used for lighting. Where the oil 
irritates the skin unduly it was found useful to dilute it with 
ordinary vaseline, equal parts of kerosene and vaseline 
forming an excellent application for delicate skins. This 
proved to be an efficient and economical insecticide. 
Doubtless, if one has at hand all necessaries the most 
useful method of dealing with an epidemic such as that 
which has ravaged Serbia would be that suggested by Dr. 
Hort—namely, to have an unlimited stock of hospital tents, 
which should be frequently moved, unlined clothing which 
will stand dry heat, and large galvanised tanks containing 
carbolic solution for the reception of infected urine. 4 

The possibility of the typhus contagion being conveyed by 
lice was realised as far back as 1876 by Murchison, who said 
that it was essential for the body to be protected from lice. 
Though there would seem to be but little doubt that lice are 
effective agents in transmitting the contagion there is no 
reason to think that this is the only method, but that it may 
also be received by direct inhalation. Such was the opinion 
of Murchison, and I found it was shared by many Serbian 
doctors, who had had much experience of typhus in Russia 
and in an epidemic at Adrianople. This certainly is my own 
opinion. The way in which typhus so often attacks doctors 
and nurses who are brought into close contact with the 
patients would seem to point to the likelihood of this more 
direct mode of infection. It is probable that for some time 
before and after as well as during the febrile period of typhus 
fever the contagion continues to reproduce itself in the imme¬ 
diate surroundings of the patient. During this time it un¬ 
doubtedly attaches itself to the dust in the atmosphere and 
is easily transferred to inanimate objects handled by the 
patient, on which under favourable circumstances it may 
maintain its virulence for some time. Among these objects 
are clothing, underwear, bedclothes, carpets, upholstered 
furniture, and, in fact, all objects with a rough, woolly 
surface. 6 

All epidemics vary greatly in their type of severity ; as a 
role, in any given epidemic the more severe cases come first 
and the poison seems gradually to lose its virulence. In the 
United States the disease is nearly always of a mild type, 
and this is considered, and with reason, by American authors 
to be due to the excellence of the hygienic surroundings for 
which America is justly famous. The mortality there has 
been reported as having been as low as 1 per cent., which is 
practically unheard of elsewhere. In an interesting account 
of an epidemic which occurred recently in Palestine (1913-14) 
Dr. C. H. Corbett said that the mortality in the prisons of 
Jerusalem reached as high as 50 per cent. As showing how 
the infection may be transmitted by clothes, Dr. Corbett 
gives an instance of infection from a mattress which had 
been disinfected and exposed for some days to the brilliant 
sunshine of Palestine. This mattress was then unpicked to 
be remade. The man engaged in this work was attacked by 
the disease ; he was treated in his own home by a Turkish 
doctor without suitable nursing and he died. 6 The belief in 
the connexion of typhus infection with clothes is shown by 


8 A number of observers have cultivated from the blood organisms of a 
dlplococcal nature. 

* B. C. Hort, Brit. Ued. Jour., April 13th, 1915. 

9 Nothnagel’s System of Medicine. 

0 Brit. Med. Jour., May 22nd, 1915. 
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the Spanish word for the disease, “ tabardillo,” which means 
a peasant’s cloak. 

Preventive Measures Advocated Early Last Century. 

It is curious to read now of the prophylactic measures to 
be adopted against typhus which were recommended early in 
the last century by Hildebrand, of Vienna, who appears to 
have had some inkling of the distinction between typhus and 
enteric fever before the English, French, or American phy¬ 
sicians had recognised it. Thus he writes:— 

1. Never approach a case of typhus on an empty stomach, 
or when the body is wet and cold. It is always better to 
take some wine or brandy or some small meal, or to make 
the body less receptive of infection by moderate warmth. 

2. At the patient’s bed one must diligently blow the nose ; 
it is advisable to hold strong smelling substances in front of 
the nose and to wash the mouth with vinegar. 

3. Smoking tobacco is more important before than after 
the visit to the sick bed. 

4. After the visit one must carefully wash the hands and 
face with cold water. Clothes must be changed and the old 
ones cleaned by washing or smoking. 

5. Always avoid woollen clothing, which, however, 
according to the ordinary 7 custom it is scarcely possible 
for men to do. 

6. Cold is the greatest prophylactic against all animal 
infection ; the use of a cold bath or repeated cold washing of 
the whole body or rubbing the same with snow protects 
against a developing typhus or even obliterates it in its 
beginning. 

Anticipating modern sanitary legislation, Hildebrand says 
that the prevention of typhus should be an important part 
of medical policy. The same measures should be applied for 
getting rid of typhus as for the removal of oriental plague. 
As public measures he recommends :— 

1. Special typhus hospitals should be established analogous 
to the English fever hospitals. 

2. Typhus patients must be separated most carefully from 
people in health, and the private doctor must have the duty 
of doing this; if a poor patient he must be notified and 
taken to the hospital; if a rich man, a regular typhus isola¬ 
tion room must be made in his house, so that all further 
spread of the infection may be hindered. In fact, it would 
be better for people of position to be lodged in separate 
rooms in these hospitals rather than to run the risk of 
spreading the infection. 

3. In large communities one must see to the separation of 
the typhus patients from the healthy as soon as possible; 
jails and reformatories should have their special typhus 
isolation wards in the vicinity. 

4. Care should be taken as to the method of conveying the 
typhus patient to the hospital, infection is easily spread by 
the carnages used. 

5. The wards and rooms should be very strictly isolated 
from all others ; there should be special doctors, nurses, and 
priests to attend upon the sick, who should clean themselves 
most carefully on going out. 

He goes on farther to say that typhus frequently breaks out 
in time of war, because soldiers, specially recruits, are in 
too confined a space; he says that the ** field hospitals ” 
should be fixed and treated by the opposing armies as 
if they were ** free states. ” I am afraid this recommenda¬ 
tion will hardly be followed, after our experience of how free 
states are treated by the coryphaei of modern civilisation. 

Measures of Inspection and Disinfection. 

In all large cities, especially during the times of epidemics, 
the tenements of the poorer population, the poorer inns and 
cheap lodging-houses, all institutions for those who have no 
homes, workhouses, poorhouses, and prisons should be care¬ 
fully inspected by the authorities. All ships, and particu¬ 
larly emigrant ships, should be subjected to a careful 
inspection. Special attention should be devoted to tramps 
and their lodgings, also taverns, asylums, prisons, and 
railway stations. Every suspicious case should, if possible, 
be isolated either on the spot or in the nearest suitable 
hospital. 

The best method of disinfecting bed-linen and outer 
clothing consists in the use of steam ; iron bedsteads, 
which ought to be of the folding variety, should be exposed 
to it. Excellent high-pressure steam disinfectors, known as 
“The Velox,”have been made at Stirling by the Grampian 
Engineering and Motor Company, and some 50 have been 
sent by the War Office to Serbia. The machine is provided 
with a vertical tubular boiler specially adapted for burning 
wood fuel, as coal and oil may often be unobtainable in 
Serbia. Plates, glasses, spoons, and forks only require 
washing in hot water, as the contagion does not adhere 


to objects with a smooth, non-porous surface. It is well 
always to add some disinfectant to the water used in washing 
patients after profuse perspiration, but the exact relation of 
the excretions of the body to the poison of typhus fever is im¬ 
perfectly known. In disinfecting the wards and rooms which 
have been occupied by typhus patients one must bear in 
mind that the disinfection of the ceiling is more important 
in typhus fever than in many of the other acute infectious 
diseases. The floor should be carefully scrubbed with soft 
soap and carbolic acid, special attention being paid to the 
joints; after that it is rubbed off, waxed, and painted. 
Immediately after admittance to the hospital the patient 
should receive a bath and be carefully cleansed ; his cloth¬ 
ing and underwear should be properly disinfected and kept 
in large well-ventilated rooms at some distance from the 
wards until he is discharged. The patient should be dressed 
in clothing provided by the hospital and strictly isolated. In 
small towns where no time has been given for preparation, 
when the first cases are discovered infected material can 
easily be buried in the open air in some vacant field. 

Free ventilation being the most potent method of com¬ 
bating the poison of typhus in the disinfection of wards or 
sick rooms after the recovery or death of typhus patients, 
the rooms should not be closed as is the case with other 
infectious diseases, but they should be kept open for a 
number of days, well ventilated by throwing open windows 
and doors. 

Treatment of Typhus. 

Unlike enteric fever, there is not so much that is special 
to be said about the treatment of typhus. The old methods 
of blood-letting, emetics, and large doses of quinine, perhaps 
dating from the time when it was still confused with malarial 
fever, have long since been abandoned. To quote again from 
Hildebrand on this point: — 

After a dispassionate survey of all these hypothetic 
methods of treatment, it is noted at once how short-lived 
they were, how little, therefore, was their true value, and 
how inadequate they were in practice. We may in the future 
expect as many more such doctrines and systems of thera- 

S eutics as there will be hot heads and visionaries in our art. 

iut if, on the contrary, we follow the path of observation 
and successful experience in these cases—in other words, the 
path of empiricism guided by reason—our free and un¬ 
trammelled judgment will lead us on to new and better 
views than can be hoped for from a brain that 1 b ruled by 
hypotheses. 

It need hardly be said that absolute rest in bed is 
essential; the sick-room should be large and airy, with the 
windows open night and day; as far as possible the hospital 
attendants should be individuals who have been rendered 
immune by an attack of the disease. This practice was 
followed as far as possible in Serbia, where many of our 
hospital attendants were Austrian prisoners who had come 
unscathed through the disease. An important point is that 
the sick-room should contain only what is indispensable for 
the care of the patient. Mirrors, conspicuous pictures, wall¬ 
paper of glaring design—in fact, any brightly coloured or 
prominent object should be covered up or removed. Such 
objects readily feed the morbid imagination of the delirious 
typhus patient, enter into his hallucinations, aggravate his 
delirum to the point of mania, and so give rise to incalculable 
harm. Curschmann mentions a patient who smashed into 
fragments a mirror that hung opposite his bed, because he 
mistook his own image for that of an enemy, and another 
who jumped through the window because he was terrified 
by a painted head on the side of a porcelain stove, which he 
though was alive and seemed to him to bear a frightful 
expression. 

Thorough ventilation is really the most important factor in 
the treatment—not only is it the most efficacious antipyretic, 
but also it has a very favourable effect upon the nervous 
system; the violent headache and insomnia of the early 
stages of the disease are lessened by this method more than 
by anything else. The intensity of the delirium is diminished 
aod the mental condition of the semi-comatose patient 
appears to be favourably influenced. Daring an epidemic 
which occurred in Paris in 1893, Barrault, a French 
physician, maintains that he reduced the mortality con¬ 
siderably by an energetic open-air treatment. 

Hydrotherapy and Diet. 

Hydrotherapy, as in enteric fever, is one of the best 
methods of reducing the pyrexia and soothing the nervous 
system. It can be effected either by (1) cold baths, (2) the 
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local application of cold, or (3) the water mattress, the 
water of which should be not be below 65°-70° F. The ice 
cap, or Leiter’s tubes, or small pillows filled with iced water 
may be used to combat the insomnia; sponging several times 
a day with vinegar and water is very helpful. The baths 
are particularly useful in stuporous or comatose conditions. 
They also greatly relieve the violent headache and insomnia 
of the initial stage. The frequency with which the baths 
are given should depend less on the amount of the body 
temperature but more on the condition of the central 
nervous system, the pulse, and respiration; the actual 
reduction of the temperature per se is not so important. 
In cases of serious delirium with tremors I have certainly 
found morphia injections most beneficial in circumstances 
where, as in Serbia, any form of cold-bath treatment was out 
of the question. It may also be given without risk to 
combat the insomnia, which is often a most troublesome 
symptom. 

Diet is a fairly simple matter, as the principles to be 
observed are the same as for all the specific fevers except 
enteric fever, which, owing to the ulceration of the intestine, 
must have special rules of its own. Briefly, then, the diet 
should be mainly milk, rendered more palatable perhaps by 
the addition of some mineral water, and this in many cases 
is all that is necessary ; often it may be advisable to give in 
addition eggs, soups, or beef-tea. There is no absolute 
objection to giving solid food if the patient’s mental condition 
is such as to admit of his swallowing it, but as a rule he 
is better without it until the temperature has become normal. 
After that solid food can always be given at once ; the 
patient may have a ravenous appetite, and there is no 
objection to its being gratified. After venesection went out 
of fashion as a method of treating fevers in the main, what 
is known as the supporting treatment has been generally 
adopted, and in the case of typhus, which is a most 
devitalising disease, this seems perfectly sound. But when 
the expression “supporting treatment” is used it often 
seems to imply the employment of alcohol. This is not in 
the least necessary as a routine measure in an uncomplicated 
case, and in the Balkans there is a strong prejudice against 
the use of brandy which probably is well founded. In 
former days heroic doses of alcohol were given by our 
ancestors, such as the two bottles of madeira daily for 
several days ordered by Dr. Carmichael Smyth to a Spanish 
prisoner in the jail at Winchester, or the two bottles of port 
in 12 hours to another, who recovered. Typhus cases may 
terminate with sudden heart failure, and when there are 
signs of failing circulation stimulating remedies, among 
which alcohol is an important one, should be energetically 
employed. Apart from possible complications of the respi¬ 
ratory system, one’s attention has to be directed mainly to 
the nervous system, which suffers from the intensity of the 
toxaamia, and to the heart, which often succumbs to the 
severity of the disease. At the end of the febrile period, 
if there are no complications, the convalescence from 
typhus is usually said to be rapid as compared with other 
acute infectious diseases, but it was noted that the English 
who were affected by it were much longer in recovering their 
strength than the Serbians. 

Sanitary Science and Public Health. 

Before concluding this course of lectures, founded as they 
were for the promotion of public health, and perhaps with 
the idea at the back of Chadwick’s mind of the ultimate 
abolition of the medical profession, I should like to say a 
few words on the more speculative aspect of the philosophy 
of public health. So far it would seem that the main 
triumphs of public health and sanitary work have been in 
connexion with acute disease, of which typhus is the classic 
example, and their success in this sphere is all the more 
astonishing as Great Britain and Ireland were the special 
homes of typhus prior to the advent of the medical officer of 
health. The disappearance of cholera, too, of relapsing 
fever, and the diminution of enteric fever may be set to the 
credit of advancing sanitary science, and the question arises. 
How much more progress can be expected in this direction 1 
Are the possibilities of sanitary science exhausted when we 
have dealt with acute and epidemic disease ? It must be 
patent to anyone who has reflected much on the history of the 
evolution of medicine that acute diseases were much more 
prevalent in the ancient world and in more primitive societies, 
whereas chronic diseases are more conspicuous in the modern 
world ajid in more advanced societies. To Plato, as to the 


ancient world generally, disease was a tiresome and meaning¬ 
less exception to the ordered regularity of a harmonious life m r 
it was a kind of square root which would not come out, 
belonging to the realm of rd hirtpavrov, which no philosophic 
mind would waste time in studying. The ordinary citizen, 
in this view, ought to be, and indeed probably was, healthy, 
sane, and strong, and the man who was properly occupied 
had “ no leisure to be ill.” It is some confused recognition 
of this fact which has led men like Tolstoi to rail at doctors 
and to say that Medicine promotes disease, whereas the 
truth is that the advances in material civilisation, while 
diminishing epidemics and acute disease, do certainly seem 
to increase chronic disease ; and so much is this the case 
that an interesting modern writer—Mr. Edward Carpenter— 
has written a book in which civilisation itself is regarded 
as a disease to which all nations fall a prey as they 
advance in material well-being; hence he called his book 
“Civilisation, its Cause and Cure.” Now, advancing 
civilisation increases the complexity of the life both of 
the body and of the mind, so that it becomes more and 
more difficult to retain the primitive simplicity of our 
perceptions ; into the flamboyant Ionicism of our modem 
life we require to introduce something of the sobriety 
of the Dorian mode, and the war brings this very closely 
home to us with its emphasis upon simplicity and 
universality. Here it is that the Chadwick school of 
thought may help us, for it is not merely by the legislature 
making sundry sanitary enactments that progress is made, 
but by engraving on the minds of the rising generation 
various precepts of health, and this can only be done by 
Education. 

To many people sanitary science is apt to appear to be a 
mere matter of drains and open windows, and the enthu¬ 
siasm about drains which possessed our fathers of the mid- 
Victorian epoch is well expressed in Mr. Mallock’s parody of 
Ruskin’s style in the New Repnblic, where Mr. Herbert is 
made to say: “I think a clean sewer is an entirely 
holy thing.” But sanitation, as Chadwick understood it r 
goes far beyond the getting rid of epidemics and acute 
diseases; it endeavours to lay down rules for sound building, 
and it is not too much to say that the need of rational 
housing and proper town planning are among the greatest 
desiderata of all social reforms in this country at the 
present day. An adequate system of housing both for the 
country districts and the towns might diminish phthisis at 
least 50 per cent., and would probably lessen the con¬ 
sumption of alcohol from which flow such unnumbered 
ills. If the evils connected with these two scourges could 
be removed, we should have done more than our ancestors 
accomplished in their banishment of typhus from these 
islands. But here Sanitary Science must join hands with 
Education, or, rather, be recognised as being an integral 
part of it. 

Just as a long period of peace may render a nation careless 
about preparation for war, so long immunity from disease 
may render a nation careless about its sanitary arrange¬ 
ments. Thus, although we have been free from any serious 
epidemic for many years, it is necessary for sanitary 
workers to be ever on the watch, as one never knows when 
something serious may break out, and particularly when the 
nation is spending these vast sums of money, roughly at the 
rate of £1,000,000,000 a year, we must be alive to the danger 
of local authorities getting into difficulties and relaxing their 
standard of sanitary effort. 

Among the Ancients life was infinitely more simple than 
with us, but it must be confessed that to some extent the 
simplicity was purchased by ignoring some awkward facta 
such as disease and the discomforts of old age; indeed, 
with regard to the solution of many difficult social problems 
the ancient world had a genius for cutting knots which the 
modern world loves to try to untie. 

It was said of the late Mr. Gladstone that he took an 
interest in almost everything except disease; this seems to¬ 
me to have been a sound and healthy attitude to have taken 
up, though perhaps not a wholly philosophic one. For disease 
belongs to the negative things of life, and though it may be 
less interesting than many other things, it haB to be reckoned 
with. Just as friction interferes with the law of perpetual 
motion, so disease shackles and restrains the untrammelled 
activities of our minds and bodies, and is consequently 
worthy of study even though it constrains us to embark 
upon that bewildering sea of particulars from which the 
ancient world in horror shrank. 
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INTESTINAL DISORDERS ARISING FROM 
PROTOZOAL INFECTION .* 1 

By B. R. G. RUSSELL, M.D. Aberd., 

TSMPORARY CAPTAIN, B.A.M.C. ; CLINICAL PATHOLOGIST TO THE ROYAL 
HERBERT HOSPITAL. 


The return to this country of large numbers of invalided 
soldiers from tropical and subtropical regions has brought 
to the notice cf the clinical pathologist material of a nature 
such as he has previously rarely, or never, had an oppor¬ 
tunity of examining. Many pathologists must be in the 
same position as myself, and have to decide the character 
of diseases which they never previously had an opportunity 
of seeing. The number of cases of amoebic dysentery seen 
in civilian hospitals in England is so low in times of peace 
that all of us have not had an opportunity of examining the 
causative organism in the fresh state. Under these circum¬ 
stances we owe a debt of gratitude to Dr. H. M. Woodcock 
and to Dr. 0. M. Wenyon for the papers which thny have 
recently published in the British Medical Journal and 
The Lancet respectively, and which describe and illustrate 
lucidly the different species of protozoa commonly found in 
the dejecta of man. 

Since undertaking the duties of clinical pathologist to the 
Royal Herbert Hospital ten months ago I have had three 
cases showing Entamoeba histolytica s. tetragena in the 
stools and one case with an infection byLamblia intestinalis. 
All four cases present features of interest and require no 
apology for their presentation in the form of a paper. It is 
not my intention to discuss at length the morphology and 
biology of Entamoeba histolytica and Lamblia intestinalis ; 
these have been so well and clearly described by Wenyon 
that my non-acquaintance with these protozoa did not debar 
me from recognising their presence in characteristic form in 
stools. 

Case 1.—The first case which I saw was one of active 
dysentery under the charge of Captain (now Major) 
Starling. It occurred in a Eurasian, a gunner, aged 23 years, 
who had been horn and brought up in India, but, whilst 
there, never suffered from dysentery. He left Bombay for 
England for the first time about the end of November, 1914, 
ana was taken ill with diarrhoea about half way through the 
Red Sea. He continued to suffer after reaching England, 
and bad frequently to report sick, and on more than one 
occasion to lie up in hospital. He was admitted to the 
Royal Herbert Hospital on Sept. 12th, 1915, and was then 
passing 10 to 20 motions a day. On the 14th I examined his 
stools and reported amcebee present, but, not having a warm 
stage at disposal, and failing to observe ingested red blood 
cells, the diagnosis of E. histolytica was not made. Three 
dayB later I obtained a freshly passed stool for examination. 
This stool presented large quantities of mucus streaked with 
blood. A fragment of mucus was teased out in saline on a 
glass slide and mounted on a warm stage. Examination of this 
specimen revealed large numbers of amoeba) crawling actively 
about and throwing out clear pseudopodia with incredible 
rapidity. Accurate measurement of these active forms was 
impossible, but they were about 20-30 ix. The whole cytoplasm 
presented usually a faint greenish tint, and in a few speci¬ 
mens ingested red cells were detected. The relatively small 
nucleus was also made out in one or two specimens. 
Permanent preparations were fixed wet in alcohol-ether, 
alcohol, and formalin vapour, and stained in Giemsa and 
Heidenhain’s iron alum bromatoxylin. Dr. Woodcock was 
kind enough to examine these for me, and confirmed my 
diagnosis of Entamoeba histolytica. Immediately these 
active forms were seen the patient was started on emetine 
injections. Forty-eight hours later he passed the first 
formed stool he bad had for six months. After 12 grs. of 
emetine had been given the case was cured and left hospital 
on Oct. 5th, with strict injunctions to report to us should 
the slightest symptoms reappear. He has not been heard 
from since. 

At the time I had this case under observation I was un¬ 
aware of the fact that Schaudinn’s description of the 
division forms of Entamoeba histolytica was incorrect. It 
was later when I knew from Dr Wenyon that the cystic 
forms of this paranite present characteristic and readily 
recognised forms—viz., circular outline, 10-14 fx in diameter, 

* In the carrying out of such research work as I have been able to 
undertake I have been greatly helped by a grant in aid from the 
Medical Research Committee of the National Health Insurance. 

1 This paper was received on Jan. 30th last, but pressure on our space 
has prevented its earlier publication.— Ed. L. 


and with four daughter nuclei distributed in the cytoplasm. 
The stools from the above case were examined after emetine 
treatment had been started, but observation was especially 
directed to the detection of active forms, and these were not 
found. 

The next case in which E. histolytica was found presented 
a very different character, but belongs to a type which it is 
extremely important to recognise, in view of the danger of 
spreading amoebic dysentery in the troops in this country 
and across the Channel. This was a case of true amoebic 
dysentery, which had passed the acute stage undetected, 
and had for months been harbouring the organism un¬ 
suspected. 

Case 2.—Lieutenant -* was admitted to the Royal 

Herbert Hospital on Dec. 6th, 1915, as he had been Buffering 
from fever for ten days. His liver was enlarged and tender, 
with resistance over the gall-bladder. As he gave a history 
of having had typhoid fever in South Africa 18 months 
previously his excreta were examined bacteriologically, but 
the test was negative. On Dec. 14th, I saw the patient for 
the first time, and carried out a leucocyte count which 
came out at 15,000. A differential count especially directed 
towards the detection of an eosinophilia showed no abnormal 
feature. Three days later the patient’s general condition 
was improved, and his leucocyte count was down to 14,000. 
Further cross-examination of the patient, however, brought 
to light a new and an important diagnostic factor. During 
April, May, and the first half of June he had had a 
colitis in South-West Africa. This colitis he described as 
being severe: diarrhoea and passing of mucus tinged with 
blood. During the acute stage the motions were as frequent 
as twice an hour. No injections had been given to him, but 
he gradually recovered. The diagnosis of his present con¬ 
dition being now probable a saline purge was given, and the 
resulting motion was examined on Dec. 19th. A small 

E article of mucus adhering to the outer surface of the firm 
rown stool was teased out in Gram’s iodine solution (double 
strength) and examined under an oil-immersion lens. 
Numerous encysted forms of Entamoeba histolytica were 
seen, presenting the four characteristic nuclei, and 
measuring on an average 12 ^ in diameter. Emetine, $ gr. 
t.d.s., was given hypodermically on 12 successive days. The 
stools were examined again on Dec. 29th, but no E. 
histolytica was found. A typical cyst of E. coli, however, 
was present, showing the eight daughter nuclei quite dis¬ 
tinctly. It was circular in outline, and measured 22 fx in 
diameter. The patient felt so fit after the course of treat¬ 
ment that he was discharged to duty at his own request on 
the 31st. He has been advised to have his stools examined 
once a month, for three or four months, and to report at 
once on the reappearance of any symptoms. 

Case 3.—The third case in which I found the pathogenic 
amoeba was that of an officer in the Royal Army Medical 
Corps who contracted the disease in Egypt about the begin¬ 
ning of April, 1915. After a week of constipation severe 
diarrhoea started, accompanied by griping and tenesmus. 
Tbe stools contained mucus streaked with blood, and for 
three or four days were passed 10 to 20 times per diem. Later 
this settled down to three or four motions a day, but mucus 
and streaks of blood still persisted. The sole treatment 
adopted was the use of astringents. This chronic state 
lasted for three or four months, with occasional exacer¬ 
bations, accompanied by vomiting and a rise of temperature 
to 102° F. For four months a formed motion was not passed. 
Admitted to hospital in Alexandria on July 22nd, he 
received 40 injections of emetine, 20 grains in all. The 
diarrhoea stopped after three days, and in a week a formed 
motion was passed, although mucus was still present. He 
returned to England on August 23rd, and was then quite 
well, excepting that the bowels moved twice a day and 
there was present a trace of mucus in the stools. After a 
month’s leave he returned to light duty, but still suffered 
occasional mild exacerbations with three to four stools a day, 
when a little mucus was passed, but no blood. 

On Jan. 5th, 1916, I examined a motion obtained after a 
saline purge and found numerous encysted forms of Ent¬ 
amoeba histolytica, there being two or more present in each 
field of the oil-immersion lens. The large majority of these 
were of the immature type, and presented only two nuclei, 
or in some cases three. Several of the binuclear forms were 
measured and found to be only 9 fx in diameter. Further 
search soon revealed larger forms, 13 p. in diameter, which 
contained four characteristic nuclei; and it was only when 
these were demonstrated that the patient, himself a micro- 
scopist, was reluctantly compelled to acknowledge the 
certainty of the diagnosis. Emetine injections, 1 grain per 
diem for 12 days, were started on Jan. 7th. Three days later 
the number of amoebae present was greatly reduced, this 
reduction affecting especially the immature binuclear forms, 
but a careful enumeration of mature and immature forms 
was not done. Four days later amoebae were still present. 
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but only two or three were present in each preparation. 
After six days of emetine treatment the stool resulting from 
a saline purge was examined, and this time a careful search 
failed to detect any amoebae. The patient declared he felt 
very much improved in general condition, despite the 
insomnia due to the emetine. Up to date there has been no 
reappearance of the organism in the stools. 

Case 4.— The fourth and last case of protozoal infection to 
be described constitutes an interesting commentary upon 
the three genuine amoebic dysenteries given above. Here, 
as in Case 5, the value of the anamnesis is enhanced greatly 
by the circumstance that the patient was a medical man, a 
student of medicine holding a combatant commission. 

Lieutenant-, aged 23, was quite well until the beginning 

of August, 1915, w T hen the ship, on board which he was pro¬ 
ceeding East, called at Malta. He went ashore in the after¬ 
noon, but whilst on land can recollect having taken only one 
glass of lemonade. The evening of the same day he was 
seized with abdominal pain and severe diarrhoea, which 
lasted 24 hours. Nothing further noticed until seven days 
later and four days after landing in Egypt, when the 
diarrhoea recommenced and gradually got worse. He was 
passing four to six stools a day; these were very loose and 
watery, but never showed blood or mucus. He was admitted 
to hospital on August 8th, 1915, at which time the motions 
were 10 to 15 a day, but rarely disturbed him at night. In 
hospital he received 41 injections of emetine over a period of 
three weeks, but the diarrhoea did not stop, and he felt 
rather worse. The cessation of injections was followed by 
some improvement and he returned to duty. The diarrhoea, 
however, continued and he became weaker, and was finally 
invalided home on Oct. 23rd, 1915. The diarrhoea ceased on 
the way home and, apart from the effect of a mild dietetic 
indiscretion, he has been in good health since. He was 
admitted for observation to the Royal Herbert Hospital on 
Jan. 2nd, 1916. On the 7tli a stool, the result of the adminis¬ 
tration of a saline purge, was submitted to an examination 
for amoebae, and presented the following characters: Light 
brown semi-fluid motion; no foul odour; free from blood 
and mucus. A small loopful of the more fluid part was 
rubbed up in a drop of iodine solution, mounted, and 
examined with an oil immersion. No active or encysted 
forms of amoebae were to be seen, but each microscopic field 
showed numerous cvsts of Lamblia intestinalis. These were 
oval bodies measuring 14 ^ long and 10 n broad, surrounded 
by a bright refractile capsule. In Dr. Wenyon’s paper on 
p. 1181 Figs. 5 to 8 illustrate the appearances seen. In the 
specimens examined from the case under discussion the 
capsule was more distinct than in the illustrations just 
noted, and at first sight suggested rather that one had to deal 
with the ova of a metazoon. Their size, however, the 
presence in several of a well-marked oblique line separating 
the two daughters, the two or four polar nuclei according to 
the stage of development, all presented a picture which, 
once observed, could never again be mistaken. Permanent 
preparations were made and stained. They confirmed and 
amplified the observations made on the fresh specimens. 

Where the patiept contracted the infection cannot be 
placed with certainty, but it is most probable that the 
Lamblia obtained entrance into his alimentary tract imme¬ 
diately on his arrival in Egypt. Whether he had ever had a 
true amoebic dysentery is more than doubtful. The failure 
to react to emetine, the spontaneous recovery from the 
diarrhoea after reaching cooler latitudes, and the subsequent 
establishment of a lamblial infection all render it more than 
probable that his whole disorder was due not to E. histolytica, 
but to Lamblia intestinalis. Without straining unduly, the 
clinical history, as given by the patient, can only be inter¬ 
preted as pointing towards the accuracy of this view; most 
certainly it does not accord with the symptomatology of an 
acute amoebic dysentery. 

This case is now being treated with thymol in the hope 
that the infection may be suppressed or abolished, but at 
present the therapeutic treatment of this lamblial infection 
is very unsatisfactory and requires further research. In 
this connexion the following experiment which I under¬ 
took is of interest, and may prove to be of considerable 
importance. 

To obtain, if possible, confirmatory evidence of the con¬ 
version of the encysted form into the free swimming 
flounder-like active form, animal experiment was resorted 
to. A loopful of the fluid part of the stool (which had now 
stood two days at room temperature) was rubbed up in 
about 5 c.c. of milk. By means of a pipette and teat some 
of the milk was introduced into the pharynx of three mice, 
two of whom took it readily. Three days later one of these 
mice was killed, and the contents of the bowel examined 
at various levels. Down to 2 inches below the pylorus 


numerous freely swimming typical lambliae were found. 
These were 14 /* long and had the typical structure. In the 
lower part of the bowel these were absent, and the few 
cystic forms seen and measured were about 10 to 12 p long. 
The ttfro inoculated mice remaining were then sacrificed and 
examined, but only a negative result was obtained. Three 
control mice living under identical conditions, but which 
had not been fed on the lamblia-containing fluid, were also 
killed and examined without result. Perhaps I was too 
precipitate in sacrificing the infected mice, and had the 
infection been allowed to run on longer it is possible all 
would have contained active lambliae in the upper bowel 
It cannot be regarded as an established fact that I infected 
the first mouse with the protozoon in question; the 
possibility of a spontaneous infection must be taken into 
consideration. Still, given two dozen mice, encysted 
lambliae, and ten hours microscopy, and the question can 
be decided within a week. Should the result be regularly 
positive, ideal conditions are at once granted for the testing 
of various compounds with the view of finding a thera¬ 
peutic agent resembling in efficacy that of emetine against 
E. histolytica. 2 

The three cases of amoebic dysentery described above 
require little comment. Diagnose the condition and give 
emetine. The third case, however, is of some interest. 
Two courses of treatment by emetine failed to prevent the 
establishment of a chronic dysentery. Alternative views to 
explain this phenomenon are, first, an anatomical, and 
secondly, a biological. It is possible to conceive a few 
amoebic cysts locked up in a fragment of more or less dried 
intestinal content, perhaps lodged in a crypt where the 
emetine could not obtain access. Another possibility remains 
to be considered. It is a well-established fact that certain 
trypanosomes, easily killed by a particular organic compound 
of arsenic, may after exposure to this drug under conditions 
not exactly determined become insusceptible to the action 
of this very arsenical compound. This insusceptibility or 
arsenic-fastness remains a character of a trypanosome 
through subsequent generations. In the third case the 
dysentery relapsed after prolonged treatment with emetine, 
and the conditions for the establishment of an emetine-fast 
amoeba were presented. Fortunately, however, the cause of 
the relapse did not lie in the presence of a permanently 
emetine-fast amoeba. The whole question why certain cases 
relapse is one urgently demanding further research. 

In conclusion, the problem for the clinical pathologist is to 
recognise the causative organisms in the stools. Accurate 
measurements must be made of these by a micrometer eye¬ 
piece, whose value has been reckoned out for the various 
objectives by means of a ruled slide. For the study of active 
amoebae from an acute case of dysentery a warm stage is 
indispensable. In detecting the encysted forms of E histo¬ 
lytica double strength iodine solution, recommended to me 
by Dr. Wenyon, has proved of great service. The solution 
is made up similarly to Gram’s solution, only double 
quantities of iodine and potassium iodine are measured 
out. A small particle of the stool is teased out in a 
drop of this solution on a glass slide, covered with a glass 
slip, and examined by a weak diffuse light under the oil 
immersion. The nuclei of the amoebae stand out distinctly, 
and the central dot (karyosome) can usually be made out. 

For further cytological study and the permanent preserva¬ 
tion of interesting specimens, the following technique has 
given excellent results in my hands. A very thin film is 
made on a slide which before drying is immersed in 
corrosive sublimate-alcohol solution (one part of 6 per cent, 
watery corrosive sublimate to two parts of absolute alcohol). 
The slides are left in this over night, then washed in alcohol 
of decreasing strengths, and finally in distilled water. 
For staining Heidenhain’s iron-alum baematoxylin or 
Giemsa solution may be used. The latter is the more 
universally obtainable stain and gives excellent results 
with amoebae. To a watch-glass filled with distilled water 
add the Giemsa solution drop by drop, one drop of stain to 
each cubic centimetre of water, and invert the film over the 
staining solution. After an hour the preparation is washed 
in distilled water for a few minutes, then run rapidly 
through alcohol into xylol, and mounted in neutral balsam. 
The Giemsa stain which I have at present colours the 


2 This experiment has since been performed and the possibility of the 
experimental infection of mice placed beyond donbt-. 
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amoebae a delicate rose-pink, which enables them to be 
readily picked out from the generally purple background. 
The deeper red nuclei stand out very distinctly, and the rod 
structure present in the cytoplasm is stained a deep purple. 
The amount of shrinkage obtained in using the above 
fixative is very slight; quadrinuclear cysts have, when 
measured in the stained preparations, been found to 
be 12 p. in diameter, whilst the rod structure attained a 
length of 6 p. 

Bibliography—\. H. M. Woodcock: Brit. Med. Jour., Nov. 13th, 
1915, p. 709. 2. C. M. Wenyon : The Lancet, Nov. 27th, 1915, p. 1174. 


LAMBLIA INTESTINALIS INFECTIONS 
FROM GALLIPOLI. 

By ALEX. MILLS KENNEDY, M.D. Glasg., 

TEMPORARY LIEUTENANT, R.A.M.C. ; BACTERIOLOGIST TO THE ROYAL 
HERBERT HOSPITAL, WOOLWICH; 

AND 

D. D. ROSEWARNE, L.R.C.P. Lond., M.R.C.S., 

TEMPORARY LIEUTENANT, R.A.M.C., ATTACHED TO BACTERIOLOGICAL 
LABORATORY, ROYAL HERBERT HOSPITAL. 


The bacteriological supervision of convalescents from 
enteric fever and paratyphoid fever, as insisted upon by 
the War Office, while entailing a vast amount of work on a 
scale hitherto not attempted, has afforded the bacteriologist 
an opportunity of studying several interesting conditions. 
For some months we have been engaged in this work, and as 
a matter of routine we have extended our investigations to 
include all cases of “dysentery.” It is to certain of the 
latter cases that we propose to confine our present paper. 
It seems to us that the term “dysentery ” has been fairly 
freely applied to most of the cases of diarrhoea sent home 
from the Near East, apart altogether from the question 
whether the condition be due to a pathogenic organism or 
to some other irritant. 

In the course of an investigation of 136 consecutive cases 
of “dysentery ” invalided home from Gallipoli we have met 
with 12 cases in which the bacteriological findings and the 
history suggest that the condition was dependent upon 
infection by Lamblia intestinalis. We have found no diffi¬ 
culty in recognising this flagellate, as in the majority of our 
cases it was present in the faces in considerable numbers 
and is quite characteristic in appearance. We need not 
enter into a description of its characteristics, as this has 
already been done quite recently by Wenyon 1 and by 
Woodcock, u and anyone accustomed to microscopy who 
read their articles will easily recognise the parasite. In 
our microscopy of the faeces we have found emulsifying 
them with double-strength Gram’s iodine, as recommended 
by Wenyon, most useful for bringing out the encysted forms 
of the protozoa and staining their nuclei, and so aiding in 
their identification. 

The pathogenicity of Lamblia intestinalis is a question 
which is still not beyond the regions of doubt, hence it is 
only by the detailed study of series of cases like the present 
that the matter can be finally settled one way or the other. 
Within recent years several observers have recorded cases 
apparently of lamblia infection giving rise to a chronic 
dysenteric condition which resisted all the usual methods of 
treatment. Wenyon 3 has had under observation two or 
three persons who have maintained their infection for years. 
Some showed repeated attacks of diarrhoea with passage of 
mucus, and one case, although passing lamblia in large 
numbers, showed no signs of intestinal derangement. The 
persistence of the infection is well illustrated in our series. 

Case 1.— The patient, aged 32, went direct from New 
Zealand to Egypt and was stationed at Cairo for five months 
before proceeding to the Peninsula. He enjoyed good health 
while in Egypt, and left at the beginning of April, 1915, for 
“ Anzac” where he landed on April 25th. On the voyage 
across the Mediterranean the ship called only at Lemnos, 
where the patient went ashore for an hour or two. He was 
six months at “ Anzac ” before being taken ill. When the 
“dysentery” attacked him the symptoms were severe, 
frequently 30 motions per day, chiefly blood and mucus 
being passed. These were associated with tenesmus and 


i The Lancet, Nov. 27th, 1915, p. 1178. 

* Brit. Med. Jour., Nov. 13th, 1915. 

* The Lancet, Nov. 27th, 1915, p. 1178. 


colicky pains in the abdomen. Five days after the onset of 
the illness he was sent straight back to England, where he 
arrived at the Brook War Hospital on Nov. 9th, 1915. He 
received six emetine injections while on the Peninsula and 
two while on the hospital ship. He thinks that these 
injections diminished the blood in the motions but had no 
effect on the mucus, which continued to be passed in con¬ 
siderable amount until he reached this country. Since 
arriving here his condition has slowly improved, but he still 
passes a little mucus in the motions. He has had no fever 
since admission to hospital here. 

The excreta were examined at the Addington Park 
Laboratory on Dec. 15th, 1915, and again on the 24th, and 
found negative on each occasion. The fseces and urine were 
sent to us for examination on Jan. 4th, 1916, and again on 
the 10th. We failed to isolate any typhoid, paratyphoid, or 
dysentery bacilli, but large numbers of encysted Lamblia 
intestinalis were seen on microscopical examination of the 
fseces. No entamcebse were found. On the 21st we tested 
the agglutination reaction of the patient’s serum, in 1 in 50 
and 1 in 100 dilutions, against the three known strains of 
dysentery bacilli—Flexner, “ Y,” and Shiga—with negative 
results in all cases. 

Case 2.— The patient, aged 21, went from England to 
Gallipoli via Alexandria, where he stayed two days, and 
Lemnos, where he remained for a day and a half. He was in 
good health, and he landed on ‘ Y ” beach on June 15th, 1915. 
On July 17th the diarrhoea commenced; it was associated 
with colicky pains in the abdomen, and blood and mucus 
were passed with every motion. The diarrhoea was severe 
day and night, so that some nights he even slept at the latrines. 
He did not report sick until about the end of July. He was 

iven seven injections of emetine, but he states that they 

id no good whatever, and he was put on light duty. He 
continued on light duty till Sept. 23rd, when, as there was no 
improvement in his condition, he was sent direct home. He 
was very ill while on the ship, the diarrhoea being con¬ 
tinuous. He had no further emetine injections. Arriving at 
Clandon Park Hospital, Guildford, about the beginning of 
October, he was transferred to the Brook War Hospital on 
the 18th. The diarrhoea continued while at Clandon, six or 
seven motions per day, associated with the passage of blood 
and mucus, and when he was transferred to the Brook 
Hospital he was passing up to five motions per day. By 
Jan. 20th, 1916, he was much improved, although passing 
three motions per day, but there was no blood or mucus. 
He finds, however, that if he takes any hot food, particularly 
hot rluid—e.g., tea—it brings on one or two loose motions 
almost immediately. He has consequently to be careful 
with his diet. He has had no fever since admission to the 
Brook Hospital. 

The excreta were examined at the Addington Park 
Laboratory on Dec. 15th, 1915, and found negative. The 
faces and urine were sent to us on Jan. 10th, 1916, and, 
failing to isolate any typhoid, paratyphoid, or dysentery 
bacilli, we found encysted forms of Lamblia intestinalis in 
the faces in considerable numbers, but no Entamoeba histo¬ 
lytica). On the 21st we examined the agglutination reaction 
of the patient’s serum (1/50 and 1/100 dilutions) with the 
three known dysentery bacilli—Flexner, "Y," and Shiga—and 
obtained negative results in all cases. 

Case 3.— The patient, aged 25, went from this country to 
Gallipoli via Alexandria, at which place he was ashore for one 
day only. Landing at Suvla Bay on August 12th, 1915, he 
was quite well until about Sept. 25th, when the illness began 
With loss of appetite, and, shortly thereafter, diarrhoea. At 
first he had about five motions per day, but about two weeks 
later the diarrhoea got worse and blood and mucus were 
habitually passed. He, however, kept on duty until Oct. 21st, 
and on the 23rd he left the Peninsula for home. The diar¬ 
rhoea continued all the way home, about four motions per 
day, frequently with blood and mucus. He was admitted to 
the Brook War Hospital on Nov. 9th, and he looked ill and 
was very thin. He gradually improved, and by Jan. 19th, 
1916, he was passing only two motions per day, which, how¬ 
ever, were loose, but contained neither blood nor mucus. He 
had some fever during the first week after admission to the 
Brook Hospital, but none since. He had one injection of 
emetine in Gallipoli, which had no effect on his condition, 
but none since. He has been treated with cyllin capsules 
(niiii.) in Brook Hospital. 

The fa)ces and urine were sent to us for bacteriological 
examination on Jan. 12th, and we found encysted forms of 
Lamblia intestinalis in large numbers, but failed to recover 
any typhoid, paratyphoid, or dysentery bacilli. No entamoeba 
were discovered. We tested the agglutination reaction of 
the patient’s serum (1/50 and 1/100 dilutions) on the 21st 
with the three known dysentery bacilli—Flexner, “ Y,” and 
Shiga—with uniformly negative results. 

Case 4.— The patient, aged 31, went from Australia to 
Egypt (Heliopolis), where he remained two weeks and 
enjoyed good nealtb. He was transferred to Gallipoli and 
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landed at “Anzac” on August 15tb, 1915. Diarrhoea com¬ 
menced on the day after landing. He had live or six motions 
per day during the lirst week of illness, and from 20 to 30 
motions per day during the second week; blood and mucus 
were continually passed, and sickness and vomiting were 
troublesome. Notwithstanding the diarrhoea he kept on 
duty, with the exception of one day, until about Sept. 14th, 
when he was sent to Mudros. He was six weeks in hospital 
in Mudros, the diarrhoea continuing, with passage of blood 
and mucus most of the time. From Mudros he came direct 
to England, and was admitted to the Brook War Hospital on 
Dec. 4th, 1915. His condition greatly improved on the ship, 
and the diarrhoea stopped shortly after embarkation. During 
the last fortnight of December he bad a recurrence of the 
diarrhoea, but has remained well since. He received two 
injections of emetine in Gallipoli and ten injections on the 
way to Mudros. For three or four days only after the ten 
injections the diarrhoea was greatly improved, but recurred 
at Mudros. He has had no further emetine treatment. 

The faeces and urine were sent to us for bacteriological 
examination on Jan. 21st, 1916. We were unable to isolate 
any typhoid, paratyphoid, or dysentery bacilli, but found 
considerable numbers of the encysted forms of Lamblia 
intestinalis in the faeces; no entamoeba) were seen. Agglu¬ 
tination reaction of the patient’s serum (1/50 and 1/100 dilu¬ 
tions) with the three known dysentery bacilli—Flexner, “ Y,” 
and Shiga—on this date gave negative result throughout. 

Case 5.— The patient, aged 20, went direct from this 
country to Gallipoli and landed at Suvla Bay about the 
first week of August, 1915. Three to four weeks after 
landing diarrhoea commenced, 12 and more motions per day, 
associated with the passage of blood and mucus; his con¬ 
dition got worse, 20 to 30 motions being passed daily, with 
sickness and vomiting. After two months’ illness he was 
sent direct to England, arriving at the Brook War Hospital 
on Nov. 8th, 1915. His condition has slowly improved, but 
by Jan. 20th, 1916, he was still passing two loose motions per 
day. He has to be careful with his diet, too; hot fluids tend 
to start the diarrhoea, and fruit will set it up about two days. 
There has been no fever since admission to the Brook 
Hospital. The patient has never bad any emetine. 

An examination of the excreta by us on Jan. 13th showed 
the presence of numerous cysts of Lamblia intestinalis in the 
feeoes, but no Entamoeba histolytica), and we did not recover 
any typhoid, paratyphoid, or dysentery bacilli. A previous 
examination on Dec. 29th at the Addington Park Laboratory 
was negative. Agglutination reaction of the patient’s serum 
(1/50 and 1/100 dilutions) with the three known dysentery 
bacilli—Flexner, “ Y,” and Shiga—was done on Jan. 21st and 
found negative. 

Case 6.—The patient, aged 20, arrived at Suvla Bay about 
the first week of August, 1915, direct from this country. A 
week after landing diarrhoea began with six or seven motions 
er day, associated with passage of blood and mucus; the 
iarrhoea increased in severity, and he had considerable 
vomiting and pains in the abdomen. He kept on duty, 
however, for a month longer, when he was sent to a rest 
camp for five days. There was little or no improvement in 
his condition, the diarrhoea persisting, with passage of blood 
and mucus, but nevertheless he resumed duty. His condition 
got still worse and on Oct. 23rd he was carried from the 
trenches to the ship and he left direct for England. The 
diarrhoea continued while on the ship and he arrived at the 
Brook War Hospital on Nov. 9th. Since admission to hos¬ 
pital he has slowly improved, but by Jan. 19th, 1916, there 
was still looseness of the bowels, four motions per day, and 
still occasional abdominal pain. He had considerable fever 
on the ship, necessitating cold sponging, and for the first ten 
days after admission to hospital in this country he had 
moderate fever, but there baB been none since. The patient 
had one emetine injection on the ship and one injection after 
admission to the Brook Hospital, but none at any other 
time. 

The faeces and urine were sent to us for bacteriological 
examination on Jan. 14th. We did not recover any typhoid, 
paratyphoid, or dysentery bacilli, but found numerous 
encysted forms of Lamblia intestinalis in the faeces and no 
entamcQbae. The agglutination reaction of the patient’s 
serum (1/50 and 1 100 dilutions) with the three known 
dysentery bacilli—Flexner, “ Y," and Shiga—was done on the 
21st and gave negative result in all cases. 

Case 7. —The patient, aged 32, arrived at Alexandria from 
England and remained there for one month before being 
transferred to Gallipoli. Landing at “ Y ” beach, west of 
Rnthia, on April 25th, 1915, he was quite well until about 
three months later. Diarrhoea set in, with eight or nine 
motions per day, associated with the passage of blood and 
mucus and colicKy pains in the abdomen. He did not report 
sick and left the Feninsula with his regiment for four days’ 
rest in camp at Lemnos. The diarrhoea persisted, yet he 
returned to Gallipoli, where he remained till Sept. 19tb. He 
was compelled to report sick on this date, as the diarrhoea 
was so bad, from 20 to 30 motions daily, with blood and 


mucus habitually. He was sent direct to England, and 
arrived at Clandon Park Hospital in the first week of 
October, where he remained until the 18th, when he was 
transferred to the Brook War Hospital. On the ship the 
diarrhoea was almost continuous, but when in Clandon it 
had become reduced to three or four motions daily with only 
a little blood and no mucus. He has had no diarrhoea since 
admission to the Brook Hospital, but if he drinks anything 
hot then he has a loose motion almost immediately. There 
has been no fever since admission to the Brook Hospital. 
He received an injection of “serum” for his dysentery 
while on the hospital ship, but is not aware of having had 
any emetine. 

The excreta were examined at the R.A.M.C. Laboratory, 
Millbank, on Dec. 8th, 1915, and found negative, and again at 
the Addington Park Laboratory, on the 15th, with similar 
result. The faeces and urine were sent to us on Jan. 17th, 
1916, for bacteriological examination. We did not recover 
any typhoid, paratyphoid, or dysentery bacilli, but found 
encysted forms of Lamblia intestinalis in the fffices and no 
entamoeba). The agglutination reaction of the patient’s 
serum (1/50 and 1/1CO dilutions) with the three known 
dysentery bacilli—Flexner. “ Y,” and Shiga—on the 21st gave 
uniformly negative results. 

Case 8.—The patient, aged 18, went from Australia to 
Egypt and was stationed at Cairo for nine weeks. After a 
month in Egypt he had a slight attack of diarrhoea lasting a 
week, but did not pass blood or mucus, and recovery was 
complete. Going to Gallipoli, he landed at “ Anzac" on 
August 20th, 1915, and on the 28th he was taken ill with 
diarrhoea, which gradually got worse. By the end of a week 
he was passing five motions per day, each containing blood 
aDd mucus, ana he suffered from headaches and abdominal 
pains, with much flatulence but no vomiting. He remained 
on duty till Oct. 23rd, when he was sent back direct to 
England. The diarrhoea continued while on the ship, although 
the passage of blood diminished and eventually ceased, but 
mucus continued to be passed for a long time. He arrived 
at the Brook War Hospital on Nov. 9th and the diarrhoea 
ceased two weeks later. He has had no fever since admission 
to the Brook Hospital, and by Jan. 19th, 1916, he was feeling 
very fit. He had five injections of emetine while in Gallipoli 
with practically no effect on the diarrhoea, and has had no 
emetine since. 

On Jan. 17th we made an examination of the faeces and 
urine, but no typhoid, paratyphoid, or dysentery bacilli were 
found. Encysted forms of Lamblia intestinalis, however, 
were present in the faeces in considerable numbers, but no 
entamoebae were discovered. On the 21st the patient’s serum 
(1 50 and 1/100 dilutions) gave negative agglutination reaction 
with the three known dysentery bacilli—Flexner, “ Y,” and 
Shiga. 

Case 9.—The patient, aged 23, went from Australia to 
Cairo for six weens and enjoyed good health there. From 
Cairo he arrived at “ Anzac ” about the middle of May, 1915, 
and was four months on the Peninsula before being taken 
ill. Diarrhoea set in, 17 to 20 motions per day, with passage 
of blood and mucus, but he did not report sick until two 
weeks later. He was sent to Lemnos, and was in hospital 
there for two months, the diarrhoea continuing, 12 to 15 
motions daily with blood and mucus, associated with sick¬ 
ness and vomiting and abdominal pains. From Lemnos he 
was sent direct to England,and he improved considerably on 
the ship. Arriving at the Brook War Hospital on Dec. 5th 
he was passing about three motions per day. He made 
further progress, and by Jan. 21st, 1916, was passing onlv 
one or two motions per day ; these were fairly well formecl 
but still contained a little mucus. There has been no fever 
since admission to the Brook Hospital. The patient received 
six injections of emetine at Lemnos and one injection on the 
ship, but with little effect on the diarrhoea; two injections of 
emetine were also given shortly after admission to the Btook 
Hospital. 

On Jan. 19th we examined the faeces and urine and failed 
to find any typhoid, paratyphoid, or dysentery baoilli. 
Microscopical examination of the faeces showed numerous 
encysted forms of Lamblia intestinalis but no entamoebae. 
On "the 21st we tested the agglutination reaction of the 
patient’s serum (1 50 and 1/100 dilutions) with the three 
known dysentery bacilli—Flexner, “ Y,” and Shiga—and 
found it negative in all cases. 

Case 10.—Going direct from England to Gallipoli the 
patient, aged 23, landed at “ Anzac ” about the second week 
of September, 1915. Three weeks after landing diarrhoea 
started, 12 to 14 motions per day, with passage of blood and 
mucus. After two weeks’ illness he was sent direct back to 
England, and arrived at the Brook War Hospital on Nov. 8th. 
On the ship he was having about eight motions per day, with 
blood and mucus present, but two weeks after arrival in this 
country the diarrhoea greatly improved. By Jan. 21st, 1916, 
he was passing only two loose motions per day, and no blood 
had been passed for nearly a month previously. Since 
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admission to the Brook Hospital there has always been a 
tendency to a subfebrile temperature, and by Jan. 21st the 

K tienfc did not feel too strong, and hot drinks—e.g., tea— 
d a tendency to start the diarrhoea which would last for a 
day. The patient states that he never had any emetine. 

The. excreta were examined at the Addington Park 
Laboratory on Dec. 29th and found negative. On examina¬ 
tion of the faeces and urine on Jan. 19th we failed to isolate 
any typhoid, paratyphoid, or dysentery bacilli, but numerous 
encysted forms of Lamblia intestinalis were found on micro¬ 
scopical examination of the faeces; no entamcebae were 
found. The patient's serum (1 50 and 1/100 dilutions) exa¬ 
mined by us on the 21st gave negative agglutination reaction 
with the three known dysentery bacilli—Flexner, “ Y,” and 
Shiga. 

Case 11.—The patient, aged 21, went direct from England 
to Suvla Bay, landing about August 8th, 1915. On Oct. 18th 
he was seized with diarrhoea, which was almost continuous 
day and night, and was accompanied by the passage of blood 
and mucus. He also suffered from headaches and abdominal 
pains. A week after the onset he was sent direct to England, 
arriving at the Brook War Hospital on Nov. 9th. The diar¬ 
rhoea persisted on the ship and was present on arrival in 
this country, and only lessened about Christmas time. He 
gradually improved and by Jan. 21st, 1916, was passing only 
one or two motions daily and no blood or mucus. If he takes 
anything hot, however, then he has one or two loose motions 
shortly thereafter. He has had no fever since admission to 
the Brook Hospital. He states that he received five hypo¬ 
dermic injections (probably emetine) on the ship, but none 
since. 

The faeces and urine were examined by us on Jan. 20th, 
but no typhoid, paratyphoid, or dysentery bacilli were 
isolated. Encysted forms of Lamblia intestinalis, however, 
were found in large numbers in the faeces, but no entamoebae. 
On the 2lst the agglutination reaction of the patient's serum 
(1/50 and 1/100 dilutions) with the three known dysentery 
bacilli—Flexner, “ Y,” and Shiga—was found negative. 

CASE 12.—From England the patient, aged 27, went direct 
to Mudros. After four days there, during which time he was 
quite well, he sailed for Gallipoli, and landed at‘‘Gully” 
beach in September, 1915. Seven weeks after landing the 
dysentery started. It was of a severe type, almost continuous 
diarrhoea with passage of blood and mucus; yet he remained 
on duty for two weeks longer before reporting sick. After 
three days at a dressing station on the Peninsula he was sent 
direct to Alexandria. After arrival in Alexandria he remained 
in hospital there for six weeks before embarking for England; 
he was very ill with considerable fever and dilirium. The 
diarrhoea, however, improved towards the end of his 
residence there and before he left he was passing about two 
motions per day. Two weeks before leaving Egypt his con¬ 
dition was complicated by the development of neuritis in 
both legs. Coming to this country he arrived in the Brook 
War Hospital on Dec. 4th. Apart from the incapacity con¬ 
sequent upon the neuritis he was fairly well, passing one or 
two motions per day with no blood or mucus. During the 
third week, and again at the end of the fourth week after 
admission to the Brook Hospital, his temperature showed a 
subfebrile tendency. The patient had in all 36 injections of 
emetine—16 on the ship going to Alexandria and 20 in 
Alexandria. He states that he might possibly have been 
free from diarrhoea for about half a day after each injection 
but otherwise he thinks it had little effect. 

On examination of the faeces and urine on Jan. 14th, 1916, 
we were unable to recover any typhoid, paratyphoid, or 
dysentery bacilli, but microscopical examination of the 
faeces showed numerous encysted forms of Lamblia intes¬ 
tinalis. No entamoebae were found. On Jan. 25th we tested 
the agglutination reaction of the patient's serum (1/50 and 
1/100 dilutions) with the three known strains of dysentery 
bacilli—Flexner, “ Y,” and Shiga—and found a negative 
result in all cases. 

Reviewing this series of cases we find several features 
worthy of note. All the cases presented a dysenteric type 
of diarrhoea, with passage of blood and mucus of a con¬ 
siderable degree of severity, and usually associated with 
abdominal pains. Infection occurred on the Peninsula at 
varying intervals of time, from one day to six months after 
landing. Several of the men, although suffering severely 
from the diarrhoea, kept on duty for one or two months 
before going off sick. 

The long duration of the condition is another point 
worthy of special mention. The acute symptoms - diarrhoea 
with blood and mucus—varied from about one month to 
nearly six months. Four cases had acute symptoms from 
one month to a month and a half, and 6 cases from two to 
two *nd a half months. 

The tendency of all the cases to show spontaneous 
improvement only upon change to a cooler climate is another 


remarkable feature. Three of the cases showed improvement 
on board the hospital ship conveying them to this country, 
one improved in hospital in Alexandria, but the remainder 
only made undoubted progress after landing in England. 

Encysted forms of Lamblia intestinalis were found in the 
faeces at intervals varying from about three to six months 
after the onset of infection, and they were present in large 
numbers. No active forms were met with, but it must be 
remembered that we did not have the opportunity of 
examining a diarrhceic motion. 

In 9 of the cases emetine was given hypodermically with 
little or no effect on the condition, and this in itself rather 
suggests some other cause for the diarrhoea than entamoeba 
histolytica. Further, in none of the cases did we find any 
entamoebae histolyticae in the faeces. We failed to recover 
any typhoid, paratyphoid, or dysentery bacilli from the 
excreta of any case, and in no case did the patient's serum 
agglutinate known dysentery bacilli, the three strains 
Flexner, “Y,” and Shiga being used against the serum 
diluted 1 in 50 and 1 in 100. 

All the patients had previously been inoculated against 
enteric fever. 

The problem presenting itself is that of the pathogenicity of 
Lamblia intestinalis. We do not propose to make any dogmatic 
statement on the subject; under the circumstances such is 
not possible, and we content ourselves simply by placing 
the facts of the cases on record. The question whether 
there may not have been a primary amoebic dysentery with 
lamblia infection superadded is one that we are not in 
a position to answer with certainty. Such a double infection 
would be quite in accord with the apparent failure of 
the emetine treatment. Bacteriological examination of 
the cases both in the earlier and later stages of the 
illness would probably settle this point, and so for the 
present we must await the publication of reports from those 
investigators who have had the opportunity of so examining 
them. A possible primary infection with bacillary dysentery 
is not likely, since no positive agglutination was got with 
any of the patients’ sera and known dysentery bacilli. 

The length of time during which the encysted forms of 
Lamblia intestinalis were excreted is a very important point, 
for if the organism be pathogenic, then the question of 
dealing with carriers will naturally come up for solution. 
That they are by no means uncommon is shown by the 
frequency in our series—12 cases out of a consecutive series 
of 136 so-called dysenteries, which is approximately 9 per 
cent. 

Stitt recognises the prevalence of this infection in the 
tropics, and holds that it is only less important than that of 
amoebic dysentery. 


REMARKS ON 

THE NATURE AND DISTRIBUTION OF 
THE PARASITES OBSERVED IN THE 
STOOLS OF 1305 DYSENTERIC 
PATIENTS. 

By H. B. FANTHAM, M.A. Cantab., D.So. Lond., 

LECTURER, LIVERPOOL SCHOOL OP TROPICAL MEDICINE ; HONOR ART 
PARASITOLOGIST. WESTERN COMMAND. 

During the period Jan. 21st to April 18th, 1916, I have 
been able to take an active share in and to supervise the 
examination of about 3800 stools coming from 1305 British 
soldiers in various hospitals in the Western Command. The 
distribution of the parasites is not without interest, and a 
short account of the results obtained is now given. Most of 
the patients were relatively convalescent, having previously 
contracted dysentery chiefly in Gallipoli. A few cases came 
from the Western front in Flanders. The parasites found 
were chiefly protozoa and Blastocystis enterocola. The 
essential features of many of the organisms were described 
by Fantham and Porter 1 in 1915. A few eggs and embryos 
of helmiDthes occurred. Bacteria were not investigated. 
The parasites observed in fresh preparations are listed in the 

i Fantham, H. B. and Porter. A. (1915): Notes on Certain Protozoa 
which may be Found in Cases of Dysentery from the Mediterranean War 
Zone, Proo. Oambr. Philosoph. Soc.,vol. xviii., pp. 184-188. 
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I oil owing table, which also shows their differential dis¬ 
tribution :— 

No. of patients .1291 

,, in whom parasites were found . 446 

Total number of examinations made.3325 

No. of examinations in which Entamoeba histolytica occurred ... 38 

„ .. Entamoeba coli „ ... 211 

,. ,, Noe's entamoeba ,, ... 2 

,, Amoeba (Vahlkampfia) Umax occurred 2 

.. .. Qlardia (Lamblia) intestinalis 471 

.. Trichomonas hoininis „ 2 

,, Chilomastix (Tetramitus) mesnlli 

occurred. 1 

,, Cercoraonas parva occurred. 2 

„ Coccidia (apparently Iaoepora type) 

occurred. 4 

,, Spirochaetes occurred . 42 

Blastocystis enterocola occurred ... 198 

,, Taenia embryos 1 

,, Hymenolepls embryos . 1 

„ .. Trichocephalus eggs .. 3 

The proportion of examinations positive for E. histolytica 
is somewhat low on account of the relatively large number 
of injections of emetine received by the men before reaching 
Eogland, some patients having had as many as 40 injections. 
It will also be seen that the high proportion of examinations 
showing lamblia is evidence that injections of emetine have 
apparently little action on these flagellates, many of the 
lamblia cases having been previously treated with the drug. 
Administration of emetine by the mouth might perhaps be 
more efficacious in some cases. The proportion of stools 
showing spirochaetes, of the type S. eurygyrata, Werner 
emend. Fantham, is really much higher than appears in the 
table, as was found by making stained preparations of some 
of the stools and by using dark-ground illumination. It is 
of interest to note that at least one case of lamblial diar¬ 
rhoea and one case of amoebic dysentery were found among 
soldiers who had only been on the Western front in Flanders 
and had never been to the tropics. 

A summary of the combinations of the parasites consti¬ 
tuting the various infections in the 446 positive cases is 
now given. 

The single infections were 325 in number, and were 
distributed thusE. histolytica occurred in 7 cases; 
E. coli in 81 ; Giardia (Lamblia) intestinalis in 137; spiro¬ 
chaetes (S. eurygyrata) in 23 ; Blastocystis enterocola in 72 ; 
Amoeba (Vahlkampfia) limax in 2 ; Trichocephalus dispar 
in 2; and Taenia saginata in 1. 

The double infections were 79 in number, being dis¬ 
tributed as follows: E. histolytica and E. coli occurred 
together in 5 cases ; E. histolytica and lamblia in 3 ; E. coli 
and lamblia in 21; E. coli and spirochaetes in 3 ; E. coli and 
blastocystis in 20; E. coli and hymenolepis embryos in 1; 
Noe’s entamoeba and blastocystis in 1; lamblia and spiro¬ 
chaetes in 1 ; lamblia and blastocystis in 15 ; lamblia and 
trichomonas in 1; lamblia and coccidia (isospora) in 2; spiro¬ 
chaetes and blastocystis in 4; blastocystis and chilomastix 
(tetramitus) in 1; and blastocystis and trichocephalus eggs 
in 1. 

The triple infections were 33 in number and were dis¬ 
tributed thus: E. histolytica, E. coli, and lamblia occurred 
together in 2 cases ; E. histolytica, E. coli, and blastocystis 
in 2; E. histolytica, lamblia, and spirochaetes in 1; E. histo¬ 
lytica, lamblia, and blastocystis in 1; E. coli, lamblia, and 
spirochaetes in 2 ; E. coli, lamblia, and blastocystis in 18 ; 
E. coli, spirochaetes, and blastocystis in 2; E. coli, lamblia, 
and cercomonas in 1; E. coli, blastocystis, and trichomonas 
in 1; E. coli, lamblia, and coccidia (isospora) in 1; and 
lamblia, spirochaetes, and blastocystis in 2. 

The quadruple infections were 7 in number and were dis¬ 
tributed as follows: E. histolytica, E. coli, lamblia, and 
blastocystis occurred together in 4 cases; E. coli, lamblia, 
spirochaetes, and blastocystis in 1 ; E. coli, lamblia, blasto¬ 
cystis, and coccidia (isospora) in 1 ; and lamblia, spiro¬ 
chaetes, blastocystis, and cercomonas in 1. 

The quintuple infections were 2 in number, thus: E. histo¬ 
lytica, E. coli, lamblia, spirochaetes, and blastocystis were 
found together in 2 patients. 

In addition to the above records, 499 examinations were 
made personally by me of 14 special cases in the School of 
Tropical Medicine Auxiliary Military Hospital, Liverpool. 
The patients, who were all parasitised, were examined daily 


while in hospital. The differential findings were a a 
follows:— 

No. of special cases, all of them parasitised . 14 

Tutal number of special examinations.499 

No. of occasions on which Hnt&moeba histolytica was found ... 27 
„ ,, Entamoeba coli ,, ... 45 

„ „ Giardia (Lamblia) Intestinalis .348 

„ ,, Trichomonas hominls . ... 1 

,, ,, Chilomastix (Tetramitus) mesnlli ,. ... 7 

,. ,, Cercomonas parva. ... 3 

„ Spirochaetes (9. eurygyrata). ... 36 

„ ,, Blastocystis enterocola... ... ,, ... 22 

Most of these 14 special cases were examined more particu¬ 
larly for lamblia, and in the next instance for entamoebee. 
Double, triple, and other multiple infections were found in 
some of the stools. Thus, one patient, when first examined 
by me, showed Giardia (Lamblia) intestinalis and E. ooli. 
Soon spirochaetes, S. eurygyrata, aud blastocystis were seen 
in his faeces, and later E. histolytica was found therein. The 
periodicity in the appearance of these various parasites was 
not the same. In this case the lamblia decreased and dis¬ 
appeared for 13 days, then reappearing in sparse numbers. 
The spirochaetes behaved in a somewhat similar manner, bat 
with a shorter period. Tetramitus was also seen in the patient. 
This example of multiple infection, however, was somewhat 
exceptional, for in some of the cases studied the only protista 
present were lamblia. 

Details as to the various infections in the special cases 
may now be set forth. Single infections of lamblia occurred 
in 2 cases. Double infection of lamblia with E. coli 
occurred in 2 cases. Each of the remaining cases presented 
a different combination of parasites. Thus, the remaining 
combinations were : Lamblia and chilomastix (tetramitus) ; 
lamblia and blastocystis ; lamblia, E. histolytica, and 
E. coli; lamblia, E. coli, and spirochaetes ; lamblia, E. ooli, 
and blastocystis ; lamblia, E. coli, and cercomonas ; lamblia, 
cercomonas, and blastocystis; lamblia, E. histolytica, 
E. coli, and spirochaetes ; E. histolytica, E. coli, trichomonas, 
tetramitus, spirochaetes, and blastocystis; and lamblia, 
E. histolytica, E. coli, spirochaetes, blastocystis, tetramitus, 
and cercomonas. 

In view of the difficulty of eliminating parasitic protozoa 
from the human alimentary tract by drugs or other means, 
and of the recognised occurrence of parasite carriers, these 
figures are not without interest and significance. 

I have pleasure in thanking Captain E. E. Glynn, 
R.A.M.C. (T.F.), pathologist, Western Command, for much 
material, snd Professor J. W. W. Stephens, and Captain L. A. 
Morgan, R. A.M.C.(T.F.), for facilities in obtaining specimens 
from the special cases studied at the Tropical School Hospital. 
I would especially thank Mr. W. Riddell, M.A., Mr. H. F. 
Garter, and Miss M. Pallis for help in the routine examina¬ 
tions, and Dr. E. C. Lowe, of Southport, and Dr. A. L. 
Robinson for material. 


AN ENUMERATIVE STUDY OF 

THE CYSTS OF GIARDIA (LAMBLIA) 
INTESTINALIS IN HUMAN 
DYSENTERIC FAECES. 

By ANNIE PORTER, D.8c. LOND., F.L.S., 

BEIT MEMORIAL RESEARCH FELLOW. 


Since the beginning of February, up to April 21st, 1916, 
I have been able to make a numerical study of the cysts 
of Giardia (Lamblia) intestinalis, found in the stools of 
certain soldiers who were patients in the School of Tropical 
Medicine Auxiliary Military Hospital, Liverpool. The 
numbers of cysts present, each derived from a flagellate 
organism provided with a sucking disc whereby it abstracts 
nourishment from the intestinal epithelial cells, are not 
without significance when the pathogenicity of lamblia is 
under consideration. 

The general morphology of lamblia has been described by 
different workers on various occasions. The essential 
features thereof were described by Fantham and Porter 1 
in 1915, and the subject will not be further discussed here. 
The evidence relating to the pathogenicity of lamblia was 
also given in the same paper. 

1 Notes on Certain Protozoa whloh rosy be Found in Oases of 
Dysentery from tbe Mediterranean War Zone, Proa. Oamb. Pbiloeoph. 
8oc., vol. xviil., pp. 184-188. 
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Material and Method*. 

This investigation was conducted during the months of 
February, March, and April, 1916. A daily personal visit 
was made to the hospital and a moderately large sample of 
the stool of each patient under investigation was taken. 
Each sample was treated in the following manner. Half a 
cubic centimetre of sterile normal salt solution was poured 
into a finely graduated measuring cylinder, and to this faeces 
was added in tiny portions from different parts of the sample, 
until the level of the salt solution was at the one cubic centi¬ 
metre mark. Thus an exact volume—namely, half a cubic 
centimetre—of faeces was measured on each occasion. This 
was further diluted with sterile normal saline solution and 
was thoroughly emulsified, the dilution being continued 
until an emulsion sufficiently thin for microscopical exa¬ 
mination was obtained. The dilution varied with the con¬ 
sistency of the stool, dilutions of 10, 20, 40, and occasionally 
80 being employed. A drop of the emulsion was placed in 
the chamber of a Thoma-Zeiss haernocytometer, precautions 
similar to those used in making blood counts being observed. 
Usually the counting chamber was filled four times over for 
each estimation, great care being taken to ensure that the 
emulsion was as perfect as possible before the sample drop 
was taken. The number of cysts in a cubic millimetre of 
the stool examined could thus be estimated. One-half 
cubic centimetre of stool was employed for dilution, 
whether the stool were formed, semi-foimed, or diarrhceic 
in character. 

The volume of certain of the stools of different patients 
was determined in cubic centimetres on some occasions. 
The significance of this, in relation to the probable number of 
cysts in the whole of an infected stool, is considered later. 

It was not possible to retain some of the patients in 
hospital for as long a time as was desirable from the point 
of view of extended enumerations. However, certain 
deductions can be made already from my work, and these 
will now be indicated. 

Cate * Studied. 

A few general statements may be made in connexion with 
the cases studied. Some of the patients were relatively con¬ 
valescent when they came under observation. All of them 
showed weakness, especially after exertion. With regard to 
the temperature charts, in the cases of Iambiiasis there has 
been little noticeable during the time that I have been able 
to conduct observations. Occasionally the temperature was 
slightly subnormal. One patient (Case 1) was in a weak 
condition when admitted and has remained so from the 
time he was first under observation up to the present. No 
parasite other than lamblia has been found in him, and the 
case is regarded as one of pure lambliasis. This patient, 
who contracted lambliasis in Flanders, had a stool that was 
almost always bulky and diarrhceic in character. Its colour 
and consistency also were peculiar, having been compared 
with khaki, mud, whipped cream, and putty. Many of the 
lamblia-infected stools were sulphur-yellow in colour, but in 
some cases the colour was hardly different from that of 
normal stools. At times most of the men were somewhat 
constipated. 

Most of the lambliasis patients had received a number of 
injections of emetine before they reached England. From 
the time that they came under observation no Entamoeba 
histolytica was found in their stools, and E. coli and blasto- 
cystis occurred only very occasionally in some of them. 
Spirochsetes were not observed. The emetine injections 
seemed to have had little action on the lamblia. 

The statements relating to each of the cases studied may 
now be set forth, but it is not always possible to give details 
of the earlier history of some of the men. 

Case 1.—This case was of special interest, since the 
patient had never been out of England before he proceeded 
to Flanders, where he only stayed two months, and where he 
contracted lamblial diarrhoea of a severe type on Dec. I8th, 

1915. He was invalided and sent to England. During the 
acute stage of the illness he passed 17 motions daily. No 
emetine was given. On reaching England he was in hospital 
in the Thames Valley, and then had a short furlough, after 
which he was sent to the School of Tropical Medicine 
Auxiliary Military Hospital from his depot on Jan. 21st, 

1916. tie was then passing 14 motions per day, hut there 
was a rapid decrease after treatment with pulv. cret. arom. 
on Jan. 24th to five and four motions per day, and since 
April 6th there have been three or four motions daily. On 
Feb. 15th some blood was passed with the stool. On the 19th 
/3 naphthol was given, but it produced vomiting. On the 


25th much blood was present in the motion. The bacterio¬ 
logical examination of this blood and of the stool was 
negative for dysentery-producing bacilli on this and on 
subsequent occasions, but many lamblia cvsts were present. 
Much blood was also passed on the 27th, 28th, and 29th, and 
on March 1st. On Feb. 28th mist, terebinthime was given 
and was stopped on March 1st, while on March 2nd and 3rd 
naphthol was administered, but produced vomiting. On 
the 8th mist, terebinthinae was given again, and on the 15th 

Chart 1. 



Feb. March. April. 

The chart shows the number of lamblia cyst* per cubic milli¬ 
metre from (lay to day In Case 1. 

salol was given. On the 24th treatment with bismuth 
salicylate three times daily was tried, a level teaspoonful 
being the dose. The lamblia cysts gradually disappeared 
under this treatment, which was discontinued on April 5th. 
The cysts then began to reappear. On the 14th treatment 
with bismuth subnitrate in 10-grain doses three times daily 
was begun. The cysts decreased in numbers, but had not 
entirely disappeared from the stool on the 17th; then 
followed two days negative, and on the next day the cysts 
returned, showing that the dose of bismuth subuitrate was 
hardly large enough. 

The daily enumerations in this case were as follows :— 


Date. 


lamblia cysts 
per c.mm. 

Date. 

Lamblia cysts 
per c.mm. 

Feb. 

9 ... 

of frcces. 

... 18,200 

March 10 ... 

of faeces. 
150 


10 ... 

550 

„ 11 ... 

300 


11 ... 

800 

„ 12 ... 

500 


12 ... 

... 2,000 

„ 13 ... 

700 


13 ... 

... 4,500 

„ 14 ... 

... 1,600 


14 ... 

... 7,050 

„ 15 ... 

... 3,300 


15 ... 

600 

„ 16 ... 

... 2,300 


16 ... 

... 2,000 

„ 17 ... 

650 


17 ... 

600 

„ 18 ... 

... 4,350 


18 ... 

... 1,200 

19 ... 

... 5,700 


19 ... 

... 1,050 

„ 20 ... 

... 25,400 


20 ... 

... 1,050 

„ 21 ... 

... 3,300 


21 ... 

... 14,600 

22 ... 

... 5,150 


22 ... 

... 15,200 

„ 23 ... 

... 9,150 


23 ... 

... 9,400 

„ 24 ... 

... 6,550 


24 ... 

... 5,900 

„ 25 ... 

... 2,250 


25 ... 

... 3,750 

26 ... 

400 


26 ... 

... 3,100 

Mar. 27 to Apr. 8 

...Negative. 


27 ... 

... 3,800 

April 9 

50 


28 ... 

... 6,300 

„ 10 ... 

200 


29 ... 

... 4,200 

„ H 

... 2,500 

March 

1 ... 

300 

„ 12 ... 

... 5.000 


2 ... 

150 

„ 13 ... 

... 4,500 


3 ... 

400 

„ 14 ... 

... 2,500 


4 ... 

150 

„ 15 ... 

... 1,250 


5 ... 

... 1,400 

„ 16 ... 

375 


6 ... 

300 

„ 17 ... 

100 


7 ... 

... 6,650 

„ 18 ... 

...Negative. 


8 ... 

... 13,200 

„ 19 ... 

••• IJ 

19 

9 ... 

... 10,000 

„ 20 ... 

600 
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The graphical representation of the foregoing results is 
shown in Chart 1. Owing to limitations of space, in Cases 2 
to 7 the graph alone is given. 

Case 1 shows that Giardia (Lamblia) intestinalis is, 
to say the least, not without pathogenic significance, as 
it is the only organism that has been found in the patient 
that can in any way bear a causal relation to the diarrhoea 
from which he suffered. 

Case 2.— This patient contracted dysentery when at the 
Dardanelles, and has been ill since Oct. 15th, 1915. At first 
he was in hospital at Alexandria, whence he was invalided 

Chabt 2. 

3000 f. 



13 2027512 19 2629 


on Deo. 14th, 1915. Before reaching the School of Tropical 
Medicine Hospital on Dec. 24th, he had received 22 injections 


of emetine. Ten stools per day were passed during the acute 
Btage of the illness. When admitted to hospital the number 
of stools was up to four per day, and since then usually two 
or three motions have been passed daily. As with several of 
the other cases of lambliasis, constipated periods have 
occurred, and it has been necessary to have recourse to 
aperients. On April 5th, 1916, treatment by the administration 

of a teaspoonful 
Chart 3. of bismuth sali- 


Chart 3. of bismuth sali- 

I r cylate three times 
1 daily was com- 
l menced. The 
cysts had disap¬ 
peared from the 
stools by April 8, 

7000 and have not 

since reappeared 
I during treatment. 

I (See Chart 2.) 

6000 I Case 3.—This 

patient from the 
Dardanelles had 
contracted dysen- 

5000 tery on Oct. 26th, 

1915. He was first 
I sent to hospital in 

R Malta, and was 

4000 | invalided to Eng- 

1 land on Jan. 25th, 

\ A 1916. Twelve to 

v \ 15 motions per 

3000 \ day were passed 

* \ during the acute 

A \ stage of the 

|| \ | malady. Prior to 

2000 j| \ reaching the 

A \ || U School of Tropical 

|\ \||| 1 Medicine Hos- 

. I* ||| pital he had re- 

1000 A i AJ || ceived 12 injec- 

A IV\ A-J V tions of emetine. 

\J \J * y .1 When admitted 

-Lil uliiiliinnl..1,.I.. 0“ Feb. 10th one 

5 V «> » passed °daily/but 

March. April. since then two or 

three, or occa¬ 
sionally one, have been voided. Constipated periods have 
occurred when aperients had to be given. (See Chart 3.) 


Case 4.—This patient contracted dysentery when at 
Alexandria. No protozoal infections were then found in 
the stools. On admission to the School of Tropical Medicine 
Hospital on Dec. 7th, 1915, he passed one to two motions 
daily. No mucus was present in the stools. The early treat¬ 
ment of the patient from Dec. 22nd was by pulv. cret. arom. 
On Feb. 15th, 1916, 0 naphthol was administered three times 
daily. This was continued until the 23rd. On the 26th mist. 

terebinthin® was ordered 
Chart 4. and a decrease in the 

I number of lamblia cysts 
ultimately occurred, 
though the patient was not 
free from lamblia when dis- 
H charged. (See Chart 4.) 

Case 5.—This patient 
14000 came from the Dardan¬ 

elles, where he had con¬ 
tracted dysentery about 

I Oct. 15 th, 1915. During 
the acute stage . of the 
malady 16 stools were 

Chart 5. 




passed daily. He received 15 injections of emetine before 
reaching England, whither he was invalided on Oct. 24th. 
When his stools were examined at the School of Tropical Medi¬ 
cine Hospital in February, 1916, no entamceb® were found, 
but an abundance of lamblia cysts was present. No special 
treatment was administered in this case, and the patient 
was still infected when discharged, but the parasites were 
decreasing in numbers. (See Chart 5.) 

Case 6.—This patient, when at the Dardanelles, became 
infected with dysentery on Nov. 14th, 1915. He was sent to 
Mudros and 

thence to Eng- Chart 6. 

land. He re- 
ceived four in- ouuu 
j ections of 

emetine prior i 

to entering hos- I 

pital at Liver- ***** | 

pool, but no en¬ 
tamoebas were 
found when a ^ , 

stool was ex- **** 4 | 

amined, though V f| 

many lamblia || T I 

cysts were pre- gooo II A 

sent. One or two j| M 

motions were | | J \ 

passed daily at | W I \ 

first, but the 1000 A I \ 

number in- J\ J 1 rA / \a / I 

creased to two Xy l / \J V\ / 1 

or three. Treat- v V ^ Va . 

ment with bis- L 1 1... i ■. 1 n t M . I ■ h . ■ 1 1 1 ■ 1,.,, T.W.,.. i., .V 

muth salicylate, 5 12 19 26 2 9 16 

one teaspoonful s- v -- >-,__ 

three times March. April, 

d a i 1 v, was 

ordered on April 4th, 1916. On the 6th, after the bismuth 
treatment had begun, the cysts decreased in number, and 
from the 11th to the time of writing have not reappeared. 
(See Chart 6.) 

Case 7.—This patient had contracted dysentery on 
Dec. 7th, 1915, when in Gallipoli, and was sent to Malta. 
He was invalided thence on Jan 25th, 1916, and was admitted 
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to the School of Tropical Medicine Hospital on Feb. 2nd, 
1916. During the acute period of the disease nine motions 

were passed daily. Before 


Chart 7. 


3000- 


2000 - 


1000 - 



M&rch. 


April. 


reaching England he had 
received two injections 
of emetine. On admis¬ 
sion one or two stools 
were passed daily, and 
they were almost always 
bulky and hard in cha¬ 
racter. On March 29th 
treatment with bismuth 
subnitrate, one teaspoon¬ 
ful three times daily, 
was ordered. The 1am- 
blia cysts decreased in 
numbers, and had dis¬ 
appeared on April 3rd, 
after which the man 
was discharged. (See 
Chart 7.) 


The Volume of Lamblia-infeotcd Stools and the Possible 
Number of Parasites Therein. 

The daily examination of this series of stools has led to 
the conclusion that probably there is a greater uniformity of 
distribution of lamblia cysts in a diarrhoeic stool than in a 
formed or hard one. The distribution of cysts in different 
parts of a stool, however, varies to some extent, but 
Attempts were made to allow for this in the taking of the 
eample and in the making of the emulsion. As a role, there 
Appeared to be more parasites in a diarrhoeic stool than in 
one of firmer consistency. 

Determinations were made of the volume in cubic centi¬ 
metres of some of the stools of patients infected with 
iambliasis. The diet in Cases 1 and 2 at first was milk and 
fish. Later a chicken diet was prescribed. The remaining 
five patients were given an ordinary mixed diet. It was 
found that the volume or bulk of a normal stool from a man 
fed on a mixed diet varied from 130 to 180 c.c. per day. 
Pathological stools may vary in volume from about 600 to 
1200 c.c. One of the patients observed (Case 1), who is an 
example of pure Iambliasis, had bulky stools varying from 
176 to 600 c.c., volumes near the latter figure being the more 
common. On a few occasions the volume of this patient’s 
etool has reached 950 c.c. Another patient (Case 2) at first 
had stools that were about normal in volume, averaging 
150 c.c., but latterly they have been smaller, averaging 
50 c.c. In yet a third patient (Case 3) the bulk of the stool 
was often 180 to 200 c.c., but latterly the volume has fallen 
to an average of 125 c.c. The possible number of cysts in a 
bulky infected stool, such as that of Case 1 on Feb. 22nd, 
when the volume was 950 c.c. and the number of lamblia 
cysts per c.mm. was 15,200, is: 


15,200 x 1000 X 950- 14,440,000,000. 

The possible number of cysts in an infected stool of average 
volume, such as that of Case 3 on a day of moderate infec¬ 
tion—for example, on March 21st, when the volume was 
180c.c. and 1800 lamblia cysts were found in 1 c.mm., is : 

1800 x 1000 x 180 = 324,000,000. 

The possible number of lamblia cysts in an infected stool of 
small bulk on a day when the infection is relatively low, 
such as that of Case 2 on April 6th, when the volume was 

200°i C tlie numb€r of 1111111)1111 c J 8ts P« r c.mm. was 

200 x 1000 x 50 = 10,000,000. 

The above examples are sufficient to indicate that the 
number of lamblia cysts contained in an infected stool is 
counted in millions, and that every endeavour should be 
made to reduce and, as far as possible, to eliminate the 
organisms. 

General Observations. 

Certain points of general interest may now be mentioned. 
Examination of a large number of stools has shown that 
uniformity of distribution of lamblia cysts in a diarrhoeic 
stool is more probable than in a formed or hard one. In 
general there are not so many parasites in a formed stool as 
in a diarrhoeic one. The motions of some of the cases of 
Iambliasis were constipated at times. 

Relapses of cases of Iambliasis may occur. Also, certain 
workers have considered that lamblia is harmless and have 
given no treatment for it. In other cases men known to be 
heavily infected with lamblia cysts, but free from dysentery- 
producing bacilli, have been discharged from hospital. Both 


these classes of men may act as reservoirs of lamblia, and 
the infective cysts of the parasite may be shed promiscuously 
through the land, especially in country districts where 
sanitary arrangements may be somewhat primitive. There 
is, then, danger of outbreaks of lamblial diarrhoea, especially 
among infants and younger children. Outbreaks of flagellate 
diarrhoea have in the past been reported in certain parts of 
South America and in Italy. Also cases of Iambliasis have 
been recorded by several French workers from investigations 
conducted by them in Tonkin and other parts of Indo-China, 
and the infestation of the patients’ houses by rats and mice 
has been noted. This observation is not without interest, as 
such rodents harbour species of lamblia in their intestines. 

The danger arising from the presence of apparently healthy 
carriers of amoebic dysentery in a community is now well 
recognised. It is a matter of regret that seemingly so little 
consideration has been given to the problem of the carriers 
of lamblia cysts, who may be a source of considerable 
trouble in the future. 

From Charts 1 to 7 it will be seen that the numerical dis¬ 
tribution of lamblia cysts in a patient’s stools varies from 
day to day. Cysts result from the rounding of the pear- 
shaped, suctorial flagellate forms. The cysts themselves are 
very difficult to eliminate and destroy by means of drugB. 
Every effort, therefore, should be made to attack the 
flagellate forms of lamblia—that is, the precursors of the 
cysts. Probably when cysts are few in the stool of a person 
suffering from Iambliasis, there are numerous flagellates in 
the duodenum and other parts of the intestine of the patient, 
and it would be well to try medicaments at such periods. 
Thus, it might be hoped that the flagellate organisms would 
be killed before they encysted, and the formation of a new 
“ crop ” of cysts be thereby prevented. 

Again, from a study of the charts it will be seen that 
casual examinations of stools made at irregular intervals 
will result in a fallacious impression being obtained. It is 
necessary that regular examinations should be conducted, 
and should be continued over several months if possible. 

The periodicity in the appearance of the maximum number 
of lamblia cysts appears to vary in the different cases. In 
some of the cases there seems to be a period of about a 
fortnight between the maximal crops of cysts (see Charts 1, 
2, 6, 7), while in other cases it is somewhat less. By daily 
examinations of the stools of two other (uncharted) cases of 
Iambliasis, periods of 14 and of 10 days were found. 

In conclusion, I have pleasure in thanking Professor 
J. W. W. Stephens, Captain L. A. Morgan, R.A.M.C. (T.F.), 
and Captain E. E. Glynn, R.A.M.C. (T.F.), for affording me 
facilities for obtaining material at the School of Tropical 
Medicine Auxiliary Hospital, Liverpool, and the sisters at the 
hospital for their cordial cooperation in securing the reten¬ 
tion of the patients’ stools needed for examination. 


SPINAL ANAESTHESIA: 

WITH REFERENCE TO ITS USE IN THE TRENDELEN¬ 
BURG POSITION AND FOR THE PREVENTION OF 
SHOCK. 

By H. M. PAGE, F.R.C.S. Eng., 

ANAESTHETIST TO GUY'S AND THK WEST LONDON HOSPITALS, ETC. 

With a Note by Harold Chapplb, M.C. Cantab., 
F.R.C.S.Eng , Obstetric Surgeon to Guy's Hospital, $o. 


For all ordinary uncomplicated cases inhalation anaes¬ 
thesia as improved at the present day is still the method of 
choice. Ether, if not contra-indicated, after a preliminary 
injection of atropine with or without opium, is rightly pre¬ 
ferred, given by means of Clover’s apparatus, with the 
addition, if possible, of oxygen, or by the open method, 
when a warmed vapour should be blown to the patient if 
the administration is anything more than a short one, which 
warming can be very simply effected by coiliDg an extra long 
delivery tube in a small receptacle for hot water or by the 
use of a thermos flask, as in the apparatus designed by my 
colleague, Dr. F. E. Shipway. There are also special cases 
where ether is best given by the intratracheal method, by 
Crile’s tubes, or the rectum. Warmed nitrous oxide and 
oxygen with or without the addition of some ether vapour 
may be the method to choose, if available. There is also 
the intravenous route, which may have advantages under 
certain circumstances, though there are few cases that. 
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in my opinion, cannot be better .managed with one or 
other of the above-mentioned methods of nsing ether 
in conjunction with subcutaneous or, if necessary, intra¬ 
venous administration of saline or glucose solution. 
Chloroform is required for some cases, and in the form of 
A.C E. or C.E. mixture is of great use for induction. When 
it is advisable to use chloroform all through the adminis¬ 
tration, I consider that the percentage method, with the 
addition of a small quantity of oxygen, is the best method 
to employ. 

There remain, however, many cases in which those who 
are familiar with its use will agree that great advantages 
can be obtained by the use of spinal anaesthesia. By this 
means either the whole or the greater part of the operative 
shock is done away with. (No form of general anaesthesia 
can prevent shock.) A more complete muscular relaxation 
is p-oduced than by any other method of anaesthesia, thereby 
assisting the surgeon in his work, shortening the time of 
operative interference, and diminishing traumatism. The 
operations in which these advantages may be of special 
importance are those for acute abdominal conditions, espe¬ 
cially if septic in nature ; any prolonged abdominal pro¬ 
cedure likely to be followed by shock ; amputations ; opera¬ 
tions on the bones of the lower limbs, especially when the 
patient’s vitality is lowered by exhaustion, sepsis, or haemor¬ 
rhage ; and certain genito-urinary operations. At the present 
time there are many cases of injury to the bones of the lower 
limbs requiring plates, &c. Spinal anaesthesia is an immense 
help to the surgeon in all these cases owing to the complete 
muscular relaxation obtained, and in some will save life by 
preventing the very great shock often met with in difficult 
oases of fractured femur. 

With regard to the risk of sepsis in spinal injection, a 
small amount of sterilised fluid sealed in a glass capsule is 
used, and the operation of injecting it within the theca 
after taking all ordinary aseptic precautions should be 
done without touching any part of the needle that comes in 
contact with the thecal membrane or the solution to be 
injected. 

Though the position of spinal ansesthesia in surgery is 
now more or less generally accepted, and though there are 
many surgeons and gynaecologists who are familiar with the 
use of spinal injections with the Trendelenburg position, 
the fact that it can be used safely in this position is not 
generally recognised. Mr. Harold Chappie asked me to try 
spinal anaesthesia in connexion with the Trendelenburg posi¬ 
tion four years ago for certain selected pelvic operations. I 
have therefore ventured to report 70 cases in which the 
patient was put into the Trendelenburg position after intra¬ 
thecal injection. I could have reported many more cases in 
which the patient was put in a slight incline with the head 
lower than the body without any trouble occurring, but I 
have only included here those put into the Trendelenburg 
position. When this position is used it is better to combine 
a general anaesthetic with the spinal injection, for the small 
quantity of ether or chloroform mixture required to keep the 
patient unconscious when there is no reflex disturbance has 
no necrotic effect on the tissues and practically has very 
little effect on the after-condition of the patient. If nitrous 
oxide and oxygen be used there is no effect at all in this 
respect. The administration of nitrous oxide and oxygen for 
prolonged periods is quite easy after either a spinal injection 
or in conjunction with satisfactory local infiltration with 
novocaine, as recommended by Crile. In this way mental 
shock and distress are prevented and the patient escapes the 
-discomfort of lying upside down for a long period. The 
general anesthetic is only given to produce a state of 
unconsciousness, not surgical anesthesia. However, 12 of 
these cases were operated on successfully without any general 
anaesthetic being given. Novocaine. the Saccharine Corpora¬ 
tion’s 5 per cent, solution with adrenalin was used in the 
majority of the cases, the dose varying from 2£ c.c. to 
3 c.c., seldom under 2$ c.c. The boy, aged 3 with ruptured 
liver, was given 1 c.c. of the novocaine solution. Stovaine, 
Billion’s 10per cent, solution, generally 6/10c.c., never more, 
sometimes 5/10 c.c., was used in the others. About 2 c.c. of 
spinal fluid were drawn into the syringe containing the stovaine 
and reinjected. I vary the dose according to the size, con¬ 
dition, and age of the patient, with some reference also to 
the size of the individual. Solutions to which glucose or 
other weight-giving substances have been added must not be 
used. 


The injection is given with the patient lying on the side. 
Immediately after the injection the patient is turned on to 
the back and the thighs well flexed on the abdomen, thia 
position is maintained for five minutes, after which the 
patient is got ready for the operation. The patient is put 
into the Trendelenburg position 15 minutes after the injec¬ 
tion when novocaine has been used and 15 to 20 minutes- 
after injection with stovaine, according to the rapidity with 
which the anaesthesia spreads upwards. 

In the present series there was no case of surgical shock. 
In some cases there was a fall of blood pressure without 
quickening of pulse-rate, remedied immediately, if thought 
necessary, by raising the legs to a level with the rest of the 
inverted body ; this loss of pressure which disappears when 
sensation and movement have returned to the legs, is, I 
believe, due to a mechanical vasomotor effect. Owing to the 
inverted position symptoms of general toxicity following 
absorption of the drug into the blood are practially absent. 

Twelve cases were operated on without any general 
anaesthesia. The spinal anaesthesia in those cases, of course, 
was excellent. In the remaining 58 there was perfect- 
anaesthesia and relaxation in 55. In several of these oases 
the operation was begun before any general anaesthetic was 
given ; in none of them was the lid reflex abolished or the 
jaw relaxed by the small quantity of inhalation anaesthesia 
employed. In the three cases of partial failure a more or lesa 
deep inhalation anaesthesia was required. The surgeon 
experienced in the use of spinal anaesthesia is quite aware 
whether he is dealing with the complete flaocid relaxation due 
to intrathecal injection or the relaxation following a well 
administered general aneesthetic. There was no case of 
interference with respiration ; no artificial respiration had 
to be done. No patient died on the table or before recovery 
from the paralysis. There have been no permanent sequelae. 

The Trendelenburg position was used after spinal injection 
in the following cases. ‘ * Recovered ” in this list means that- 
the patient recovered from the operation. 

Cates in which the Trendelenburg Position was Used after 
Spinal Injection. 

No. of Re- 

caaes. covered. Died. 

Complete Wertheim’s operation for 

carcinoma uteri. 14 11 3 

For carcinoma uteri . 5 5 — 

„ sarcoma uteri. 1 1 — 

,, fibroids . 18 17 1 

,, ectopic gestation . 1 1 — 

„ removal of tubes and appendix... 4 . 4 — 

,, ,, ,, tube and right ovary 2 . 2 — 

„ inoperable carcinoma uteri 

(tying arteries) . 4 4 — 

,, growths in the bladder .1. ... 4 3 1 

,, ventral hernia.. 2 2 — 

„ ovariotomy . 3 3 — 

„ ventral fixation . 1 1 — 

„ appendicectomy, curetting and 

fixing ovaries . 1 1 — 

„ large suppurating gland in 

mesentery . 1 1 — 

„ gastro jejunostomy . 1 . . 1 

,, carcinoma of sigmoid. 2 2 — 

,, intestinal obstruction. 4 2 2 

,, adhesions, intestinal . 1 1 — 

,, ruptured liver. 1 — 1 

Totals. 70 61 9 

Particulars of the Nine Fatal Cates. 

1. Wertheim’s operation. Patient died suddenly from 
pulmonary embolism three weeks after the operation. 

2. Wertheim’s operation. Patient died from hemorrhage 
on the day following the operation. Much blood lost both 
on the table and afterwards. This was not one of Mr. 
Chappie’s cases. 

3. Wertheim’s operation. Very anaemic, cachectic woman, 
with some oedema. She seemed to recover well from the 
operation at first, but died five days after. 

4. Death after hysterectomy for fibroids. The patient 
was an enormously stout woman. The surgeon said that 
but for the relaxation produced by the spinal injection he 
could not have operated at all on account of her obesity. 
She recovered very well from the operation, but died from 
pulmonary embolism on the twenty-fifth day when practi¬ 
cally well. 

I 5. A young man who had been allowed to bleed from a 
non-m&lignant growth of the bladder until he was quite 
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exsanguined, cold, and feeble to the last degree. The 
growth was removed suprapubically. He was not at all 
worse at the end of the operation. There was no haemor¬ 
rhage. He had lost too much blood to be able to recover, 
and died on the third day. 

6. The patient, who died after gastro-jejunostomy, recovered 
perfectly from the spinal injection and immediate operative 
interference, but died on the sixth day from acute intestinal 
obstruction, demonstrated by post-mortem examination. 

7. The patient, who died after anastomosis for obstruction, 
was 18 years of age. She had been operated on eight days 
before for acute obstruction, a tube being put into the ileum. 
She died three weeks after the operation for anastomosis, the 
determining cause being toxicity due to the extremely septic 
condition of the abdominal wound, which was present before 
the operation done under spinal anaesthesia. 

8. The other patient suffering from obstruction, who 
died, was a woman aged 68. She had a transposed heart. 
According to the report of the physician her heart was 
in a diseased and failing condition, apart from the acute 
disease, and she could not take a general anaesthetic. She 
had an attack of hemiplegia seven days after the operation 
and died a few weeks later. 

9. The patient, operated on for ruptured liver, was a boy 
aged 3. He was suffering from intense shock with extreme 
dyspnoea. Several ribs were broken and the lungs were 
injured ; there was double pneumothorax. He was not 
appreciably affected by the abdominal exploration, and 
recovered completely from the spinal paralysis, but died 
come hours after from the condition of his chest. 

I consider that the spinal injections had nothing to do 
with the result in any of the nine fatal cases, that Cases 2, 
3, 5, and 7 had a better chance of life than if the operations 
had been done nnder general anaesthesia, and that Cases 4, 
3, and 9 could only have been operated upon nnder spinal 
anaesthesia. 

I should also like to report eight oases operated on under 
spinal anaesthesia in the Trendelenburg position at the West 
London Hospital by Dr. H. J. F. Simson. The anaesthetist 
was Dr. A. 0. Sandston, of Christchurch, N.Z. The method 
used was the same as I have described. All the patients 
have recovered from their operation and there were no 
sequelae and no trouble during the operations. 

Note by Mr. Harold Chapple. 

During the last four years I have made use of spinal 
anaesthesia on many occasions in operations on the female 
pelvic organs, and am thoroughly in agreement with Mr. 
Page as to its great value. As he has said, ordinarily the 
usual inhalation methods skilfully given are perfectly satis¬ 
factory, but when surgical shock is anticipated a spinal 
.anesthetic followed by sufficient ether to render the patient 
unconscious has proved of very great benefit. For instance, 
the so-called Wertheim’s operation for carcinoma of the 
oervix, which was formerly rather dreaded because of the 
frequent association of great shock, can now safely be 
performed if this method of anaesthesia be employed, and 
especially if normal saline be at the same time introduced 
into the axillae after the method of Arbuthnot Lane. The 
attitude with which one approaches this operation is now 
entirely different and it is not at all unusual to send the 
patient back to bed after a complete removal of the affected 
parts and a dissection of the pelvic glands with a full pulse 
running at about 92 or thereabouts. From the surgeon's 
point of view the other great advantage it affords is the 
complete relaxation of the abdominal muscles. This is 
particularly noticeable in stout women, who frequently take 
ether badly, and the greater ease with which the pelvic 
organs can be attacked is very satisfactory. 

The method of introduction is simple, and if the patient 
be kept in a suitable position for a few minutes the extreme 
Trendelenburg position can be adopted with perfect safety. 
We have had no trouble with it, except that on a few 
occasions the patient has complained of severe headache for 
a few hours. There have been no permanent ill-effects of any 
kind. The momentary discomfort associated with the intro¬ 
duction is a small price to pay for the great advantages to be 
gained in the almost complete absence of shock and the 
facility afforded by the complete abdominal relaxation. 


Brighton, Royal Pavilion Hospital. — The 
Queen has presented the Royal Pavilion Hospital at Brighton 
with a building to be used as a school for the teaching of 
some occupation to limbless soldiers. 


OBSERVATIONS ON THE TREATMENT OF 
ANAPHYLAXIS. 1 

By ALBERT S. LEYTON, So.D., M.D. Cantab., 
F.R.C.P, Lond., 

PROFESSOR OF PATHOLOGY, UNIVERSITY OF LEEDS ; 

AND 

HELEN G. LEYTON, M.D. Birm. 

{From the Department of Pathology, University of Leeds.) 


The causation of anaphylaxis is still a matter of doubt. 
Of the two chief theories, one regards the anaphylactic 
phenomenon as due to the union of two substances producing 
a poisonous combination which then acts on the sensitised 
cells, while the other theory assumes that it results from the 
liberation and direct action of the toxin within the sensitised 
cells. We do not think the cell sensitisation essential. 
All the theories may be true, for the symptoms are not 
always alike in different species of animals, and they are not 
even always the same in the same species. 

In the human subject some hind of indefinable sensa¬ 
tion that the patient cannot describe precedes the more 
objective symptoms—namely, flushing of face, general 
erythema, cyanosis, and unconsciousness—which are 
evidently of cardio-vascular origin. This premonition 
in itself rather points to a central nervous cause for 
the whole phenomenon, and this supposition underlies 
some of the experiments on treatment about to be described. 
Death is, we think, always the result of cardiac failure, 
although some believe that in the guinea-pig, in which 
animal the respiratory symptoms are often very prominent, 
spasm of the pulmonary muscle is more important. Our 
method of experiment, in the gainea-pig, is to inject the 
sensitising dose (generally O'02 c.c.) subcutaneously and the 
toxic dose (1 c.c. or more) into a vein of the ear. By this 
means we appear to obtain a larger percentage of positive 
results than many observers. We are able to confirm the 
observation that different strains of guinea-pig vary in 
sensitiveness and have noted that all-tan coloured guinea- 
pigs are especially susceptible. In other animals a dis¬ 
turbance of the respiratory rhythm may also be seen, even 
in minor anaphylactic attacks, and it may, in man, make 
artificial respiration necessary. Nevertheless, as the result 
of experiments on the excised rabbit’s heart, 8 we believe that 
the anaphylactic phenomenon (a) is due mainly to a toxic 
combination of horse serum and patient’s or animal's serum 
and (b) is dangerous chiefly on account of the effect on the 
central nervous system and the cardiac muscle. 

We have accordingly been led to investigate some possible 
remedies or prophylactics. 

The problem may be attacked in two ways: (1) By 
modification of the serum, so as to eliminate the toxic 
element; or (2) by treatment of the patient, either before or 
after the onset of symptoms. 

1. Modification of the Serum . 

This method has been attempted by several manufacturers 
of antitoxic sera, so far with but little success. There is no 
doubt that different samples of horse serum, as tested on 
the excised rabbit’s heart, vary much in toxicity, and, 
further, that the amount of toxic substance diminishes after 
the first week of keeping. It is partly on this account 
that the sera from several horses are mixed and kept a 
little while before being issued for sale, although the 
aocidents which happen with commercial sera show that 
these precautions are insufficient. Filtration through a 
porcelain candle will remove a very large fraction of the 
toxin, but unfortunately also of the other essential elements. 
The candles used commercially for filtering antitoxic sera 
also allow the an&phylatoxin to pass through. 

Pasteurisation of the serum and the attempt to eliminate 
the toxic element by precipitation methods are both unable 
to make the serum innocuous. This is not surprising when 
we remember how very resistant the sensitising molecule is 
to heat and many powerful chemical substances, and the 
toxic molecule, although weakened, is not destroyed by the 
moderate heat which it is possible to apply to antitoxic sera. 

1 The expenses of this investigation were defrayed in part by a grant 
from the Medical Research Committee. 

* Journal of Physiology, vol. 1., 1916, p xiii. 
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We have tried the effect of various chemical substances, 
sach as iodine, chlorine, eusol, and potassium permanganate, 
and have found, as indeed others have already done in the 
case of some of them, that the toxic element cannot, by 
these means, be entirely eliminated. In a small number of 
instances the serum, after contact with iodine or eusol, did 
not induce anaphylaxis, but this result was not constant. 
For the time being, therefore, we are reduced to an attempt 
to prevent or to treat symptoms. The rapid onset and course 
of the anaphylactic shock makes the application of treat¬ 
ment, even if one is prepared for it, a matter of great 
difficulty, and the ordinary analeptics appear to be of little 
use. 

2. The Treatment of the Pat ient. 

Nevertheless, the treatment of anaphylaxis, at least in the 
guinea-pig, is not entirely hopeless, if due preparation is 
made. Rosenau and Anderson state (and our experience 
coincides with theirs) that untreated guinea-pigs never 
recover if the anaphylactic condition has proceeded to the 
convulsive stage. It is therefore noteworthy that the injec¬ 
tion of alcohol or of spirit of camphor has in some cases 
averted death even after convulsions have begun. In four 
out of eight animals recovery took place after marked 
symptoms of anaphylaxis had set in, while among untreated 
animals showing only slight symptoms only 11 out of 43 
recovered. The subcutaneous administration of alcohol in 
human cases of sudden collapse after the injection of serum 
is therefore worthy of trial. We have attempted also to deal 
prophylactically with the individual symptoms exhibited by 
the anaphylactic guinea-pig. In this animal both heart and 
lungs appear to be involved. The injection of camphorated 
oil just before the toxic dose of serum generally inhibits the 
respiratory signs ; there is no cough, and after death the 
lungs are not unduly distended and do not show any 
petechise. But camphor will not avert the fatal issue, 
although it thus counteracts the respiratory signs, so that 
presumably respiratory failure is not the determining cause 
of death. 

The effect of anaesthesia on anaphylaxis is a matter of 
dispute. Besredka has said that it inhibits the phenomenon, 
while Rosenau and Anderson assert that it does not. In this 
case it would almost seem as if the negative must outweigh 
the positive observation. We have not investigated the 
point ourselves, but as a nervous element is almost certainly 
involved in anaphylaxis, we have tried certain drugs, alone 
and in combination, acting both centrally and peripherally 
on the nervous system. By administering one or more 
of them before the serum, we have successfully averted 
anaphylaxis in a large percentage of instances. The drugs 
which we have used successfully are hyoscine, scopolamine, 
morphine, and atropine. Before recording the results we 
wish to point out a possible source of confusion and dis¬ 
appointment. Although the alkaloid is said to exist in four 
isomeric forms, the British Pharmacopoeia does not distinguish 
between them and uses the names hyoscine and scopolamine 
(laevo-rotatory) as synonyms. Accordingly at least one 
well-known Arm (A) calls its laevo-rotatory alkaloid 
“hyoscine” and does not use the term “scopolamine” at 
all, while another firm (B) supplies two different substances 
under the two names. We obtained preparations labelled 
“scopolamine” (laevo-rotatory) and “ hyoscine” (racemic) 
respectively, and discovered a marked difference of action 
between them. Put shortly, it may be said that only 
hyoscine B was of use by itself in invariably averting 
anaphylaxis : scopolamine B mostly did so, but hyoscine A, 
which is presumably identical with it, was of no use alone. 8 

The doses given were, per 500 gm. of euinea-pig, of 
hyoscine or scopolamine hydrobromide, 1/400 grain ; of 
morphine sulphate, 1/24 grain ; and of atropine sulphate, 
1/600 grain. The results are given in tabular form. 

These results show that, in combination, both hyoscine 
(B) and scopolamine (A) have a distinct influence in 
preventing anaphylactic shock, but only hyoscine will do so 
by itself. This we attribute to the more central action of 
hyoscine as compared with the more peripheral action of 
scopolamine. It is therefore the preferable drug to use, 
but apart from other reasons, owing to the uncertainty of 
obtaining it and not an isomer, it is well always to order 
the combination with morphine and atropine. Morphine 
and atropine by themselves do not possess any noteworthy 

* 8lncc the above waa written, we have found further variations with 

ifferent specimens of hyoscine and scopolamine, with which we 
Propose to deal in another note. 

P 


protective power, but appear to counteract the dangerous 
properties of hyoscine. 


Drugs. 

No. of tests. 

No. of 
survivals. 

No. of deaths. 

Hyoscine (B). 

Hyoscine (B).j 

10 

10 

0 

Morphine. 

Atropine.' 

4 

4 

0 

Scopolamine (B) . 

Scopolamine (B) .j 

6 

5 

> 

Morphine.- 

Atropine.‘ 

7 

4 

3 

“ Hyoscine” (A) . 

"Hyoscine” (A).) 

3 

2 

1 

Atropine.. 

Morphine. ) 

36 

32 

4 

Hyoscine (D). 

10 

8 

2 

Hyoscine (K). 

15 

15 

0 

Total . 

91 

80 

11 

Controls . 

63 

24 

39 


Judging from the medical war literature so far published, 
anaphylaxis does not seem to have occurred so often as to 
have called for comment. Nevertheless, we would recom¬ 
mend strongly the employment of hyoscine previous to 
the injection of serum for a second time in any case where 
the interval since the previous injection has exceeded one 
week. Inasmuch as the soporific effect of hyoscine in the 
case of guinea-pigs is but little marked as compared with 
man, we may hope that it will be even more efficacious iu 
human beings than in animals. 

Leeds. 


JRebitfos anb ftolhs of Jtoata. 


Medical Ethnology. 

By Chas. E. Woodruff, A.M., M.D., Associate Editor 

of “ American Medicine.” London : William Heinemann. 

Pp. 321. Price 10#. 6d. net. 

The impression produced by the title of this book is that 
it deals with the diseases affecting different races, but 
actually the subject is considerably larger, embracing the 
effects of physical conditions in modifying la bSte humaine , 
and thus producing and localising racial varieties. The 
author holds that the first human beings were black-haired 
animals, but not black-skinned, as their seat of development 
must have been in a cold country where conditions of life 
were hard, necessitating a great development of brain, since 
only the most intelligent could survive. They were originally 
cave-dwellers. After a time, when the earth was largely 
peopled with this race, there arose a large blonde type in 
Northern Europe—Nietzsche’s “blond beast,” the Teutonic 
superman—who established himself in a dominating position 
in many countries by right of conquest. To this race 
belonged the ancient Greeks, the original Romans, the ruling 
race in Egypt, and so forth. Unfortunately, this type tends 
to die out when it migrates from its native climate, and so in 
time the Romans died out and their empire fell to pieces, 
and the glorious period of the Greek intellect was short¬ 
lived. In the same way white races fail at the present day 
to establish themselves permanently in tropical climates. 
Such is the general view of the author on the factors of 
human evolution. 

The various chapters of the book deal with the effects 
of a number of external conditions on mankind. Light is 
especially considered, and the author seems to look upon it 
as almost entirely harmful. The dark skin of tropical 
races serves as a protection, by cutting off the rays 
of light; it also assists the body in radiating its heat, 
but at the same time favours absorption from a hot environ¬ 
ment, so that dark races stand such heat as that of a stoke¬ 
hole worse than light-skinned people. Contrary to common 
opinion, the author holds that bright light is bad for children, 
at school, rendering them restless and irritable. The neur¬ 
asthenia which affects white residents in the tropics and their 
children is largely due, he considers, to excessive light, aided 
doubtless by high temperature. Other forms of radiation 
are separately considered. We give this example of the 
author’s material and manner, adding that the whole book 
is a storehouse of facts, collected from numberless sources. 
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bearing on the problems with which it deals. The material 
ia in places somewhat undigested, leaving the general 
impression blurred, but, none the less, the book is exceedingly 
interesting. Here and there are slips. Such a statement as 
that the rash of scarlet fever appears on the face would 
make us wonder how far other and less easily verifiable 
statements are to be trusted, were it not that the writer’s 
position is one that especially calls for the accurate infor¬ 
mation which he is sure to possess. Some of the conclusions, 
too, are surprising, as, for example, the view that those 
who drink alcohol in the tropics enjoy better health than 
abstainers. Here the author gives grounds for his statement. 
Again, the view that prehistoric man, with his larger skull- 
capacity, was more intelligent than his modern successors 
will not appeal to the optimistic evolutionist of the present 
day. Such suggestions, however, serve to challenge the 
thoughtful, and we commend the book to the attention of all 
those who wish to study in a scientific spirit man’s relation 
to the outer world. 


JOURNALS. 

Malaria e Malattie d&i Paesi Caldi. Anno YII., February 
and April, 1916. Nos. 1 and 2. Rome: Via Farini 62.—In 
these issues there are several articles of interest, and we 
note especially one by E. Sergent and H. Foley, working at 
the Pasteur Institute in North Africa, on the recurrent fever 
prevalent in those localities. They find the cause to be a 
special spirochsete, S. berbera, belonging to the group 
8. obermeieri. The disease is transmitted by body lice, not 
by biting, but by the crushing of the insect upon the skin, 
whereby the virus comes in contact with excoriations or 
mucous surfaces. The virus undergoes a latent evolution 
of about a week's duration in the louse after feeding on 
infective material, and a similar one in the patient in the 
interval between the attacks. The infection is hereditary 
in the louse. The immunity acquired is of short duration 
and is in relation with the severity of the infection. It is 
often characterised in man by the suppression of the recur¬ 
rences in a relapse whose real nature is then almost un¬ 
recognisable for the clinician without recourse being 
made to blood examination. Serum agglutination in a 
convalescent from a fever of unknown nature enables a 
diagnosis to be made.—Another interesting communication 
by Dr. P. VadalA relates to a peculiar form of dermatitis 
occurring in workers with the common rush, Arundo domex. 
It is produced by a peculiar black dust found in the stems of 
this plant and has an incubation period of from 3 to 20 
hours. It is erysipelatous in character and is caused either 
directly by contact with the black dust or perhaps by the 
habitual micro-organisms of the skin being roused into 
activity by it. Fair people are most often the victims, 
and relapses are frequent.—Dr. P. P. Fusco has a paper on 
a form of chronic cirrhosis of the liver prevalent in Tripoli, 
first described by Budd and Hanot as due to auto-intoxica¬ 
tion of gastro-intestinal origin, common in all hot climates, 
in which, notwithstanding the severity of the symptoms, the 
etiology gives hopes of cure by milk diet, mild alkaline 
purgatives, diuretics with iodide of potassium and injections 
of iodine.—There are communications on Leishmaniosis 
interna by P. Zinconi, S. Maggiore, and A. Aravindinos, on 
Mediterranean fever with haemorrhages of the skin and 
mucous membranes by A. Castronovo, on infantile splenic 
anaemia with fever by B. Santangelo, and on sandfly fever in 
Bengari by C. Ragazzi. 

Annali dell' Istituto Maragliano. Yol. VIII., No. 3, 
March 24th, 1916. Piazza del Popolo 11, Genoa.—This 
issue is devoted almost entirely to researches on tubercle. 
The most important, by Dr. G. Costantini, treats of the 
tubercle bacillus and organic reaction to antituberculous 
vaocination, and describes the experiments made by the writer 
on bacteriolytic phenomena in the tissues. These seem to 
show that the tissues have a natural lytic action on Koch’s 
bacilli, and that the organism defends itself vigorously at 
the expense of the connective tissue. A further induction 
is permissible ; the fact that the homogeneous bacilli do 
not pass directly into the granular forms described by 
Much suggests that two types of envelope surround the 
bacilli, one investing each granule and the other, an external 
one, investing all the granules together which form the 
bacillus.—Dr. L. Sivori writes concerning the organic 
reaction to antituberculous vaccination in healthy subjects, 
and on tuberculous antigens in the urine. 


THE GENERAL COUNCIL OP 
MEDICAL EDUCATION AND 
REGISTRATION. 

Saturday, May 27th. 

The Council resumed its sittings at its offices, 44, Haliam- 
street, W. Sir Donald MacAlister, the President, was in 
the chair. 

Penal Case. 

The Counoil considered the case of John Thomas Dickie, 
L.R.C.P.Edin., L.R.C.S. Edin., registered as of Lauriston- 
place, Edinburgh, who had been summoned to appear before 
the Council on the following charge: “That being a regis¬ 
tered medical practitioner you were on May 4th, 1916, con¬ 
victed in the High Court of Justiciary on two separate 
charges of culpable homicide by using instruments in the 
bodies of each of two pregnant women and causing them to 
abort, and were sentenced to five years’ penal servitude.” 

A certificate of the conviction was handed in. 

The President intimated the decision of the Council as 
follows: I have to announce that John Thomas Dickie 
having been proved to have been guilty of a felony, the 
Registrar has been directed to erase his name from the 
Medical Register. 

Warning Notice in Regard to Uncertified Midwives. 

Sir Francis Champneys moved 

That it be remitted to the President, in consultation with the legal 
advisers of the Council, to draw up. for submission to the Council, a 
warning notice with regard to the “covering" by medical practitioners 
of uncertified women piactising as midwives. 

He said that the Central Midwives Board had had a great 
deal of trouble in regard to this matter. The Council fully 
appreciated the danger. There had been really an attempt 
to put on one side the Midwives Act. That Act had reduced 

E uerperal mortality in a very marked degree. Until the 
ist few years the statistics with regard to mortality from 
puerperal sepsis showed very slight improvement. In 1902 
the number of deaths from this cause per 1,000,000 of females 
living in this country was 118. In 1907 the number had 
fallen to 81 per 1,006,000, and in 1911 to 72 per 1,000,000. 
Before 1902 the deaths from this cause per 1000 births were 
never less than 4*41. In 1907 that had fallen to 3*83 per 
1000 births and in 1911 to 3*67 per 1000 births. In other 
words, the lives of 621 women were saved in 1907 which 
would have been lost in 1902. These figures showed that the 
passing of the Midwives Act was followed by a sudden and 
considerable fall in the mortality, and the improvement since 
then had been gradual although comparatively slight. He 
mentioned this to show the importance of getting the terms 
of the Midwives Act enforced. It was plain that the reduc¬ 
tion of puerperal mortality coincided with the introduction 
of the Midwives Act. This had been attributed to the 
elimination of unqualified and uncertified midwives. It 
followed almost certainly that if the Act was suspended 
or not administered efficiently puerperal mortality would 
go up again. It was said that as it was war time one should 
not oe strict in enforcing the observance of the Act, but 
in his view the fact that it was war time made it all the 
more important that more lives than ever should be saved 
and that the Act should be administered efficiently. He had 
been asked whether there was not a shortage of midwives. 
The answer was, on the whole there was no shortage. The 
total number of midwives on the roll was 37,231, and the 
total of practising midwives was estimated at 14,223. There 
were plenty of midwives in some districts and a de¬ 
ficiency in others. It was a question of distribution and 
not of absolute numbers, but it did not follow that if 
the number of midwives were considerably increased there 
would be districts where there was not still a deficiency. 
What the Council had to do was to see that the Act was 
efficiently administered, and that this covering of un¬ 
qualified practice of mid wives by medical men should 
cease. There were all sorts of reasons given in individual 
instances why the practitioner had covered the unqualified 
practice, but none of them held water. The General 
Medical Council had in a sense been entrusted with the 
health of the nation in so far as the standard of the 
medical profession was concerned, and it must take care 
that all safeguards were maintained. If the Council did 
not act in their administrative capacity they would run the 
risk of a return to the old days when the mortality from 
puerperal sepsis had not been cut down. 

Mr. Pye-Smith, in seconding, said that members of the 
Council appreciated the danger, but what was wanted was 
that the whole profession should have a like appreciation 
of it. It was very evident from what the Council had heard 
this session that some of the members of the profession did 
not appreciate the danger. Therefore, it was most desirable 
that a warning notice should issue. 
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In moving that the general recommendation contained in 
the last paragraph of the report should be adopted Dr. 
Mackay said that it had not been thought necessary to 
print in detail the letters which had been received. The 
committee was unanimously of opinion that one of the 
aspects of the subject with which the recommendation dealt 
was of the greatest importance—the ethical relation of the 
medical practitioner to the State. The recommendation was 
put forward as one of a general kind. The committee was 
of opinion that the subject should not be neglected. It did 
not think it advisable to suggest any particular method of 
dealing with the subject. Only it should not be neglected 
in the medical curriculum. The committee also thought it 
right, considering the importance of the various notices 
dealing with questions of medical ethics wdiioh had been 
issued by the Council, that the attention of future practi¬ 
tioners should be called to them. That would safeguard 
them later on when there was a danger of falling into error. 
It was of advantage that pitfalls which lay in their way 
should be clearly pointed out to them. 

Dr. Norman Moore seconded. It was most natural, he 
said, that the Council should draw the attention of the 
teaching bodies to this matter. The Council did not force 
the recommendation on the qualifying bodies, but it 
oertainly laid it before them as desirable. 

The recommendation of the committee was adopted. 

Dental Education. 

Mr. Tomes brought up a report from the Dental Educa¬ 
tion and Examination Committee which dealt with several 
matters. He said that an application had been received 
(rom the University of St. Andrews for the recognition of a 
dental diploma instituted by it, the title of which was 
Licentiateship in Dental Surgery. The curriculum arranged 
and the examinations proposed carried out the recommenda¬ 
tions of the Council. In accordance with the opinions of the 
committee he moved:— 

That the licence bo recognisad for registration in the Dentists 
Register. 

Dr. Knox seconded, and the motion was agreed to. 

A motion by Mr. Tomes for the registration in the colonial 
list of the Dentists Register of a diplomats of Adelaide 
University who had been ofTered a commission in the army 
was agreed to. 

In connexion with this application Dr. Saundby remarked 
that the dental profession deserved a public tribute for the 
work its members had done in connexion witb the army. 

Mr. Tomes then proceeded to deal with the portion of the 
report relating to the dental curriculum. He said that 
more than a year ago a motion made to the Council noted 
that the number of dentists on the Dentists Register had 
not increased since the Register was formed, and expressed 
the view that the licensing bodies should be asked to make 
suggestions as to “ any modifications or curtailments of the 
curriculum which in their view may be practicable without 
lowering the standard of dental practice.” The motion was 
referred to the Dental Education and Examination Com¬ 
mittee for consideration. The committee considered that, 
whilst the original resolution suggested that “ modifications 
or curtailments of the curriculum ” might be desirable, the 
resolution obviously opened the question not merely of the 
curriculum, but of any other causes which might be at work 
to deter students from entering, and the questions submitted 
to the licensing and educational bodies were therefore 
extended in this direction. An interim report was issued iu 
November, 1915, which contained the questions circulated, 
but the answers at that time had not all been received. These 
answers were now complete. There was absolute unanimity 
amongst the answers in attributing any shortage, if 
it existed—some thought there was no shortage—mainly 
to the inadequacy of the Dentists Act, and in the opinion of 
the majority this was the sole cause. This was also the 
unanimous opinion of the committee. With regard to the 
effect of the preliminary examinations, which were the same 
as those required of medical students, one body alone con¬ 
sidered them too stringent. The others agreed that they were 
only deterrent to those unfit to enter upon professional* study 
witn advantage. But several bodies were of opinion that 
there should be more opportunity given for option in the 
subjects of examination, and, especially, that Latin should 
be an optional subject. The committee, without expressing 
any opinion upon the subjects of the Preliminary Examina¬ 
tion, were unanimous in considering that it should be the 
same for dental as for medical students. With regard to the 
length and stringency of the curriculum as a deterrent, 
there was a general opinion expressed that its effect is 
slight as compared with that of tne legal position and that 
without lowering the standard of dental practice no curtail¬ 
ment of the four years required was possible. But many 
suggestions, some of them entering into full detail, were 
made for the improvement of the curriculum and for some 
rearrangement of the examinations. In general terms the 
modifications suggested were in the direction of closer 
adaptation to the special needs of the dental practitioner 
and involved material limitation of teaching in. general 


subjects, such as anatomy, physiology, surgery, and medi¬ 
cine. In face of the body of opinion offered the committee 
felt that these suggestions should be carefully coordinated 
and the committee’s recommendations on the subject of the 
dental curriculum be considered in relation to them. This, 
however, involved work that would take time and could 
not be reported upon at the present session. The members 
of the committee regretted that they saw no means 
which the Council could adopt which would be effective in 
preventing the public being deceived by inability to dis¬ 
tinguish between qualified and unqualified practitioners 
of dentistry, short of attempting to procure an amendment 
of the Dentists Act, a course which at the present juncture 
did not appear practicable. He moved that the report be 
roved. 

r. Saundby asked whether any of the bodies called atten¬ 
tion to the cost of the dental curriculum. A medical student 
took his curriculum at a less cost than a dental student— 
sometimes almost as much as £100. 

Mr. Tomes replied that certain bodies did call attention to 
that point. So far as the Council was concerned, the fee 
was a matter to be fixed by the educational body or school. 

Dr. Newsholme moved as an amendment that the report 
should be referred back to the committee. The real ques¬ 
tion was whether any modifications or curtailments of the 
curriculum were desirable without lowering the standard of 
dental practice. The committee had not expressed an opinion 
on that essential point. He thought that the committee 
should have satisfied itself whether there was a deficiency of 
dental practitioners or not. It was the case that although 
the number of dental practitioners on the Register had not 
increased, yet the number of those who held dental 
lioenoea had increased, but it could not be maintained 
that the number bad increased in proportion to the popu¬ 
lation in the last 30 years. The State had a very large 
stake in this matter at the present time. It had made itself 
responsible for the medical treatment roughly of a third of the 
population of the United Kingdom. That medical treatment 
was often rendered useless owing to the presence of bad teeth. 
Then there was the medical inspection of sohool children. 
A large proportion of the children were found to be suffering 
from dental caries. In a great many instances nothing had 
been done but record the statistics. A large part of the 

n ulation of England and Wales were, moreover, receiving 
ental treatment which was unsatisfactory and detri¬ 
mental to public health. He thought that there were 5000 
qualified dentists in the country and something like 20,000 
unqualified dentists. That was a grave reflection on someone. 
It was a grave reflection upon the Council until it had taken 
every practical step to get an increased number of qualified 
dentists. The Council was entitled to have a report from 
the Dental Education and Examination Committee on 
certain questions. Firstly, it was entitled to have its 
opinion on the question whether there was a shortage of 
dental surgeons ; secondly, it was entitled to an opinion 
whether modifications of the curriculum were practicable ; 
and, thirdly, whether the curtailment of the curriculum 
might not be feasible. 

Sir Bertram Windle seconded the amendment. He 
remarked that in practice the qualified dentist was at one 
disadvantage because be was under restrictions which the 
unqualified man was not. Until they had this cardinal 
matter put right the Council could not expect any increase 
in the number of qualified dental practitioners. He wanted 
to sav this, that the institution which he belonged to 
recommended the shortening of the curriculum to three 
years, but only temporarily, in order that the shortage 
in the numbar*of dental practitioners might be made up. 
An adequate supply of dentists was of extreme importance to 
public healtn. The committee, he thought, should not take 
the attitude that nothing could be done. After the war there 
would be a shout for social legislation, and those who had 
shouted loudest would be first served. 

Sir Henky Morris said that there were many suggestions 
as to modifying the dental curriculum so as to make it more 
absolutely applicable to the career of the dentist after 
qualification, and thereby to make it more easy to bring it 
and the qualification whioh followed it within the period of 
four years, instead of having that period prolonged, as it was 
sometimes now, beyond four years. That was feasible, and 
this would be brought out when the various reports from 
the licensing bodies were coordinated. It would be of assist¬ 
ance to the Council if it had statistics relating to the propor¬ 
tion of dentists to the population. Instead of the amend¬ 
ment referring the report book to the committee he would 
suggest a motion in these words: “ Thatacopv of the report 
be sent out to the licensing authorities and dental schools, 
that the committee consider any further recommendations 
that may be received from them on the subject of the 
curriculum, and that the committee be instructed to prepare 
for submission to the Council such proposals as the committee 
may deem desirable for the modification of the curriculum.” 

Dr. Newsholme did not think that the report Bbould be 
sent to the licensing bodies, but otherwise he had no 
objection to what Sir Henry Morris suggested. 
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Dr. Mackay pointed out that the report was only an 
interim one. The wisest plan would be that Mr. Tomes 
should not insist upon the approval of the report, and that 
Dr. Newsholme and Sir Bertram Windle should not insist 
upon referring it back to the committee. The committee 
had told the Council that an alteration of the law’ was 
required and that nothing else could suffice. It was for the 
Council to say whether they would approach the Govern¬ 
ment on the subject. He was ready to do that now. As 
regarded the curriculum, he hoped that the Council would 
never insist on the alteration of the curriculum in the way 
of reducing it so as to attract greater numbers of students. 
If an alteration was proposed it must be to make the course 
of study more effective and more suited to its purpose. The 
Dental Education and Examination Committee was con¬ 
sidering the subject. It would not be wise to have an 
alteration which was based on the notion that it would make 
entry to the profession of dentistry easier. Let the committee 
finish its work, and then the subject could be discussed. 

Dr. Newsholme then substituted for his amendment the 
following: “ That the committee be requested to consider 
any further communications which may be received from 
the licensing authorities and the dental schools on the sub¬ 
ject of the curriculum, and that it be instructed to prepare 
for submission to the Council such proposals as it deems 
desirable for the modification of the curriculum." 

Mr. Tomes withdrew his motion that the report be approved. 

The substituted amendment of Dr. Newsholme was then 
put as a motion and was agreed to. 

Mr. Hodsdon moved: “ That the Lord President of the 
Council be informed that in the opinion of the General 
Medical Council it is urgently necessary in the public- 
interest that steps be taken to amend the Dentists Act in 
order that the public may be able to distinguish qualified 
from unqualified practitioners as dentists." 

Dr. Langley Browne seconded. 

Mr. Tomes suggested that a memorandum should accom¬ 
pany the resolution to the Lord President setting out the 
arguments on which it was based. 

The motion was agreed to. 

A motion proposed by Sir Bertram Windle to the effect 
that the committee be instructed to obtain statistics as to 
the relative cost of medical and dental education was also 
carried. It was also agreed, on the motion of Dr. Caton, that 
Dr. Newsholme should be added to the members of the 
committee. 

Apothecaries' Hall of Ireland. 

A report w*as received from the Examination Committee 
on various matters relating to the Apothecaries’ Hall of 
Ireland. 

Indian Subordinate Medical Department. 

A report was received from the Examination Committee 
on communications from the India Office in regard to a 
revised prospectus of the Assistant Surgeon Branch of the 
Indian Subordinate Medical Department. The report was 
in the following terms:— 

In a report, dated June 2nd, 1915, the Examination Committee 
informed the General Council that it had been learned from the India 
Office thAtthe course of professional studj’ for the Indian Subordinate 
Medical Service would be extended in the future from four to five 
years, and that prior to its commencement candidates would be 
required to pass a preliminary examination recognised by the General 
Medical Council. On Nov. 16th, 1915, the India Office forwarded for 
the information of the General Council a proof copy of the revised pro¬ 
spectus relating to the Military Assistant Surgeon Branch of the Indian 
Subordinate Medical Department. In a later communication, dated 
April 24th, 191fi. however, the India Office intimated that in con¬ 
sequence of certain difficulties which had arisen, it had been decided 
to defer for another year the introduction of the scheme for im¬ 
proving the education and training of military assistant surgeons. 
The Examination Committee do not propose to offer any observations 
on the revised prospectus for the consideration of the General Council 
at this stage. 

Public Health Committee. 

Sir John Moore presented a short report from the 
Public Health Committee in which it was stated that the 
further consideration of the statistics relating to the examina¬ 
tions for qualifications in public health would be deferred 
until the next session of the Council. 

Pharmacopoeia Committee. 

The following report was received from the Pharmacopoeia 
Committee 

1. The number of copies of the British Pharmacopoeia, 1914, which 
were sold by the publishers between Nov. 1st, 1915, and May 20th, 1916, 
was 960. The total number sold since Jan. 1st, 1915, is thus about 
25,400 copies. Of the second issue of 10.000 copies published in 
May, 1915, about 3200 copies remain in stock at the present date. 

2. The editors have discovered a misprint on page 29, under the 
heading “ Adeps Lamr." In the eighth line from the foot of the page 
for the words “ 0‘2 gramme ” should be read the words “ 2 0 grammes.’’ 
This error will be corrected in the next impression. 

3. The recommendation contained in the committee’s report of 
Nov. 2nd, 1915, having been approved by the Council, a communi¬ 
cation wsb addressed to the Lord President, suggesting that, 
in the public Interest, all preparations or admixtures, contain¬ 
ing 0 75 or more per cent, of monphlne, should be included in 
Pa»t I. of the Schedule of the Pharmacy Act. The suggestion 


was conveyed by the Lord President to the Council of the Pharma¬ 
ceutical Society of Great Britain. The Council of the Society, 
in virtue of its powers under the Pharmacy Acts, submitted a reso¬ 
lution in favour of the suggested amendment of the Schedule for the 
approval of the Privy Council. An Order in Council was thereupon 
issued on Feb. 9th, 1916, which enacts the amendment in the manner 

f >rescribed by law. The Executive Committee has already expressed 
ts gratificaton at the action taken by the Privy Council and by the 
Pharmaceutical Society in this important matter. The Pharmacopoeia 
Committee desires also to express its acknowledgments of the action 
which has been taken at its suggestion. All tinctures of opium, 
whether described as “Laudanum B.P. 1898” or otherwise, which 
contain three-fourths of 1 per cent, of morphine, must now be sold to 
the public only under the more stringent conditions attached to the 
sale of the poisons in the first part of the Schedule. 

Students' Registration Committee.— A report was received 
from the Students’ Registration Committee. 

Appointment of Committees. 

Business Committee: Dr. Norman Moore (chairman), the 
President, Sir Henry Morris, Dr. Norman Walker, and Dr. 
Little. 

Pharmacopoeia Committee : The President (chairman), Dr. 
Norman Moore, Sir George Philipson, Dr. Caton, Dr. Barrs, 
Dr. Cash, 8ir John Moore, Dr. Norman Walker, and Dr. 
Little. 

Finance Committee : Mr. Tomes (chairman), the President, 
8ir Henry Morris, Mr. Hodsdon, and Dr. Little. 

Dental Committee : The President (chairman), Sir Henry 
Morris, Mr. Tomes, Mr. Hodsdon, and Sir A. Chance. 

Dental Education and Examination Committee: Mr. 
Tomes (chairman), the President, Sir Henry Morris, Mr. 
Hodsdon, Dr. Knox, Sir Arthur Chance, and Dr. Symington. 

Students Registration Committee: Dr. Norman Moore 
(chairman), the President, Dr. Langley Browne, Dr. Mackav, 
Dr. Norman Walker, Sir Bertram Windle, and Dr. Kidd. 

Penal Cases Committee: Dr. Saundby, Mr. Tomes, Dr. 
Norman Walker, and Dr. Little. 

Appointment of Registrar.— Lieutenant-Colonel Norman 
King was reappointed General Registrar. 

The President having been thanked for his services in the 
chair, the summer session of the Council concluded. 


$cfo Inkntiffirs. 


USE OF CURRENT FROM THE MAINS FOR 
MEDICAL PURPOSES. 

The Medical Supply Association, Gray’s Ion-road, London, 
W.C., has introduced a device for safely utilising the main 
supply of electricity for medical purposes, such as galvani¬ 
sation, ionisation, electrolysis, and muscle reaction testing. 
Hitherto constant current batteries have been used for 
medical work with their disadvantages of limited power, 
coarse adjustment, heavy 
weight, heavy expense and 
delay in re-charging, and the 
risk of corroding of the 
terminals. 

These disadvantages 
are not present with the 
“ Galvanoset, ” which may be 
attached to a,ny electric 
light holder. The current is 
then conducted through two 
suitable resistances into a 
vessel of water by means of 
two electrically indestructible 
electrodes, which are placed 
on opposite sides of the vessel. 

At right angles to these two 
electrodes a second pair of 
electrodes is placed in the 
water ; these are connected 
to the patient. As long as the two “patient” electrodes 
remain at right angles to the two “supply” electrodes no 
current will be obtained, as the electrical potential in this 
position will be zero. The supply terminals are mounted on 
a disc of vulcanite which is free to rotate over a graduated 
celluloid scale. If this disc is now rotated from its right 
angle or zero position, any desired current can be obtained 
from minimum to maximum by the most gradual increase. 
At the same time it is impossible for the patient to get into 
direct contact with either the positive or negative side of the 
supply. The weight of the complete apparatus is 7 lb. It 
can be used either on continuous or alternating main current 
of any voltage. In working from alternating current one of 
the electrodes is replaced by one of a special metal. 
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Medical Practitioners and the 
Military Service Acts. 

We stated last week the position of medical men 
in relation to the obligation imposed upon all 
citizens by the provisions of the Military Service 
Acts. A circular which has now been issued by 
the Local Government Board to the local tribunals 
and appeal tribunals under the Acts sets out clearly 
the course which medical practitioners who come 
within the operation of the Acts and who wish to 
be exempted must now adopt. The new Military 
Service Act, an extension, with continued operation, 
of its predecessor, contains a section in which are 
set out the provisions as to exemptions from service 
under the Acts. The section is as follows:— 

Regulations made under the second schedule to 
the principal Act shall provide for the establish¬ 
ment of professional committees to deal with claims 
for exemption made by duly qualified medical 
practitioners; and any application made by such 
a medical practitioner on any ground, other than 
that of conscientious objection, for a certificate of 
exemption shall be referred by the tribunal to 
whom it is made to such a committee in accordance 
with those regulations ; and the recommendation of 
the committee on the application shall be binding 
on any tribunal constituted under the principal Act. 

The new regulations, made necessary by the 
extended Act, have now been issued by the Local 
Government Board to all local tribunals and 
appeal tribunals, and the particular regulation 
affecting medical practitioners is very clearly 
worded, and gives effect to what we were able 
last week to say would be the position. It runs :— 
Medical practitioners who come within the 
operation of the Acts and wish to be exempted must 
as hitherto apply to the appropriate local tribunal. 
But in view of the special position of the medical 
profession, their services being in great demand 
both by the army and by the civil population, the 
Act makes provision for applications for exemption 
from medical practitioners being considered by 
professional committees which will be fully aware 
of the special arrangements which can be made in 
any case, and will be able to deal with each case 
from the point of view of the needs and resources 
of the country as a whole, not simply of those of a 
particular locality. It has therefore been provided 
that each application for exemption by, or in respect 
of, a duly qualified medical practitioner, other than 
an application solely on conscientious grounds, 
shall be forthwith referred by the local tribunal to 
a central professional committee, and that the 
recommendation of this committee shall be binding 
on the tribunal. If an application is made by a 
medical practitioner both on conscientious and on 
other grounds, it is to be referred forthwith to the 
professional committee for their recommendation 
on the other grounds. On receipt of the recom¬ 
mendation from the professional committee the 


tribunal will then, unless the recommendation is 
for absolute exemption, consider the application on 
conscientious grounds, after due notice, and will 
decide whether the certificate, if any, should be 
confined to the recommendation made by the pro¬ 
fessional committee in respect of the other grounds, 
or whether it should be modified in favour of the 
applicant in view of the conscientious objection. 
The tribunal will not in any case be able to grant 
a certificate less favourable to the applicant 
than has been recommended by the professional 
committee. 

The separate regulations concerned in the 
exemption of medical practitioners will be found 
on p. 1195 of this issue of The Lancet. It will 
be observed that the numbers of the Central Pro-' 
fessional Committee are defined in these regula¬ 
tions; that the recognition of the Army Council, 
which has already been granted to the three exist¬ 
ing committees, is required; and that the central 
body is given power to refer cases to local pro¬ 
fessional committees for investigation if this is 
thought desirable. The cases of practitioners on 
the residential or teaching staffs of hospitals 
situated within the Administrative County of 
London are, by the regulations, made the particular 
charge of the Committee of Reference of the Royal 
College of Physicians of London and the Royal 
College of Surgeons of England, who will advise 
also on the ca9e of any English or Welsh prac¬ 
titioner at the request of the Army Council or the 
Central Professional Committee. Communications 
to this body concerning practitioners in England and 
Wales should be addressed to the Secretary, Central 
Medical War Committee, 429, Strand, London, 
W.C. The Scottish Medical Service Emergency 
Committee is the analogous statutory body for 
Scotland. 

A circular issued to local and appeal tribunals by 
the Local Government Board points out that the 
Act recently passed, while making a new demand 
on the administrative ability of the country, gives 
force to a national endeavour to secure a finer 
adjustment between the rival claims of military, 
civilian, and professional requirements than has 
ever been attempted before at any time or in any 
country. We think that this praise of the new 
legislation is well deserved, and that the adjust¬ 
ment, which has to be effected under conditions of 
extreme urgency, is in the matter of the medical 
profession being bravely carried out. The circular 
strikes exactly the right note when it points out that 
the services of the medical profession are in great 
demand by the navy, army, and civil population. 
It is because the medical practitioner is wanted in all 
three ways as a medical practitioner that his pro¬ 
fessional position is totally different from that of 
other civilians, who have mostly to acquire a new 
training before their help is of first-class value. 
This situation warrants the differential treat¬ 
ment now offered to doctors. The work of the 
Central Professional Committee will be difficult; the 
responsibility accepted by the Central Medical 
War Committee, the Committee of Reference of the 
Euglish Royal Colleges, and the Scottish Medical 
Service Emergency Committee is very heavy; but 
we have every reason to believe that the work 
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will be done to the satisfaction of the naval and 
military services and of the public, while medical 
practitioners are afforded a proper opportunity of 
explaining their position to persons who will be 
able to appreciate professional situations and 
complications. It is to be remembered that no 
medical man of military age who is enrolled with 
one of the Committees, or who enrols before 
June 24th, is required to apply for exemption. 
The production of his certificate of enrolment is 
all that is necessary in the event of a notice calling 
him up being sent to3him; such message will only 
have been sent through some oversight. It is well, 
too, to recollect that the man who remains un¬ 
enrolled after June 24 th will no longer have the 
chance of serving for one year only, or of drawing 
the pay and allowances given to the present tem¬ 
porary lieutenant. If taken for service the un¬ 
enrolled man will serve for the duration of the 
w ; ar at the ordinary pay of the particular branch 
of the service into which he is received. Conse¬ 
quently it would seem unwise for any medical man 
of military age to remain unenrolled. 

- » 

Injuries of the Brain in War. 

Hippocrates laid it down that an injury of the 
brain was always deadly, though it is not quite 
certain that the word he employs necessarily means 
fatal. It has, however, for many years been recog¬ 
nised that occasionally patients may recover from 
even very severe injuries of the brain, but it was 
only with the advent of the recognition of the 
bacterial origin of suppuration that the surgeon 
has been able to treat brain injuries intelligently. 
The present war has brought before surgeons an 
immense number of cases in which the skull and 
brain have suffered injury; in fact, it may be 
said with confidence that never before have 
surgeons engaged in the treatment of the 
wounded been confronted with such a variety and 
concourse of cases in which some damage has been 
done to the brain. Surgeons have been compelled 
to reconsider the question as to the best methods 
of dealing with these injuries, and a paper on this 
subject in The Lancet of May 20th was very 
timely. In it Major Alexander Don deals with the 
treatment of head injuries at a casualty clearing 
station, attention being given alike to the nature 
of the injury and the possibilities of the station. 
At present the conditions in Flanders are some¬ 
what different from those likely to obtain near 
a more active front, though no one supposes 
that the conditions need last. In ordinary cir¬ 
cumstances the casualty clearing station is a 
movable hospital following at a certain distance 
behind an advancing line or retiring if the 
front retires, but the introduction of trench 
warfare has modified this. Where the front has 
not materially changed for 18 months the clearing 
station has become fixed, and therefore in some 
degree the conditions have approached to those 
which are to be found in a base hospital, a 
state of affairs which may at any moment be 
altered. Cases of head injury often arrive at the 
casualty clearing station in an unconscious state, 


and this is specially noticeable in those who 
have been carried in the lying position over the 
20 or 30 miles separating the clearing station 
from the front. Those who have been brought in 
the sitting position much less frequently show 
signs of collapse. This collapse, following a long 
drive in a motor ambulance over bad roads, is to 
be attributed to the repeated small shocks caused 
by the jolting of the motor-car. As a rule, and 
with little more than intelligent nursing the 
patients recover from the collapse within three or 
four hours, and they may then be taken to the 
operating theatre; operation is not recommended 
on subjects which do not react soon. 

What are the limits of the operations that should 
be performed at the clearing station ? It is clear 
that no sharp lines can be drawn, but certain 
limits will suggest themselves. It is necessary that 
where increased intracranial tension is present pro¬ 
vision should be made for its relief. The opening 
in the skull may need to be made larger, and if 
necessary a trephine is used; the wound of the dura 
mater may be enlarged so that blood-clot and any 
obvious splinters of bone may be removed, or any 
foreign bodies that are visible. But it is in the 
highest degree undesirable that any extensive 
search should be made for foreign bodies, and 
probing is not merely useless, it is often actively 
harmful. To obtain due access to the wounded 
skull and brain two forms of incision are employed; 
in one a large semicircular flap is made, and in 
the other there is little more than the linear 
enlargement of the scalp wound. While the large 
flap is undoubtedly the more convenient for any 
extensive operation on the brain such as may 
reasonably be done at a base hospital, the 
linear incision is much more suitable for the 
early treatment at the clearing station. This is 
the opinion expressed by Major Don, and with it we 
agree. If increased intracranial pressure is present 
from effused blood, opening of the dura mater will 
relieve the pressure. When we have mentioned 
these operations we have given almost all that can 
be done as a rule at a clearing station. When an 
X ray apparatus is available—and this is rarely the 
case in a mobile hospital—the extent of the work 
may in times of quiet be somewhat increased, and 
irregular septic masses or fragments of shell may 
be removed; but as a rule all these elaborate 
operations on the brain are done with better 
chance of success at base hospitals or in special 
hospitals, where the patients can remain for an 
indefinite period. 

The time at the disposal of the surgeons at the 
casualty clearing station will have much influence 
on the scope of the operations performed, an 
obvious faot which has been entirely forgotten by 
some of the critics of the administration of medical 
affairs at the front—indeed, what have some of 
these persons not forgotten or imagined? When 
a great engagement is in progress the number of 
cases arriving at the clearing station will be so 
great that the surgeon will have to be content 
in many instances with doing little more than 
redressing the wounds, for he will have to send 
on to the base hospital as rapidly as possible 
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those patients who are best able, in his opinion, to 
stand the journey. For if he does not do so his 
hospital will speedily become overcrowded and he 
will be unable to admit any of the ceaseless stream 
of new cases. Major Don's paper is of great 
interest because he brings these points out ; to 
those who know them they are of course very 
obvious, but for civilians, medical as well as lay, 
their significance might easily be lost. It may 
well be that some differences of opinion will be 
found to exist in respect of some of Major Don’s 
views, but we believe that the conclusions at which 
he has arrived will be endorsed in the main by 
those who have had experience in the treatment 
of wounds of the brain in similar circumstances. 
And the whole subject is one of paramount import¬ 
ance to the army. 


Jniuriatbns. 

** We quid nlmta.” 


THE BIRTHDAY HONOURS. 

Fob the most part the list of Birthday Honours 
contains the names of those who have won dis¬ 
tinction in connexion with the war. These honours 
will be found noted in another column. But 
quite directly connected with the war is the Privy 
Councillorship conferred upon Dr. Christopher 
Addison, M.P., Parliamentary Secretary to the 
Ministry of Munitions (who was at one time 
lecturer in anatomy in the medical schools of 
Charing Cross and St. Bartholomew's Hospitals), and 
the knighthoods granted to Dr. Armand Marc Buffer, 
C.M.G., and Professor Nestor Tirard. Sir Armand 
Buffer is President of the Sanitary Maritime 
and Quarantine Council of Egypt, and it is 
largely owing to his careful supervision that 
Egypt has remained of late years so remarkably 
free from epidemic disease. Sir Nestor Tirard is 
professor of the principles and practice of medicine 
in King’s College, and senior physician to King’s 
College Hospital, as well as commandant of the 
3rd London General Hospital. His labours as the 
medical editor of the British Pharmacopoeia and 
as secretary for 20 years of the Pharmaceutical 
Committee of the General Medical Council are 
well known to all the medical profession, 
Dr. Frederick Montizambert, I.S.O., Director- 
General of Public Health of Canada, has been 
awarded a C.M.G., and Fleet-Surgeon Ernest 
Courtney Lomas, R.N., D.S.O., Surgeon-General 
John Jeffrys Dennis, R.N., Colonel Alfred Percy 
Blenkinsop, Assistant Director-General, A.M.S., 
and Major Percy Samuel Lelean, Assistant 
Professor, Royal Army Medical College, have 
been made C.B.’s. Dr. Noel Bardswell, medical 
superintendent of King Edward VII. Sana¬ 
torium, and Dr. Frederick Hewett, Surgeon Apothe¬ 
cary to the King, have been made members of 
the Fourth Class of the Victorian Order. In the 
Indian List, Major Frederick Norman White, 
Assistant Director-General, I.M.S. (Sanitary), Lieu¬ 
tenant-Colonel James Jackson, I.M.S., Inspector- 
General of Prisons, Bombay, and Captain Alexander 
Gillilan Johnson Macilwaine,R.A.M.C., have received 
the C.I.E., and Mr. Henry Martyn Newton, F.R.C.S., 
Dr. Robert George Robson, and the Rev. Peter Cullen, 
Brigade-Surgeon Lieutenant-Colonel, I.M.S. (retired), 


have been awarded the Kaisar-i-Hind Gold Medal. 
Sir Bernard Mallet, Registrar-General, who beoomes 
K.C.B., should be included in the list of medical 
honours, having regard to the close relation of his 
work to public medicine. To all these gentlemen 
we tender our sincere congratulations, as well as to 
Sir George Beilby, F.R.S., whose studies on fuel 
economy and smoke prevention have now been 
fittingly rewarded. Also outside the medical pro¬ 
fession we note with satisfaction the names of 
Sir Savile Crossley, who has been raised to the 
peerage, and Mr. C. Arthur Pearson, who has been 
made a baronet. Both are well known for their work 
in the relief of suffering and physical disability. 


PROTOZOAL INFECTIONS OF THE INTESTINE. 

We print in this issue four papers dealing 
with the subject of protozoal infections of the 
intestine. Dysentery and diarrhoea have caused 
much invaliding in the British forces engaged in 
the war, and have at the same time supplied a 
large amount of clinical and pathological material 
for special study. Among the various intestinal 
protozoa which have come of late into greater 
prominence is the Lamblia intestinalis. Its patho¬ 
genicity in man has not hitherto been clearly 
established, but there seems to be some support 
given to this view in the papers we now publish. Up 
to a recent date most of the cases reported came from 
In do-China, and to a much smaller extent from the 
shores of the Mediterranean, though some cases 
have been observed in the Panama Canal zone. 
In one of the papers mention is made of a 
soldier who contracted his infection in Flanders. 
Lambliasis is not uncommon among rats and 
mice, which have been accused of conveying 
the disease to man. Some instances have been 
published in which children have suffered after 
eating food to which rats and mice had had access. 
Perhaps the Flanders case referred to above may 
have arisen in this way, since the trenches are 
known to be infested with rats, which make raids 
upon the soldiers’ food stores. Lambliasis may 
coexist with amoebiasis and other protozoal infec¬ 
tions. The treatment seems to have been, so far, 
not very satisfactory, but Miss Annie Porter, D.Sc., 
mentions in her paper that good results had been 
secured in some cases by the administration of 
bismuth salicylate, and that the organisms and 
their cysts had disappeared from the stools. .It 
seems to us that this method of treatment deserves 
to be given a more extended trial, with a view of 
getting rid of an infection which has been shown 
to be very persistent. _ 

ASH AS AN ASSET. 

In an annotation which appeared in The Lancet 
just 12 years ago attention was drawn to the 
enormous waste of valuable mineral salts through 
casting the ash of tobacco, burnt in the cigar, pipe, 
and cigarette, to the winds. The calculation was 
quoted that a ton of tobacco withdraws over a 
hundredweight of mineral constituents from an acre 
of land. Amongst these constituents are potash and 
phosphoric acid. In view of the shortage particularly 
of potash, owing to the supplies from the Stassfurt 
mines in Germany being cut off, the question assumes 
a new importance, and with this view in mind a 
writer in the Chemical News of June 2nd gives 
some interesting facts concerning the amount 
of mineral salts wasted annually in this manner by 
the smoking public in this country. Mr. B. A. 
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Burrell, F.I.C., points out that the ash of tobacco 
amounts to 30 per cent., and that one-fifth 
of this, or 6 per cent., is potash. The results 
of a systematic collecting of tobacco ash were 
as follows. From the smoke-room of a club, 
collected for eight days, 9£ ounces; from the lounge 
of a large hotel, collected for four days, 13 ounces ; 
from a large restaurant, collected for ten days, 
2 lb. 8 ounces; from a music-hall, one-tenth part of 
the auditorium, one performance only, 4 ounces. 
Coming to practical conclusions, he finds, from par¬ 
ticulars supplied to him by a firm of tobacco and 
cigar importers, that the total consumption of 
tobacco and cigars in this country amounts to 44,529 
tons, which when burnt gives an ash weighing 
13,359 tons. Assuming that this ash contains one-fifth 
of its weight of potash, the yield would be 2672 
tons. Kainit, the potassic mineral brought up 
from the mines in Stassfurt in Germany, con¬ 
tains 12*5 per cent, of potash ; so there may be 
lost in tobacco ash an equivalent of 21,376 tons 
of kainit. At the price of this mineral in the 
spring of 1914, this would mean throwing away over 
£50,000 worth of kainit, but in the following spring 
of 1915 the price of kainit was trebled. While 
these facts may well arrest our attention, the diffi¬ 
culty presented of effectively collecting tobacco ash 
would seem to be very great. The success of such an 
undertaking would rest entirely on the unanimous 
action—and it would have to be unanimous if the 
figures quoted are to be realised—of millions of 
agents. Even with such a unanimous action 
secured the difficulties of capturing every ounce 
of the ash formed in every cigarette, cigar, and 
pipe would probably render the calculation void. 
However, so many reforms have become possible 
and practicable under the incontestable demands of 
war that the suggestion to effect the economy indi¬ 
cated may be seriously considered. It may be 
added that the shortage of potash, amongst other 
things, is a real and distinct inconvenience in 
medical practice, apart from the necessities of 
agriculture. _ 

THE INFLUENCE OF DIET ON THE DEVELOP¬ 
MENT OF CAMMIDGE’8 REACTION IN 
THE URINE. 

Being firm believers in the value of Cammidge’s 
reaction as a test of the functional efficiency of 
the pancreas, Dr. C. J. C. Van Hoogenhuyze and 
Dr. S. Nagasaki have recently published 1 some in¬ 
vestigations in which they show that the presence 
or absence of this urinary test depends in many 
cases upon the diet. They point out that the 
mother-Bubstance that gives rise to the crystals 
produced in the reaction is a dextrin-like body, 
possibly isomaltose, that is present in normal urine, 
a point proved by Pekelharing and Van Hoogenhuyze. 
Further, they find that the reaction can be caused to 
appear or to disappear by increasing or diminishing 
the amount of carbohydrate in the patient’s diet. 
This explains how it is that the urine of normal 
persons has often been found to give a positive 
Oammidge’s reaction; the conclusion drawn is 
that dextrinuria is not necessarily pathological, 
a sign of disease. Naturally it is the amount 
of the dextrinuria that is important here; a 
small amount may be regarded as not abnormal, 
while a larger amount will be held to throw sus¬ 
picion on the functional efficiency of the pancreas. 
The authors quote a number of instances in which 
the reaction could be caused to appear or disappear 

1 Nederl. Tijdschr. voor Geneetk., Amsterdam, 1916,1., 1260. 


in the urine of hospital patients under treatment 
for such surgical complaints as hernia or frac¬ 
ture of bones, in whom there was presumably no 
disease of the pancreas. Thus one patient on a 
mixed diet of about 1800 calories gave a positive 
reaction when two-thirds of his diet, reckoned in 
calories, took the form of carbohydrate; another, 
when the carbohydrate reached 60 per cent., a third 
at 55 per cent., a fourth at 47 per cent. Each 
of these patients, when placed on a mixed diet 
with relatively less carbohydrate in it, failed to 
give Cammidge’s reaction. The authors repeal 
their conclusion that a moderate amount of 
dextrinuria on an average mixed diet must be 
regarded as within the normal. They point out 
that the urinary dextrin can be determined by 
Benedict’s method, which depends upon estimation 
of the reducing power of the urine both before and 
after boiling with hydrochloric acid, a process that 
breaks up the dextrin into reducing substances. 
They draw the provisional conclusion that if the 
difference between these two figures is 3*5 or less, 
the pancreas may be presumed to be normal. 


PROCEDURE FOR INSURANCE COMMITTEES 
UNDER THE MEDICAL BENEFIT 
REGULATIONS. 

In order to secure the adoption of a suitable 
procedure by Insurance Committees in dealing with 
cases under the Medical Benefit Regulations in a 
judicial or semi-judicial capacity, the Insurance 
Commissioners issued recently a memorandum on 
the subject. The memorandum deals with the 
procedure to be followed in questions which stand 
referred to Medical Benefit Subcommittees under 
Article 45 of the Medical Benefit Regulations, 1913, 
which include those arising between an insured 
person and his panel practitioner, and those other 
questions which under the same regulation an Insur¬ 
ance Committee may refer to the Medical Benefit 
Subcommittee if it thinks fit; in questions under 
Article 40 of the Regulations of 1913 with regard to 
excessive prescribing—this procedure is applicable 
to cases relating to drugs and appliances ordered 
before January, 1916; in questions under Article 9 
of the Regulations of 1916; to investigations, that 
is to say, relating to drugs ordered since 1915 ; and 
in questions arising under Article 50, which pro¬ 
vides the machinery for the determination of 
questions as to whether in any particular case 
an operation or other service is of a kind which 
can consistently with the best interests of the 
patient be properly performed by a general practi¬ 
tioner of ordinary professional competence and 
skill. Uniformity of procedure and a correct under¬ 
standing by committees and subcommittees of the 
points on which their inquiries should turn are,, it 
need hardly be said, of considerable importance to 
the medical practitioners concerned. 


THE SOFTENING OF LARD. 

A certain change in lard has been frequently 
noticed, but it has hitherto not attracted much 
attention in medical literature. This softening has 
already been described by Professor Brusaferro in 
a work on the “ Hygiene of Meat,” and he expresses 
there the opinion that the cause of the change was 
to be found in insufficient saltness, either because 
the necessary amount of salt had not been added or 
because the lard being kept in a damp place had 
lost salt. With the exception of loss of consist¬ 
ency lard thus changed seems normal, but its 
reaction is acid, whereas that of fresh lard is 
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neutral. But this acid reaction is not a special 
characteristic of softened lard, as it is observed in 
rancid or stale specimens, and in the latter is com¬ 
patible with a good state of preservation. Many 
samples of softened lard are without any trace of 
rancidity, but the latter is an almost invariable con¬ 
comitant in an advanced stage of the change. The 
great disparity of opinion in experts on the cause, 
the absolute silence on the question in treatises 
on hygiene and chemistry, and the necessity of 
investigating from a sanitary point of view any 
such change in an aliment of such importance 
have led Dr. C. Ninni and Dr. F. Russi, health 
officers to the municipality of Naples, to investigate 
the subject, and the results of their microscopical, 
bacteriological, and chemical researches are now 
published in a recent issue of the Annali d'lgicne 
(Rome, April 30th, No. 4). From these it appears 
that softened lard is characterised microscopically 
by the presence of a few connecting fibrils, 
organically by a marked diminution in con¬ 
sistency, and chemically by scantiness of non¬ 
fatty residue, water, and salt. Rancidity has nothing 
in common with the softening. The cause of the 
change is to be found in the presence of microbes 
belonging to the class of hyphomycebes associated 
with bacteria (Oospora lardaria and Micrococcus 
tetragenus) which, owing to insufficient Baltness 
and special surroundings of temperature and 
moisture, develop proteolytic activity which is ex¬ 
pended on the connecting tissue. From the point 
of view of nutritive value, softened lard is almost 
as efficient as stale lard in a good state of preserva¬ 
tion, and from a hygienic point of view may be 
safely consumed provided it is not rancid, especially 
if cooked and therefore sterilised. 


MENINGOCOCCAL CONJUNCTIVITIS. 

In the Medical Journal of Australia of April 1st 
Dr. T. C. Ker and Dr. R. O. Douglas have described 
a rare manifestation of meningococcal infection— 
conjunctivitis. On Sept. 10th, 1915, a nurse on 
night duty in the meningococcal isolation block at 
the Bendigo Hospital “felt a strained feeling” in 
her right eye. Next morning the eye was sore, and 
there was a grating sensation under the lid. That 
night there was slight discharge, and on exami¬ 
nation the conjunctiva was found to be red and 
engorged. Both lids were inflamed, and there was 
a profuse purulent discharge. Smears and cultures 
on glucose-agar were made from the lower fornix 
of the conjunctiva. The smears showed pus cells 
and many Gram-negative diplococci, both intra- 
and extra-cellular, larger than are usually seen in 
the cerebro-spinal fluid. The cultures gave a 
profuse growth of apparently typical meningococci. 
Naso-pharyngitis followed, but no swabs were taken 
from the throat. The temperature remained normal. 
The tarsal conjunctiva was painted with silver 
nitrate solution, 10 grains to the ounce, and the 
eye was irrigated with boric lotion every two hours. 
The question of giving a vaccine as a prophylactic 
against meningeal infection was discussed, but 
it was decided that the danger of the infec¬ 
tion becoming generalised during a negative 
phase was too great. Antimeningococcal serum 
was not available. On the 12th the discharge was 
still profuse, but the pain had disappeared. On the 
13th the left eye became affected and was treated 
with silver nitrate solution, and the discharge from 
it also was profuse. The patient complained of a 
very sore throat. On the 15th she was found to 
have lost her sense of smell, but the eyes were 


much better, the left not having reached such a 
severe stage of inflammation as the right. On the 
17th the left eye was quite well and the right 
almost so. The patient got up on the 18th, and 
two days later was on duty. Though meningo¬ 
coccal conjunctivitis occurred in several of the 
cases of generalised infection with the meningo¬ 
coccus in the hospital, in none was it of such a 
fulminant type as in this case in which no general 
infection occurred. The meningococcal infection of 
the joints and the conjunctiva seemed to be of 
almost explosive rapidity, but recovery in every 
case was as rapid as the invasion. 


THE ANNUAL MEETING OF THE BRITISH 
DENTAL ASSOCIATION. 

As we briefly noted last week, the British Dental 
Association is providing an attractive programme 
at its annual meeting, which is to be held in the 
hall of the Royal Society of Medicine, 1, Wimpole- 
street, W., on Thursday to Saturday next. The 
important subject of war injuries and gunshot 
fractures of the jaws and their treatment forms the 
chief subject of discussion, at which the coopera¬ 
tion of distinguished surgeons and dentists of onr 
own and allied countries has been invited. The 
programme is as follows: On Thursday, June 15th, 
at 2.30 p.m., Early Treatment of Jaw Injuries. On 
Friday, June 16th, at 10.30 a.m., Appliances and 
Splints, the discussion to be opened by Mr. M. F. 
Hopson and Mr. J. E. Spiller; at 2.30 p.m.. Restora¬ 
tion-of Lost Portions of the Jaw by Surgical Means. 
On Saturday, June 17th, at 10.30 A.M., Treatment of 
Ununited Fracture and Mal-union,and Diet, Massage, 
and Dynamic Exercises, to be introduced by Mr. J. F. 
Colyer and Captain H.M.Holt, R.A.M.C., respectively. 
An introductory address will be given by the 
President (Mr. W. H. Dolamore) on Thursday after¬ 
noon. Those expected to participate in the dis¬ 
cussions include Sir Frederic Eve, Sir F. M. Farmer, 
Captain H. D. Gillies, R.A.M.C., Captain Somerville 
Hastings, R.A.M.C., Mr. Norman G. Bennett, Mr. 
W. Hern, Mr. G. Northcroft, Mr. J. Lewin Payne, 
Mr. Percival P. Cole, and Mr. G. G. Campion, 
besides British, Canadian, French, Italian, and 
Belgian army dental surgeons. On Friday after¬ 
noon, June 16fch, at 4.30, Lieutenant Derwent Wood, 
A.R.A., will demonstrate methods of making and 
casting masks for facial wounds which he is 
using at the Wandsworth War Hospital. Other 
demonstrations will be given by Mr. H. Baldwin 
and Mr. G. Brunton. An exhibition of applianoes, 
splints, and models, has been arranged, and con¬ 
tributions are expected from war hospitals in this 
country and in the war zone. 


THE INDEX AND TITLE-PAGE TO THE LANCET: 

JANUARY TO JUNE, 1916. 

In view of the Government restrictions upon the 
supply of paper, and the shortage of paper quite 
apart from these restrictions, we cannot include, as 
usual, in all the copies of The Lancet the Index 
and the title-page which are due at the end of this 
month. The Index and title-page will, of course, be 
prepared, and copies will be supplied gratis to sub¬ 
scribers on application to the Manager, The Lancet 
Office, 423, Strand, London, W.C. Such applications 
should please be sent in at once. 


Donations and Bequests.—B y will the late Miss 
Annie Emily Pitman left £1000 to the Tunbridge Wells 
General Hospital.—Sir Edward Nlcholl, of Cardiff, has given 
£10,000 to the King Edward VII. Hospital at Cardiff for the 
erection of a new wing. 
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PREVENTION OF FLY-BREEDING IN 
HORSE-MANURE. 

By S. Mqnckton Gopeuan, M.D. Can jab., 
F.R.C.P. Lond., F.R.S., 

LIEUTENANT-COLONEL, B.A.M.C. (T.) ; FORMERLY .DIVISIONAL SANITARY 
OFFICER, 68TH (LONDON) DIVISION (T.F.). 


During the summer of last year (1915) much difficulty 
was experienced in various military camps in regard to the 
removal of horse-manure at intervals sufficiently frequent to 
avoid the breeding of flies, the defective accomplishment of 
which sanitary precaution, apart from possibility of actual 
danger to health, having given rise to considerable discomfort 
to the troops. In certain hutted camps, more particularly, 
this “ torment of flies ” was aggravated owing to the unfor¬ 
tunate propinquity of horse-lines to kitchens and messes. 
Farmers were usually willing enough to receive the material, 
but even when contracts had been entered into between them 
and the military authorities for its removal it not infre¬ 
quently came about that, owing to shortage of labour, of 
horses, and of carts, they found themselves unable to fulfil 
their contracts, especially during much of the period of 
greatest fly prevalence, when harvest operations were taxing 
their resources to their utmost. In some instances, in order 
to meet this difficulty, incineration of the manure, as advo¬ 
cated in a War Office Memorandum issued in April, 1915, 
had been attempted ; but this method of disposal necessarily 
involved a waste of useful fertilising material, and indeed 
for this reason the official instructions as to destruction by 
burning have since been countermanded. An alternative 
method, consisting in the stacking of the manure and sub¬ 
sequently spraying or watering with a solution of borax, was 
also recommended. 

Investigations by the United States Department of 
Agriculture. 

The use of borax was the outcome of experimental work, 
extending over a considerable period of time, reported in the 
official Bulletins (Nos. 118 and 245) issued by this depart¬ 
ment. The Commission entrusted with the work, while 
fully persuaded of the efficacy of this substance, if properly 
used, admitted that the dosage of borax to the extent of 
0*62 lb. per 10 cubic feet of manure, necessary to effect the 
desired result as regards the destruction of fly larvae, might 
render the manure injurious to vegetation. Consequently 
further investigations were instituted, special attention being 
directed to the possible utility of organic substances, of 
which they eventually decided that hellebore, either of the 
white or green variety, afforded the most promising results. 
An average of 12 experiments showed a larvicida! action of 
95*5 per cent., and the substance, which produced no ill- 
effects on vegetation, was found to be completely decom¬ 
posed within 30 days. Unfortunately, however, the cost was 
found to work out, in America, at double that of borax, 
while in this country it would probably be considerably 
higher. It hardly appears probable, therefore, that the use 
of hellebore will become at all general, especially on the 
large scale that would be necessitated in oonnexion with 
military services, as the expense would constitute even more 
of an objection than in the case of borax. 

Apart from this aspect of the question, the work, though 
of much interest, cannot be regarded as altogether satis¬ 
factory from the practical point of view, as, indeed, is 
recognised in the published reports. Thus, reference is 
made to the "artificial conditions of cage experiments and 
to the difficulty in obtaining small samples of material for 
examination that could be regarded as representative, espe¬ 
cially in view of the fact that no attempt was made to pack 
the manure. Moreover, the size of the experimental heaps, 
never apparently exceeding 40 cubic feet (32 bushels), was 
insufficient to afford reliable evidence as to the effects 
likely to be produced when dealing with large quantities of 
manure. 

The Method of “ Close-Packing." 

Under these circumstances it was decided to institute a 
re-investigation of the question on the larger scale rendered 
possible by the enormous amount of material available in the 
area occupied by the 58th (London) Division. Professor 
Maxwell Lefroy kindly afforded valuable suggestions as to 
the methods of testing certain substances which, in his 
opinion, were likely to prove serviceable as larvicides; but 


further collaboration in the work, which he had kindly 
promised, was unfortunately prevented by his recall to 
official duties in India. 

The work was commenced early in June, 1915, with two 
carefully prepared, well-packed heaps of manure, each of a 
capacity of approximately 500 cubic feet, the area covered by 
each heap being 10 feet square, and the height being rather 
more than 5 feet to allow for the slight slope, inwards and 
upwards, of the sides. One of these heaps was kept as a 
control, while the other was treated by Professor Lefroy, 
who was present on this occasion, by pouring one gallon of 
tetra-chlor-ethane into a slight depression on the upper 
surface of the heap, with the object of obtaining information 
as to the effect of this substance on fly larvae. A number 
(eight in all) of tiny packets of wire gauze, each containing 
12 maggots, were inserted into the heap to a depth of about 
four inches, at the various points shown in the diagram. 
(Fig. 1.) To each gauze cage was attached a length of red 


Fig. 1. 



Heap of manure of approximately 500 cubic feet oontent, with a base of 

10 feet square and a height of a little over 5 feet. The numbers 

denote the positions of the wire gauze cages each of which contained 

12 maggots. (The sloping in of the udes of the heap has been 

exaggerated in the drawing.) 

tape by which its position was indicated when the surface 
was again smoothed down, and in each cage also were 
placed a few particles of food material. Twenty-four hours 
later the gauze cages were removed, when all the contained 
maggots were found to be dead, shrivelled, and dark grey in 
colour. 

This, of course, at first sight appeared eminently satis¬ 
factory, but the result of a similar experiment carried out on 
the control heap showed the necessity for caution in inter¬ 
pretation. For when the second stack was tested with 
larvae in similar fashion, but without having undergone 
chemical treatment of any kind, again after 24 hours the 
larvae were found to be dead at seven out of the eight places 
at which they were inserted, the exception being at the 
extreme top of the experimental stack. A third experiment 
was then put in hand with this stack, and yet, again, after 
24 hours all the larvae were dead, including those at the one 
spot at which this had not previously been the case. 

I at once wrote to Professor Lefroy, informing him of 
what had happened and suggesting that in view of the 
unexpected results that had been obtained, apparently 
resulting from the heat generated by the process of 
fermentation in the newly-made manure heaps, it would be 
desirable, if suitable thermometers could be obtained, to 
record the precise temperature developed at various levels in 
the experimental stacks. A number of further manure heaps 
were subsequently constructed, and as the result of careful 
observations it soon became evident that the temperatures 
developed during fermentation largely depended on the 
manner in which the manure was stacked during the building 
of the heap. The manure, of which under service conditions 
we had an abundant supply, was brought in harrows from 
the horse-lines and stables and thrown on to an area of 
concrete or of hard ground, so marked out beforehand that 
the dimensions of the resulting pile are from 300-500 cubic 
feet. But there is, of course, no difficulty in extending the 
pile indefinitely in any lateral direction if necessary. It is 
well, however, not to exceed a height of 5 feet, as other¬ 
wise difficulty would be experienced in the building process. 
Each load as it is thrown on is firmly pressed down with 
shovels and slightly sprinkled with water if the weather is 
dry. The slightly sloping sides are finally beaten and 
smoothed over with a shovel. 

Some of our experimental heaps have been examined . 
daily for over two months, and sections from the top, sides, 
and base removed from time to time and carefully examined 
for eggs, larvae, or pupae of the house-fly. But, with one 
exception, none have been found so far, although house¬ 
flies at certain periods have been breeding in the manure 
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elsewhere in swarms. The one exception was in the case of a 
heap of somewhat smaller size than usual which, on being 
broken down, was found not to have been properly packed 
at the point where about a score of larvae and pupae were 
found. That this was likely to be the case had been 
indicated by the fact that the thermometer had shown 
persistently lower temperatures at the particular area in 
question than elsewhere in the heap, or in any of the 
neighbouring heaps. 

When fermentation has ceased the inside of the heaps is 
found to be, for the most part, of a greyish colour, and more 
or less powdery in consistence. This material has a slight 
and not unpleasant odour somewhat similar to that of 
brewers' yeast. 

The Temperature Lethal far Larva of the Route-fly 
{Mutoa D&mestim). 

In order to arrive at any accurate estimation as to the 
value of the method of treatment of horse-manure advocated 
with the object of preventing the breeding of house-flies, it 
was obviously essential to obtain experimental information 
as to the minimum temperature, exposure to which for a 
limited period, is incompatible with continued existence of 
the larvae of the fly. As unfortunately no definite informa¬ 
tion on the subject appeared to be available, Professor F. M. 
Howlett, entomologist to the Indian Government, who is at 
present in this country on leave, kindly undertook, at my 
request, experimental investigation of the subject. As the 
outcome of his inquiry he informs me that maggots are 
quickly killed by either dry or wet heat (i.e., submerged in 
warm water) at any temperature above 46° 0. (114 8° F.). 
He adds: “It is improbable that they could live long at 
anything over 41° C. (about 100° F.) ” 

Results of his experiments carried out at different 
temperatures are as follows :— 


Temperature to which 
exposed (degrees Centigrade). 

Period of exposure which proved 
fatal to fly larvae (in minutes). 


• Dry. 

Wet. 

50® 

1 2* 

| I 

48°-49° 

! 8 

2 

46°-47° 

I 21 

1 ** 

44®-45® 

; 180 

7 

42°-43° 


124 


Temperature of air, 16° 0. (nearly 61° F.). 


With the exception of certain observations by M. Roux, 
referred to in a later paragraph of this paper, the only 
previous experimental work as to the temperatures lethal 
for insects with which I was acquainted is that of Mr. 
Bacot, and of previous observers quoted by him in his 
paper on The Temperature Necessary for the Destruction of 
Lice and their Eggs. 1 While he confirmed certain experi¬ 
ments by Blacklock (1912) which indicated that bugs (Cimex 
leetulariut) die at 113° F. (45° C.), he farther determined 
the fact that fleas (Xenopgylla oheopis) and cockroaches 
(Periplaneta emerieand) are also destroyed at this tempera¬ 
ture ora few degrees higher. Mr. Bacot refers, moreover, to 
experimental work performed under the auspices of the 
Yellow Fever Commission (West Africa) as demonstrating 
that about the same degree of heat is also critical for 
mosquitoes ( Stegomyiafasoiatd ). 

Quite recently, in reply to a letter from me informing him 
of our results, Dr. Gordon Hewitt, Dominion Entomologist 
for Canada, referred me to certain observations of his in a 
paper published in 1914, 2 from which the following para¬ 
graphs may be quoted :— 

The heating of freshly piled manure is a matter of common 
knowledge and observation, but I have not seen any refer¬ 
ence to its relation to the breeding of house-flies beyond the 
general statement that the higher temperature accelerated 
the development which my own experiments, carried out 
some years ago under controlled incubator conditions, 
demonstrated. Newstead found that at 100° F. the larvae 
were uncomfortable and left the manure. In incubator 
experiments I found that a temperature of 104° F. was too 
great for the larvae, and anything above that roasted them 
alive. 

1 Brit. Med. Jour., Jan. 29th, 1916. 

* Further Observations on the Breeding Habits and Control of the 
House-fly. Jfutcadomeatiea , Journal of Eoonomlc Entomology, ol. vil., 
No, 3,1914. 


If we examine the temperature of a pile of manure 
taken at a time when it is fresh, attractive to flies, and 
inhabited by larvaB, the results are somewhat surprising 
and significant. The following are the temperatures which 
were taken in connexion with two of the experiments 

Experiment number*. 11(1). ... 11(4). ... 11(6). 

Date.Aug. 8th... Aug. 9th. ... Aug. 15th. 

Length of time manure exposed 3 days.... 2 days. ... 2 days. 

Atmospheric conditions ... ... Sunny, Oppressive, Oppressive, 

cool alternately sunny 

wind. ... sunny. ... alternately. 

Air temperature . 86 C F. ... 78® P. ... 103® F. 


Oppressive, Oppressive, 
alternately sunny 


Air temperature'. 

Temperature on surface of 

manure. 

Temperature 1 in. below surface 
Temperature 4 in. ,, 

Temperature 6 in. ,, 

Temperature 10 in. „ 


Iternately sunny 
sunny. ... alternately. 
78® P. ... 103® F. 


Temperature 4 in. „ 156° F. ... 146® F. ... — 

Temperature6 in. ,, 168® F. ... — ... — 

Temperature 10In. „ 164° F. ... — ... 160® F. 

From the above temperature records it will be seen that at 
no great depth from the surface of the manure piles the 
heat was too great to permit the existence of the larv®, and 
this fact was supported by observation. On the top of the 
pile the larvse were only living in the surface layer, that is, 
the habitat was peripheral , and the excessive heat due to 
fermentation becomes practically a larvicide. 

These observations are of special interest in view of the 
fact that the work of Dr. Hewitt, as in the case of the 
United States Commission, was carried out with manure 
heaps of comparatively small bulk. 


Temperature Obtervationt. 

Temperatures were taken daily about 12 noon with a long, 
tubular, widely calibrated, and Kew-certificated thermometer, 
on all four sides of each manure stack, and, in our later 
experiments, at three different levels on each side—at the 



Chart showing (below) the temperature readkigs, day by day, of the 
manure-heap taken simultaneously at 12 noon on all four sides 
(N., 8., E., and W.) of the heap. On each side readings at three 
different levels were taken, but only the lowest are here recorded. 
The bulb of the thermometer was always placed 4 inches below 


the surface. Above is shown the temperature of the air during 
the same period, and between the charts the direction of the wind. 
This manure-heap was built up on Sept. 28th. 


centre, and at about 6 inches from the top and bottom respec¬ 
tively. Observations were also occasionally taken on the 
upper surface of the heap. As a matter of routine all tem¬ 
peratures were taken on each individual day as nearly simul¬ 
taneously as possible. In order to ensure that the ther¬ 
mometer should be inserted at the same spot on each 
occasion, and in order to avoid necessity for using any force 
in its introduction, pieces of wood of approximately the same 
diameter as the thermometer, and rather less than a foot in 
length, were thrust into the sides of the heap, so soon as this 
was finished, at the various points at which temperature 
observations were subsequently to be taken. Each day when 
temperatures were taken these pieces of stick were removed one 
by one and the thermometer inserted. So soon as the tem¬ 
perature recorded remained steady the thermometer was 
removed and the piece of stick replaced, thus avoiding any 
appreciable loss of heat or any evaporation from beneath 
the surface of the pile. The temperatures recorded are those 
attained when the bulb of the thermometer was inserted 
about 4 inches beneath the surface. 
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For purposes of charting, the lowest temperature of the 
three taken at the different levels on each side of the heap 
was that which was reoorded. As a general rule these 
temperatures varied within two or three degrees only on the 
same side, although occasionally a wider variation was 
observed. For purposes of comparison, daily record was 
also made of the temperature of the air, as also of the 
direction of the prevailing wind. The range of temperature 
observed in these experiments was considerable, and the 
upper limits reached were unexpectedly high, even in late 
autumn (169° F.) when the air temperature seldom reached 
and practically never exceeded 55° F. (See accompanying 
chart, Fig. 2.) 

A preliminary report on results obtained in the prevention 
of fly-breeding in manure by means of the method described 
above was submitted at the Congress of the Royal Sanitary 
Institute, at Brighton on Sept. 2nd, 1915. Shortly after¬ 
wards there appeared in the British Medical Journal 3 a brief 
article entitled “The Natural Enemy of the Fly” dealing 
with a communication to the “Acad6mie dee Sciences’ 
by M. Roux, Director of the Pasteur Institute in Paris 
(as I have since learnt, on behalf of M. E. Roubaod), 4 in 
which fermenting horse-dung is referred to in the words with 
which the abstract is headed. Unfortunately, however, I 
have had no opportunity of referring to the original paper. 
Roubaud states that the eggs of the house-fly cannot with¬ 
stand a temperature of 60° C., whereas fresh horse-dung, if 
kept well covered up from the cold, quickly ferments, and 
during fermentation the temperature rises to between 60° 
and 70° C. Even the higher of these temperatures, however, 
has been considerably exceeded in several of our experi¬ 
mental heaps. Moreover, as will have been noted previously, 
Professor Howlett has demonstrated that the larvae of the 
house-fly are destroyed at a temperature many degrees lower 
than that which Roubaud has found to be lethal for the eggs. 
So that even in the event of eggs being deposited and 
hatching out, it does not follow that the resulting larvae will 
survive. 

Dr. W. H. Symonds, medical officer of health of the city of 
Bath, has investigated 5 the temperature attained in small 
manure-heaps treated with different chemical substances, 
and in an untreated control heap. He states that “ the tem¬ 
perature never rose above 70° C. (158° F.), while the air 
temperature varied from 42-8° to 75 3° F.” When after an 
interval of two months the heaps were turned over he 
“could find no evidence of flies.” 

Preparation of the Area on which Manure is to he Stored. 

If, as is probable, a concrete floor is not available on 
which to form the manure heap, it is desirable to prepare 
the surface of the ground after the manner suggested by 
Professor Lefroy. This is done by mixing one gallon of 
“ oil, mineral-wood-preserving ” with 40 gallons of pulverised 
earth and spreading the mixture on the ground and beating 
it down. The quantity mentioned is sufficient for 100 square 
feet of manure surface. It is desirable not only to treat the 
actual area on which the manure is to be stored, but, in 
addition, a space of about 3 to 4 feet beyond the site limits 
in order to prevent the possibility of larvae (in the event of 
any being bred in the deposited manure) esoaping when 
about to pupate and burying themselves in the adjoining 
ground—a migratory habit of the larvae of Musoa domestioa 
under normal conditions, the nature of which has been 
investigated by Gordon Hewitt and other observers. c 

In the event of the manure having to remain where 
deposited for any length of time, banking up the sides and 
covering the top of the heap with similar compost of earth and 
heavy oil would also be likely to be serviceable, if only in 
preventing the escape of volatile constituents of the manure, 
to which its fertilising properties are largely due. As regards 
the house-fly, a manure-heap appears no longer to possess any 
attractions when the process of fermentation is at an end. 

Effect of Close-packing on Fertilising Power of Manure. 

The question naturally arises as to the extent to which the 
agricultural value of the manure is diminished as the result 
of the high temperature developed when the heaps are close. 

a Brit. Med. Jour., Sept. 18th. 1915, p. 448. 

4 Comptea Wend us. No. 11, Sept. 13th, 1915. Translation in Journal of 
Royal Army Medical Corps, No, 1. Jaimarv. 1916, vol. xxvi., p. 107. 

5 The Medical Officer, Sept. Id5th, 1915. p 138. 

B. C. Levy and W. T. Tuck : American Journal of Public Health, 
vol. Hi.. No. 7. pp. 657-660. 1913. R. H. Hutehiion : Bulletin No. 14, IT.®. 
Department of Agriculture, Washington, 1914. C. G. Hewitt: Canadian 
Entomologist, vol. xlvil., pp. 73-78, March, 1915. 


packed in the manner advocated for the prevention of fly¬ 
breeding. The necessary time and opportunity for satis¬ 
factory experimental elucidation of this question have not 
been available. Thus far, the only test that has been carried 
out was made in October last with some boxes planted with 
mustard seed, and kept in a green-house to ensure a satis¬ 
factory temperature. Three boxes were employed for this 
purpose, which were filled respectively: (a) with sifted 
garden soil; ( b ) with sifted garden soil and well-rotted garden 
manure in equal parts; and (a) with sifted garden soil and 
material from the centre of one of the experimental manure- 
heaps in equal parts. On Oct. 24th, 1915, each of the three 
boxes was planted with approximately equal quantities of seed, 
and kept as regards exposure to light, temperature, watering, 
&c., under identical circumstances. When examined on 
Nov. 11th growth had occurred over the entire surface of the 
soil contained in each of the three boxes, but whereas no 
appreciable difference conld be made ont between the extent 
of growth in (b) and (o) respectively, in each of these the 
individual plants were taller, with leaves, stalks, and 
rootlets about twioe as large as those grown in (a), the 
control box. 

Although, obviously, no stress can be laid on the results of a 
single and somewhat primitive test of this kind, the result 
evidently affords some indication that material from the 
interior of our experimental manure-heaps possesses much, 
at any rate, of its original value as a fertilising agent, not¬ 
withstanding exposure to the high temperatures generated 
during fermentation. 


THE FOOD-SUPPLY OF THE GERMAN 
PEOPLE. 


In the preface to their little book, the first chapter of which 
we have already noticed, 1 Dr. Euczynski and Dr. Zuntz 
quote a remark of the then Secretary of State, DelbrOck : “ In 
these hard times criticism is, to my mind, only justifiable 
when we can learn from the past what we have done wrong 
or left undone, and how to put it right in the futnre.” The 
past has already been dealt with. In the second chapter the 
authors deal with the future, and their views, based on the 
prospects of the coming harvest, are summarised below. It is 
necessary to remember that the views a/re those of the authors 
in all oases , and that repeating them here does not mean 
confidence in their accuracy. 

The right division of food between man and beast .—It 
was shown that at the beginning of the summer of 
1915 only a partial control of supplies had been reached 
owing to the fact that during the first five months of 
war the measures taken in this connexion had been 
inadequate. Of far greater importance than petty household 
economies was the reduction in the number of beasts and 
the consequent saving of foodstuffs suitable for human con¬ 
sumption. The saving thus attained is an actual economy, 
in that such foodstuffs given to the animal, and eventually 
coming back to man in the form of meat, milk, and fat, are 
reduced by the amount required by the animal for the pro¬ 
duction of energy. If three or four million tons less of 
cereals had been used as fodder in the first few months of 
the war Germany would have had, according to these 
authors, ample for the needs of the population without 
such measures as the introduction of bread tickets. These 
facts, they say, must be considered in dealing with the 
coming harvest, while waste must not be sanotioned in 
the household, but above all the control of the entire food- 
supply is paramount, so that sufficient food may be assured 
to the people even in the case of a poor harvest. 

With the limitation in the production of beasts will be 
associated a corresponding shortage in the supply of animal 
food which will entail the adoption of a more vegetarian diet, 
and it should be made common knowledge that such a change 
in diet will injure neither health nor working capaoity if food 
substances in correct proportion and in digestible form are 
available. For example, instead of meat proteid milk may 
take the first place. It is true that the supply of milk also 
has been curtailed, but the reduction in the number of pigs 
will liberate a large quantity of skim-milk for human con¬ 
sumption. In the last year of peaoe the quantities of 
digestible proteid given to pigs in the form of milk were : 
In skim-milk. 175.800 tons; in butter-milk, 36,900 tons. By 


4 The Lancet, Heb. 26th, 1916. 
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saving about half of this the lack of animal proteid may be 
kept well within the bounds of health. 

The authors find the question a difficult one how far the 
breeding of the various beasts should be restricted. Pigs con¬ 
sume more of man’s food than do other animals. It is only 
during the latter part of their growth and before fattening that 
they can be supported on green foods (clover and comfrey)and 
the products of the forest (nuts, mushrooms, worms, larvae). 
For the period of fattening man’s food becomes necessary. 
Jnst after the harvest, indeed, this food is available. 
Man can at most consume but one*half of the potato 
crop. The other half remains for fodder, along with the 
leavings of the cereal harvest (the damaged corn, and so on), 
and more important still the waste products of the sugar 
industry, and finally the household scraps. In estimating 
what future stores will be available the coming harvest must 
be considered, and we must reckon on a much lower average 
productiveness than that of last year, on account of (1) the 
lack of agricultural labour; (2) the scarcity of artificial 
manure (the use of which during the last 10 years has raised 
the productiveness of the land by at least 50 per cent.), 
particularly of nitrogenous manures which are the most 
important and of which 750,000 tons are lacking; (3) the 
reduction of area of land under cultivation to the extent of 
about a million hectares [2.47 million acres], owing to the 
lack of labourers and the fact that much of this land 
hae been within the fighting area—e.g., in East Prussia 
and Alsaoe. It is possible that on this land summer crops 
may be raised, but the yield from them is never so great as 
from the winter crops. Thus for the second autumn of the 
war a considerable curtailment of supplies must be expected. 
The authors are, however, reassured by the remembrance 
that about three million tons of corn were used as fodder, 
90,000 tons for distilleries, and 30,000 tons in starch factories, 
and that these amounts can be saved almost entirely for the 
food-supply. 

In spite of the favourable outlook the authors recommend 
that the ration of bread should not be increased above about one- 
third, particularly in view of the liberal supply in autumn of 
fruit, vegetables, and potatoes. It is better, they think, to be 
in a position six months later to allow a more liberal ration, and 
for this reason the mixing of potato meal with the flour should 
be continued, with the precaution of using fresh potatoes from 
September to October onwards, so that the reserves of dried 
potatoes may be saved for the second half of the harvest 
year. This is an especially useful regulation in that fresh 
potatoes steadily lose in nutritive value through fouling, 
and also through the process of reproduction, while with 
the dried potato this is not the case. On this account 
it is also imperative that the potato-drying factories should 
be enlarged, and that sufficient supplies of potatoes shall be 
available for drying. In view of the comparatively perish¬ 
able nature of potatoes a stocktaking must be made at 
the end of October at latest to ascertain what quantities 
are available for fodder, so that the whole quantity that 
can be spared should be used for fodder during the winter 
months to obtain the nourishment therefrom in meat and 
fat. It will then be found that in making accessible the 
sources of fodder-supply hitherto neglected the number of 
pigs can be materially increased. Since the beginning of 
the war it has been pointed out that the woods afford a 
supply of fodder for the rearing and fattening of a host of 
pigs. Records show that in the sixteenth century on 
25,000 acres of oak-forest 9039 pigs were fattened—i.e., one 
pig on about two acres. But it is only in September and 
October and November, when the nuts fall, that the woods 
are so fruitful in fodder. The nuts, rich in proteid, serve for 
the initial stages of fattening, and as the full-grown animal 
requires little proteid the process can be completed by a 
diet of potatoes. In some cases it is advantageous for the 
women and children to gather the nuts, berries, and mush¬ 
rooms for human consumption, especially the beech-nuts, from 
which much oil can be expressed in order to assist in meeting 
the shortage of fat, while the rest serves as a fodder rich in 
proteid. In one or other of these two ways, according to the 
labour available, the products of the forests should be turned 
to good account. Dried potatoes form a very useful fodder 
for horses. They are as well adapted for transport as corn, 
and combined with hay and straw will supply the needs of a 
horse engaged in bard work. Horses should be fed on fresh 
potatoes, hay, straw, molasses, and turnip scraps during the 
winter in cases where the work is only moderate, the corn 


being reserved for severe work and the dried potatoes for 
the latter part of the harvest year. 

During the war the importance of sugar as a foodstuff 
has increased, but the authors consider that its produc¬ 
tion is likely to be curtailed in the next year by the 
shortage of labour and of manure. Indeed, 30 per cent, 
less land is under cultivation with sugar-beet this year 
than a year ago. If the yield is an average one the 
supply will not materially exceed the needs of the 
German people, and if it is a poor one it may even be 
inadequate. Thus, even if the frontiers are re-opened by 
the return • of peace there will not be much sugar available 
for export, and on no account must as much sugar be used 
for fodder as during last year. The Government must 
step in to secure the population a sufficiency of sugar. It 
is no great matter that the increased cost of production and 
the curtailment of supplies should have somewhat raised the 
price, for sugar is still one of the cheapest foodstuffs in 
Germany. Until next harvest, however, no more sugar 
must be given to beasts, and molasses, too, must be used less 
for this purpose. The cattle will not suffer while green 
foods are again available. 

It has been seen that the difficulties of regulating a food- 
supply which remains in the hands of the producers are 
very great, and to obviate these the law must be supported 
by a tariff of prices. To hinder the use of man’s food 
as fodder the authors foresee that it will be necessary 
to fix a maximum price for meat, a price so adjusted to 
the maximum price of corn, flour, and potatoes that it pays the 
producer at least as well to sell these foods to customers as 
to use them as fodder. To prevent the immoderate use of 
barley, oats, and potatoes for pigs the following considera¬ 
tions must be borne in mind. For a pig to gain 100 kg. in 
weight enough fodder is required to supply 315 kg. of 
starch and 30 kg. of proteid—i.e., 440 kg. of barley, or 520 kg. 
of oats, or 1500 kg. of potatoes with 350 kg. skim milk. 
At M.200 a ton sufficient barley will cost M.88. Allow a 
quarter of this price for loss, then the attainment in a single 
pig of a gain in weight of 100 kg. will cost M.110. In 
checking the rise of meat prices the risk of serious hardship 
to the farmer must be avoided. It is necessary for him to 
obtain a higher price for his products as a whole, and par¬ 
ticularly for grain and potatoes, than in time of peace, for 
only then is he in a position to carry out the proper regula¬ 
tions for the control of the cereal and fodder harvest. To 
assure to the population a sufficiently varied diet it is of 
great importance that large quantities of fiuit and vegetables 
should be produced and preserved. For the latter sugar is 
required, and it is therefore imperative that the present 
shortage of sugar should be overcome, the deficiency being 
due not to lack of raw material, but partly to the increased 
difficulties in refining and partly to speculation. The safest 
method again is the fixing of a maximum price, which will 
effectually prevent speculation. Large production of jam 
and preserved fruits is essential, since the supply of fat is 
likely to steadily diminish. 

In connexion with the restricted milk-supply, the appro¬ 
priation of skim-milk to human consumption is, according to 
the authors, a desirable measure, The price of skim-milk must 
be raised so that milk vendors are not obliged to sell all their 
skim-milk to the farmers, and so to encourage its use in the 
towns. If this is done and the demand for skim-milk in the 
towns increases the farmers will suffer. At present the demand 
does in fact exceed the supply. In remote districts the skim- 
milk is not sent to the towns for sale, but is made into 
curd-cheese and the whey is used as fodder. As the 
farmer cannot estimate from day to day what supplies of 
skim-milk will be required, much might be wasted by a 
sudden drop in the demand. The sale of skim-milk there¬ 
fore must be fixed by oontracls extending over periods of 
months at least, and under the control of the German 
Agricultural Society. The perishable nature of skim-milk 
is not greater than that of full milk; it is indeed rather 
less, and its durability, though largely dependent on 
cleanliness, may be increased by heating to about 80° O. 
The skim-milk remaining over can be made into skim-cheese 
or condensed, and in the latter form is particularly useful 
in bakeries and in the household for the making of 
puddings. 

The finding of new fodder.— The authors open their dis¬ 
cussion of this important topic by sayingWe have seen that 
large supplies which were formerly used as fodder have now 
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been reserved for the food-supply of the people, and the 
deficiency in fodder thns caused must be m ade up (1) by 
more careful use of the available fodder ; (2) by the use of 
other material hitherto neglected. It has been shown how 
the forests of leafy trees may supply nutriment for pigs 
and.similarly they form a source of supply for cows. Efforts 
have already been made in times of scanty harvest to use this 
source of supply, but to no great extent. The comparative 
nutritive value of the various leaves is shown in the following 
table, giving the amount of proteid and starch obtained from 
100 kg. of each raw material 


Species of fodder. 

Digestive proteid.* 

Starch. 

Elm leaves (young) . 

... 11*7 kg. ... 

50*0 kg. 

.. . (old). 

Acacia leaves . 

... 9-7 „ ... 

38*8 „ 

... 23-6 „ ... 

54 0 „ 

Horse-chestnut leaves . 

... 11-3 „ ... 

417 „ 

Poplar leaves in October. 

... 6*0 „ ... 

26 7 „ 

Copper beech leaves in August 

... 0-9 „ ... 

16*7 „ 

Vine leaves in autumn . 

... 6-7 „ ... 

42-5 „ 

Acacia brushwood in winter... 

. . 5-5 „ ... 

12*6 „ 

Good meadow hay . 

... 5*5 „ .. 

31*8 „ 

Oat straw . 

... 1-3 „ ... 

17*4 „ 


In order to make the best possible use of leaves it must be 
borne in mind that during the day the action of light draws 
considerable quantities of starch and sugar into the leaves, 
some of which returns during the night into the woody parts, 
so that the leaves are of the most nutritive value towards 
evening, when they should be gathered. Towards autumn 
the leaves grow less nutritious as well as less digestible, but, 
on the other hand, they contain less water and are more 
easily dried. They remain nevertheless useful as fodder 
until the end of November, as the analyses of Rissmiiller 
have shown. Some leaves, such as oak, alder, Ac., can only 
be used sparingly as fodder owing to their large tannin 
content. Those most suitable are: elm, acacia, horse- 
chestnut, poplar, ash, lime, maple, guelder rose, birch, fruit- 
tree leaves, and vine leaves. In drying, the leaves should be 
protected from rain and from direct sunshine, most easily 
done by drying them in the shade of the trees from which 
they were gathered. This use of leaves especially meets 
the case of the poorer people in town and country who 
keep one cow or a few goats. No harm results to the trees 
and bushes even if a second crop is gathered from them 
during the summer ; the gardener himself normally removes 
many of the small leaves of the vine. Reckoning only with 
the use of the more accessible trees and bushes in hedgerow 
and by the wayside, the increase in fodder supply would 
amount to many tons. 

Haberlandt is quoted by the authors as having revealed 
another source of supply in the woods—viz., the sap-wood 
of trees in early spring, with its high content of starch 
and fat. A complete method is still wanting for separating 
the nutriment from the cells in which it is contained, 
but short of this mechanical pulverising and chemical 
methods of separation have been efficacious in rendering 
these sources of nutriment available as fodder. To obtain 
nutritive material from straw and wood certain methods are 
available. The best-known method is that of the con¬ 
version of cellulose into sugar by boiling with acid under 
pressure, but this has the disadvantage of the presence of 
large quantities of harmful salts after neutralising the 
mineral acid. A more recent method is the use of organic acids 
which are in themselves of value as fodder—e.g., lactic acid. 
The significance of this method lies in the fact that not only 
is much cellulose converted into digestible carbohydrate, but 
the remaining nutriment in the cellulose coverings is exposed 
at the same time to the action of the digestive juices of the 
animal. Lehmann (Gottingen) had years ago made straw 
more nutritious because more digestible by heating it with a 
percentage of caustic soda under pressure. This method 
also results in the presence of organic acids whijh ruminants 
can digest. Kellner’s method also, that q: freeing the 
nutriment from its coverings by chemicals, resulted in a 
raising of the nuritive value of straw by 50 pe: cent. The straw 
thus treated was made appetising by the addition of molasses. 
Lastly there is the mechanical 'process of pulverising the 
fodder rich in cellulose. This method has two purposes— 
(1) to spare the animal much chewing and digesting ; (2) by 
tearing the cellulose membranes to render them accessible to 
the digestive juices of the animal. Although of great use for 
the feeding of horses and pigs, Friedenthal showed that it 
needs complete pulverisation to open the cells, thus entailing 


great outlay of mechanical power and therewith great 
expense. The authors consider, therefore, that it is only 
practicable in the case of substances especially rich in 
nutriment, such as hay made from young green plants and 
the sap-wood of trees. 

In the search for new fodders, heather, which covers large 
tracts of ground in north Germany, must not be overlooked, 
and as it contains very little water it is easy to dry. From 
ponds and water-courses water-weeds may be gathered and 
dried, and these form a very nutritious hay. Dwellers on 
the sea coast can increase their fodder-supply by collecting 
and drying seaweeds, avoiding those containing iodine which 
is poisonous. The most pressing question is to obtain a suffi¬ 
ciency of proteid for the milk-yielding animals. Formerly the 
deficiency was met by using the residue of the oil-induirtry, 
but that is now lacking. It must be replaced by the more 
careful production and use of fodder crops, such as vetches, 
lupins, serradella, and lucerne. This fodder must no longer 
be given to the working animals, but to those yielding milk 
and to the young growing cattle. The plants usually 
ploughed in as vegetable manure must in part be used to 
meet the deficiency. If these measures should not suffice 
pse might be made of the method worked out by the Institute 
of Fermentation Industry for the extensive production of a 
yeast which is rich in proteid. A quick-growing yeast is 
cultivated in a sugar solution containing ammonia salts 
through which air is passed. As this method means a sacri¬ 
fice of the Bugar so necessary for man and beast the authors 
consider it as a last resort when lack of proteid is really 
hindering the full use of the available fodder. 

Another means which the authors suggest of increasing 
the fodder supply is the avoidance of loss in the bringing 
in of the harvest and its storing. Of the highest im¬ 
portance in storing foodstuffs is the question of drying. 
The drying of turnip scraps and turnip leaves, of the 
leavings of the malt in beer-brewing, of the distiller's 
and other waste products from various industries has long 
been practised to a large extent, sometimes by means of gas, 
sometimes by steam-heating. There are, however, cheaper 
methods, such as the new patents by which the exhaust- 
steam from machinery in electric works and sugar factories 
can be turned to account. By this method of drying, 
potatoes can be kept from fouling, and turnip leaves, potato- 
tops, &c., converted into useful fodder. It is of great import¬ 
ance that the drying should be undertaken early after the 
next harvest, for if the season happens to be a wet one oorn 
can be prevented from sprouting and the quality of the straw 
improved, while the hay crop can be increased by 20 per 
oent. or 30 per cent., by increased facilities for drying. The 
following table shows the percentage loss in nutrient material 
by the tardy drying of hay :— 


Time taken for 
drying. 

10 days ... 


Proteid. 

Fat. 

Nitrogen-free 

extractives. 

Fibre. 

Minora 

salts. 

9*9 ... 

49*5 

... 163 ... 

2*5 

... 12-8 

45*8 ... 

72*9 

... 46*6 ... 

27*7 

... 48-6 


In saving the hay from damage by rain the outlay in 
heating material (a few pence for 100 kg.) is more than com¬ 
pensated by the improved quality of the hay. In drying 
great quantities of hay and corn in bad weather large roofed- 
in spaces are best, and if space is precious the corn can be 
cut half-way down the stalk. By Loebel’s method of drying 
at a comparatively low temperature the rendering of the 
straw indigestible is avoided. Hay that is dried in the open 
fields should not be left lying on the ground but raised on 
trestles, stretched wires, k. c., so that it is better exposed to 
the sun, and drains free of water in case of rain. 

The drying process is, in the authors’ opinion, not only 
useful for fodder but also for foodstuffs, and should be 
adopted both in country and in town. In the household 
it can be done on the hearth, in the oven, or in the open 
air. Not only the usual fruits such as plums, apples, 
cherries, bilberries, &c., should be preserved by this 
means, but also potatoes, either raw in slices, or boiled 
in their skins and then mashed up. Further, in that 
drying factories cannot be built fast enough, pickling 
methods must be improved by the employment of the culture 
of bacilli. Even in the case of withered turnip-tops the 
Institute of Fermentation Industries at Berlin found that by 
placing them in large quantities in cemented pits and treating 
them with a culture of lactic acid loss by fermentation was 
considerably reduced. 

(To be concluded.) 
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PARIS. 

(From our own Correspondent.) 


Trench-foot. 

Dr. Raymond and Dr. Parisot have presented to the 
Academy of Sciences (introduced by Dr. Lave ran) a note on 
cold-bite of the feet. The authors conclude that the troubles 
observed in this affection are characteristic of a peripheral 
neuritis. Among the various etiological causes suggested 
they regard cold damp alone as the important factor, and 
have asked themselves by what mechanism this cosmic 
agent acts on the tissues. Thus they have been led to the 
conception of a local infection of the feet and to a search 
for the agent. A mould was isolated from the lesions and 
identified by Professor Vuillemin. Inoculation of pure 
cultures of this fungus into animals reproduces the typical 
lesions observed in man—oedema, phlyctenules, black 
esohaTs. The authors conclude that the affection is nothing 
else than a mycetoma of the feet comparable to Madura 
foot, and they propose to call it pied de tranohbe. The 
fungus, which is commonly found in infected soil, straw, 
and manure, is brought into contact with the feet by the 
mud of the trench, and penetrates into the tissues by the 
matrices of the nails or through the excoriations so fre¬ 
quently presen t at points of friction. Almost all the men after 
a period in the trenches are carriers of these organisms. The 
local lowering of temperature resulting from standing in the 
water permits the implantation of the fungus, which shows 
its optimum development between 25° and 30° C. From 
these researches prophylaxis and therapy follow, based on 
the cleansing and disinfection of the feet by means of soaps 
and of alkaline, or preferably bora ted and camphorated, 
washes. The effects have been excellent: oedema disappears 
in four days and the neuralgic pain in 15 to 20 days. 

The Value of A mbrine in the Treatment of Wounds. 

Attention is being drawn to the remarkable success 
of the ambrine wax treatment now being used at the 
Hdpital St. Nicolas at Issy-les-Moulineaux for burns, frozen 
feet, and all wounds where the tissues have been so 
damaged as to exact great length of time and considerable 
disfigurement in their restitution by the usual means. 
The Minister of War, in reply to the question of the 
deputy M. Mons as to why, in view of the marvellous 
results obtained by treating burns and frost bites with 
paraffin wax at the Hdpital St. Nicolas, all the soldiers 
suffering from such wounds were not sent there, 
stated that this was being done as far as possible. By 
the kind permission of Dr. Burlureaux, the Mddecin-Chef, 
Dr. Lancien, and Dr. Barthe de Sandfort, the discoverer of 
the treatment, I was allowed to visit the hospital on two 
different occasions and to see the application and its results. 
Faces badly burned with liquid tar and several cases of very 
badly affected frozen feet were being treated. The gan¬ 
grenous toes had been removed and new skin was forming 
over the raw tissue. The treatment is simple and the 
method the same in every case. The liquid ambrine, 
a composition of paraffin and resin, heated to a tem¬ 
perature of 80 Q to 100° C., is applied in a thin layer 
with a sterilised paint-brush after the wound has been 
thoroughly syringed with plain boiled water. No anti¬ 
septic is used in ordinary cases. If there is much 
putrefaction dilute peroxide is used, but as soon as no 
odour is noticeable this is discontinued, one of the 
principles of the ambrine treatment being that anti¬ 
septics retard the formation of new tissues. The hot liquid 
congeals as soon as applied, forming a compress on the 
wound which retains its heat for a considerable time. A 
thin layer of absorbent cotton is added and also covered 
with a layer of liquid wax. The wound being now perfectly 
protected from infection from without the composition of 
the exterior dressing is immaterial and the amount used 
may be quite limited—a fact of importance in field 
hospitals where great numbers have to be dealt with 
and stores are scanty. The patients assured me they 
felt an extraordinary relief from pain as soon as the wax 
was applied. One man was admitted in great agony 
suffering from a face terribly burned from jets of burning 
liquid tar, and in half an hour was able to eat a meal in 
comfort. The dressing is renewed every 24 hours for 


the first few days, and then is only changed every second 
day. The removal shows another advantage of Dr. Barthe 
de Sandfort's treatment. The wax peels off like a glove, 
neither sticking to the tissues nor producing capillary 
bleeding. The patient does not feel the slightest pain at any 
time during the dressing, and as there is absolutely no disturb¬ 
ance of the wound the growth of new tissues is not retarded. 
The advantages of ambrine over other dressings may be 
briefly summarised thus : (1) Saving in time and money, as 
the impervious wax coating makes it unnecessary to have 
specially prepared antiseptic dressings ; (2) facility with 
which the dressing may be peeled off ; (3) time required for 
healing is much shortened ; (4) antiseptic lotions need not 
be used ; (5) immediate relief of pain ; (6) protection to the 
wounds from variation in temperature and mechanical 
injury during transport; (7) avoidance of cicatricial tissue, 
the skin formed more closely resembling the normal than in 
treatment by other means. 

A Serum against Typhus. 

Dr. Charles Nicolle and Dr. Blaizot have undertaken some 
interesting experiments at the hospital of Sidi Abdallah, 
near Bizerte, on the action of an anti-typhus serum which 
they have prepared. This serum has shown a definite pro¬ 
tective action in the guinea-pig, which after injection has 
constantly proved refractory to the strongest inoculations of 
virus. The monkey and the guinea-pig, after simultaneous 
intraperitoneal injections of virus and serum, remained 
immune, whilst control animals rapidly succumbed to the 
disease. Curative action is exercised only when the serum 
is employed on the day of inoculation of virus or the two 
following days. The serum having been shown to be 
innocuous, Dr. Nicolle and Dr. Blaizot have applied it in 
19 cases of typhus in native soldiers or Serbs. In all cases 
where the injection was given at the onset immediate 
remission of the symptoms was obtained, defervescence 
occurring in the following 24 or 48 hours, and the improve¬ 
ment progressing to recovery. Each injection is constantly 
followed by a fall in temperature. Fourteen patients who 
were treated from the first appearance of symptoms 
recovered, whilst all the patients admitted with the disease 
fully developed died. Before the employment of serum at 
the hospital case mortality of the typhus patients was very 
high. The serum is obtained in the following manner. Ajs 
the microbe of typhus is not visible the virus is culti¬ 
vated by successive inoculations into the guinea-pig, an 
animal very susceptible to the infection and in which 
the virulence of the infection persists undiminished through¬ 
out the series. The authors prepare an emulsion of the 
spleen and suprarenals of the animals thus infected, and 
this emulsion is then inoculated into a horse or donkey. The 
donkey which has furnished the serum employed in these 
researches has received in 11 months 105 virulent inocula¬ 
tions, and was bled after the thirtieth, the sixtieth, and the 
eightieth of these. The serum has given rise to no toxic or 
other untoward effect in man. The most favourable dose 
seems to be 10 c.c. a day. 

Diagnosis of Typhus: the Sign of the Tongue. 

A medical man with a large experience of typhus through 
long observations in Morocco, Dr. Remlinger, has described 
what he terms the “sign of the tongue.” This he has 
observed especially at Tangier, and it is essentially as 
follows. When a patient with typhoid or paratyphoid is 
asked to show his tongue he obeys without difficulty, and 
the tongue can be drawn forward for adequate inspection. 
But the same request addressed to a typhus patient has a 
different result. He cannot do so, or only partially and after 
great effort. The movements of the tongue are not well 
under his control. The greatest difficulty is experienced in 
protruding it, and to do so beyond the dental arches is a 
matter of impossibility. Often even the tongue is retained 
within the roof of the mouth, and appears drawn towards 
the pharynx. Contracture of the genio-glossus is suggested. 
Sometimes a slight trismus is produced at the same time, 
provoked by contracture of the masseters, which tends to 
increase the difficulty in protruding the tongue beyond the 
dental arches, as these are less widely opened. Special 
difficulty in speaking, nearly comparable in intensity to that 
present in tetanus, arises from the conditions described. 
The sign is of service in the differential diagnosis of typhus 
from typhoid and paratyphoid. 
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Prophylaxis and Treatment of Cholera. 

Before the Medical Society of the Hospitals M. Cawadias 
endeavoured to draw lessons from the cholera epidemio in 
the Greek army during the last Balkan War. He showed 
in the first place the importance in this epidemic of con¬ 
tagion from man to man. In prophylaxis anticholera 
vaccination has given remarkable results. In his hospital 
at Strumnitza the author found among his patients that 
62*5 per cent, had not been vaccinated at all, 10*6 per cent, 
incompletely (a single injection of the vaccine of Kolle), and 
only 6*7 per cent, completely. The mortality at Strumnitza 
was 21 per cent, for the non-vaccinated and 2 per cent, for 
the vaccinated. The treatment found the most efficacious 
was intravenous injection of physiologic serum. Although 
very effective, vaccination gives results in cholera less 
complete than in typhoid. Thus it is still needful to 
insist on the usual preventive measures of disinfection and 
isolation. 

June 3rd. 


THE SERVICES. 


Royal Navy Medical Service. 

The following appointments have been notifiedFleet- 
Surgeon : J. P. H. Greenhalgh to Victory. Staff- 
Surgeons: T. W. Jeffery to Pyramus; E. R. Townsend to 
Vulcan; and P. T. Nicholls and R. Thompson to Victory. 
Temporary Surgeons: F. L. Caesidi to Lcander; G. W. 
Garte to Vivid; E. R. Bailey to Vengeance; H. Danvers to 
Attentive; E. L. Sturdee to Lion;' H. S. Oiler head and 
TV. F. R. Castle to Haslar Hospital; P. C. Gibson to Plymouth 
Hospital; and G. S. Mitchell to Chatham Hospital. 

Royal Naval Volunteer Reserve. 

M. F. Hopson to be Dental Surgeon for temporary service. 
Army Medical Service. 

To be temporary Colonels whilst Assistant Directors of 
Medical Services: Brevet-Colonel F. Smith, C.M.G., D.8.O., 
Lieutenant-Colonel J. Poe, D.S.O., Lieutenant-Colonel 
A. W. N. Bowen, and Lieutenant-Colonel R. J. Blackham, 
C.I.E. 

royal Army Medical Corps. 

Temporary Lieutenant-Colonel R. T. Leiper relinquishes 
bis oommission. 

Temporary Captain H. W. M. Tims to be temporary 
Major. 

The undermentioned to be temporary Captains: Temporary 
Lieutenant F. W. Milne, Captain G. H. Clark (Unattached 
List, T.F.), J. A. Turner, C.I.E., Temporary Lieutenant A. D. 
Forbes, and Temporary Lieutenant A. W. Owen. 

Temporary Captain R. B. Llewellyn relinquishes his com¬ 
mission. 

The undermentioned temporary Lieutenants relinquish 
their commissions: E. Robertson, W. F. S. Yeates, H. W. 
Ward, A. H. Melville, W, C. Marsden, C. G. McAdam, 
H. A. C. Wall, R. W. Richards, R. B. Minnett, and R. P. 
Thomson. 

The undermentioned temporary Honorary Lieutenants to 
be temporary Lieutenants : J. G. Jones, V. C. James, N. M. 
Cummins, L. G. Jacob, R. H. Fleming, R. G. Michelmore, 
T. T. B. Watson, and W. D. Newcomb. 

The undermentioned to be temporary Lieutenants : S. H. 
Calneck, A. T. Thurston, J. J. Shannon, A. P. MacMahon, 
A. Morton, T. S. Paterson, W. J. Poole, W. M. Stewart, J. L. 
Torley, R. Lindsay, J. W. Macfarlane, D. McLaren, F. R. 
Martin, W. W. Morrison, D. H. Coats, W. K. Connell, A. S. 
Cook, W. D. Allan, T. 11. V. King, P. G. Foulkes, S. G, 
Harrison, N. H. Smith, H. H. Lawrence, J. A. Tobin, R. G. 
Gillies, R. H. C. 0. Wisdom, A. A. Greenwood, G. Fehrson, 
W. B. Knobel, P. S. Marshall, G. T. Garraway, J. P. Pegum, 
W. J. Moir, and A. N. Haworth. 

The undermentioned to be temporary Honorary Lieu¬ 
tenants: R. H. Maingotand H. G. E. Williams. 

Temporary Lieutenant Michael Sorokiewich relinquishes 
bis commission. 

Canadian Army Medical Corps: The undermentioned to 
be temporary Captains: Lieutenant C. E. Hanna, G. F. 
Seaborn, H. G. Gillissie (from 62nd Canadian Infantry 
Battalion), and V. Bourgeault. The undermentioned Lieu¬ 
tenants to be temporary Lieutenants: J. W. Evans, M. A. 
MacKinnon, and It. Stipe. 

Special Reserve of Officers. 

Royal Army Medical Corps. 

Lieutenant (on probation) G. Irving is confirmed in his 
rank. 


Territorial Force. 

Royal Army Medical Corps. 

South Midland Mounted Brigade Field Ambulance: Cantain 
A. Leggat to be temporary Major whilst commanding a Field 
Ambulance. 

East Anglian Field Ambulance: Lieutenants E. J. 8 tad don 
and R. J. R. Mecredy to be Captains. N. R. Williamson to 
be Lieutenant. 

Highland Field Ambulance: Majors D. Rorie and A. E. 
Kidd to be temporary Lieutenant-Colonels whilst in com¬ 
mand of a Field Ambnlance. 

East Lancs Field Ambulance: Captain F. C. Bentz 
relinquishes his commission on account of ill-health. Lieu¬ 
tenant C. W. Fort to be Captain. 

London Casualty Clearing Station: J. C. Newman to be 
Lieutenant. 

Wessex Division Sanitary Seotion : Lieutenant W. H. Biggs 
to be Captain. 

Home Counties Field Ambulance: Captain G. W. C. 
Hollist. from a Casualty Clearing Station, to be Captain. 

West Riding Field Ambnlance: Lieutenant H. A. Beetham 
to be Captain. 

West Lancs Field Ambulance: Lieutenant A. 8. Parkinson, 
from a Lancs Field Ambulance, to be Lieutenant. 

London Field Ambulance: Captain G. H. L. Whale, from 
a General Hospital, to be Captain 

Welsh Field Ambulance: Major A. R. Wilson, from 
Attached to Units other than Medical Units, to be Major. 
Major A. R. Wilson to be Lieutenant-Colonel. 

Northern General Hospital: The undermentioned Lieu¬ 
tenants to be Captains : F. Harvey and N. J. Wigran. 

London Sanitary Company: Lieutenants H. J. L. Barefoot 
and B. R. Hebblethwaite to be Captains. 

Attached to Units other than Medical Units .—Major J. 
Griffiths relinquishes his commission on account of ill- 
health. 


VITAL STATISTICS. 


HEALTH OF ENGLISH TOWNS. 

In the 96 English and Welsh towns with populations 
exceeding 50,000 persons at the last Census, 8316 births and 
4163 deaths were registered during the week ended Saturday, 
June 3rd. The annual rate of mortality in these towns, 
which had declined from 17*0 to 12*5 per 1000 in the five 
preceding weeks, was again 12*5 per 1000 in the week under 
notice. Daring the first nine weeks of the current quarter 
the mean annual death-rate in these towns averaged 15*2, 
against 14*8 per 1000 in London. Among the several towns 
the death-rate during the week ranged from 3*6 in 
Smethwick, 5*1 in Enfield, 5*4 in Edmonton, 5*7 in Hornsey, 
and 6*8 in Southend-on-Sea, to 19*5 in Rotherham, 19*6 in 
Great Yarmouth, 21*0 in Middlesbrough, 22*0 in Halifax, and 
23*3 in Bootle. 

The 4163 deaths from all causes were 1 below the 
number in the previous week, and included 335 which 
were referred to the principal epidemic diseases, against 
numbers declining from 431 to 326 in the five preceding 
weeks. Of these 335 deaths, 125 resulted from whooping- 
cough, 104 from measles, 58 from infantile diarrhoeal 
diseases, 32 from diphtheria, and 8 each from scarlet 
fever and enteric fever, but not one from small-pox. The 
annual death-rate from these diseases was equal to 1*0 
per 1000, and coincided with that recorded in the previous 
week. The deaths attributed to whooping-cough, which 
had been 125, 128, and 131 in the three preceding 
weeks, fell to 125, and inclnded 33 in London, 13 in 
Manchester, 11 in Birmingham, 8 in Liverpool, and 6 in 
Nevvcastle-on-Tvne. The deaths referred to measles, which 
had been 124, 103, and 85 in the three preceding weeks, rose 
to 104, of which 26 were registered in London, 10 each in 
Liverpool, Manchester, and Sheffield, 5 each in West Ham 
and Stoke-on-Trent, and 4 each in Leeds, Gateshead, and 
Newcastle-on-Tyne. The fatal cases of diarrhoea and enteritis 
(among infants under 2 years), which had been 48, 62, and 
55 in the three preceding weeks, rose to 58 and included 
16 in London, 8 in Birmingham, and 4 in Leeds. The 
deaths attributed to diphtheria, which had declined 
from 65 to 34 in the seven preceding weeks, farther 
fell to 32, of which 7 were recorded in London and 4 
in Liverpool. The deaths referred to scarlet fever, whioh 
had been 18, 15, and 16 in the three preceding weeks, 
fell to 8, and included 2 in London. The 8 fatal cases of 
enteric fever included 2 in Loudon, and were oue in excess 
of the average in the earlier weeks of the quarter. 

The number of scarlet fever patients under treatment in 
the Metropolitan Asylums Hospitals and the London Fever 
Hospital, which baa steadily declined from 1778 to 1398 in 
the eight preceding weeks, further fell to 1343 on Saturday 
last; 163 new oases were admitted daring the week, against 
167, 139, and 161 in the three preceding weeks. These 
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hospitals also contained on Saturday last 1251 oases of 
diphtheria, 205 each of measles and whooping-cough, and | 
32 of enteric fever, but not one of small-pox. The 920 
deaths from all causes in London were 46 fewer than in 
the previous week, and corresponded to an annual death- 
rate of 11*1 pel 1000. The deatns referred to diseases of the 
respiratory system, which had declined from 405 to 128 in 
the 11 preceding weeks, further fell to 117 in the week under 
notice. 

Of the 4165 deaths from all causes in the 96 towns, 159 
resulted from violence, 288 were the subject of coroners’ 
inquests, and 1235 occurred in public institutions. The 
causes of 29, or 0*7 per cent., of the total deaths were 
not certified either by a registered medical practitioner or 
by a coroner after inquest. All the causes of death were 
duly certified in London and in its 14 suburban districts, 
in Manchester, Sheffield, Leeds, Bristol, Bradford, and in 
59 other smaller towns. Of the 29 uncertified causes, 4 each 
were registered in Birmingham and Liverpool, 3 in Gates¬ 
head, and 2 each in Southend-on-Sea, Preston, Rotherham, 
and South Shields. _ 

HEALTH OF SCOTCH TOWNS. 

In the 16 largest Scotch towns with an aggregate popula¬ 
tion estimated at 2,372,000 persons at the middle of this year, 
1143 births and 668 deaths were registered during the week 
ended Saturday, June 3rd. The annual rate of mortality in 
these towns, which had been 14-8, 15*0, and 14-4 per 1000 in 
the three preceding weeks, rose to 14-7 per 1000 in the week 
under notice. Daring the first nine weeks of the current 
quarter the mean annual death-rate in these towns averaged 
16 4, against a corresponding rate of 15*2 per 1000 in the large 
English towns. Among the several towns the death-rate 
during the week ranged from 5*7 in Clydebank, 6-4 in 
Kirkcaldy, and 7 8 in Ayr, to 16*2 in Dundee, 17*4 in 
Greenock, and 20*0 in Hamilton. 

The 668 deaths from all causes were 15 in excess of the 
number in the previous week, and included 54 which 
were referred to the principal epidemic diseases, against 
53 and 66 in the two preceding weeks. Of these 54 deaths, 
26 resulted from measles, 10 from whooping-cough, 7 from 
infantile diarrhoea! diseases, 5 each from scarlet fever and 
diphtheria, and 1 from enteric fever, but not one from 
small-pox. The annual death-rate from these diseases was 
equal to 1*2, against 10 per 1000 in the large English 
towns. The deaths attributed to measles, which had 
been 32, 25, and 34 in the three preceding weeks, fell to 
26, and included 20 in Glasgow, and 2 each in Aberdeen 
and Leith. The deaths referred to whooping-cough, which 
had been 11, 17, and 9 in the three preceding weeks, 
numbered 10 of which 6 occurred in Glasgow. The fatal 
cases of diarrhoea and enteritis (among infants under 2 
years), which had been 4, 4, and 10 in the three preceding 
weeks, fell to 7, and included 3 in Glasgow and 2 in Leith. 
The 5 deaths attributed to scarlet fever were 2 below the 
average in the earlier weeks of the quarter, and comprised 
3 in Glasgow and 2 in Paisley. The deaths referred to diph¬ 
theria, which had been 5, 3, and 10 in the three preceding 
weeks, fell to 5, and included 4 in Glasgow and 1 in Dundee. 
The fatal case of enteric fever was registered in Glasgow. 

The deaths referred to diseases of the respiratory system, 
which had been 103, 106, and 101 in the three preceding 
weeks, fell to 83 in the week under notice, and were 62 
below the number registered in the corresponding week of 
last year. The deaths from violence numbered 34, againBt 
19 and 18 in the two preceding weeks. 


HEALTH OF IRISH TOWNS. 

In the registration area of Dublin 228 births and 151 deaths 
were registered during the week ended Saturday, June 3rd. 
The deaths corresponded to an annual death-rate of 19*3 per 
1000, or excluding 10 deaths resulting from the recent 
disturbances to 18*0, against 11*1 in London and 15*5 in 
Glasgow. 

Of the 151 deaths of all ages, 14 related to infants under 
1 year and 33 to persons aged 65 years and upwards. The 
deaths referred to the principal epidemic diseases numbered 
7, and comprised 3 from infantile diarrhoea and 2 each from 
measles ana whooping-cough. 

The causes of 11 deaths were uncertified, 4 others were 
the subject of coroners’ inquests, and 65 occurred in public 
institutions. 

During the same period 237 births and 124 deaths were 
registered in the city of Belfast. The deaths were equal 
to an annual rate of 16*0, against 16*6 per 1000 in the 
previous week, and included 11 of infants under 1 year and 
27 of persons aged 65 years and upwards. The deaths from 
the principal epidemic diseases numbered 13, against 8 in 
the previous week, and comprised 6 from whooping-cough, 
4 from measles, 2 from scarlet fever, and 1 from diphtheria. 

The causes of 3 deaths were uncertified, 3 others were 
the subject of coroners’ inquests, and 37 ooourred in public 
institutions. 


Cmtspanlmm. 


“Audi alteram partem.” 


A SUGGESTED CLASSIFICATION OF 
PULMONARY TUBERCULOSIS. 

To the Editor of The Lanobt. 

Sir,— While the present time is not opportune for a full 
discussion of this important subject, a short criticism of the 
proposal of Dr. R. C. Wingfield, which appeared in your 
issue of May 20th, may be offered. The Turban-Gerhardb 
notation, so far as it goes, answers to one’s experience* 
though it requires emendation ; and in course of time, when 
agreement can be reached in an endeavour to express the 
more important factors which portray the acuteness of the 
disease and the amount of systemic disturbance, a satis¬ 
factory classification will be evolved. To ignore the Turban - 
Gerhardt classification because “it is not sufficiently 
definite” and to employ one which takes no account of 
the extent of the pathological process surely does not make 
for advauce in scientific accuracy. The former includes in 
its “stages” a reference to certain physical signs which 
connote a pathological process, and it has not simply an 
anatomical basis. Inman’s suggested “stages” may 
deserve the epithet “simple” applied to them by Dr. 
Wingfield, but have no claim to rank as a scientific 
classification, for they merely point to the degree of 
activity of the disease and give but a very poor indication 
of the extent of the ravages caused by the tubercle bacillus. 
The suggestion to add a letter A or D—indicative of the results- 
of treatment—to the symbol of Inman’s “ stages ” does not. 
improve matters, because it does not give the assistance in 
classifying cases when they first come under treatment, 
which we should demand from our ideal classification. So 
far from Dr. Wingfield’s notation being founded on “easily 
obtainable facts,” his statement that “a case put under the 
heading In 3 D can only be one in which symptoms due to the 
large extent of his lesion cause unfitness to work,” shows, 
that it depends on a very broad inference, and an inference 
which takes no account of the many pitfalls which lie in the 
pathway of the tuberculous patient. A classification which 
leaves one to assume the extent of the pulmonary lesion is- 
sadly wanting in completeness. Pending the publication of 
a scheme which will secure universal acceptance, I have 
personally adopted in the tnbercnlosis service of the West 
Riding of Yorkshire the headings of the Turban-Gerhardi 
notation, with a letter A, B, or C affixed to indicate the 
degree of activity of the disease and the amount of systemic 
disturbance, Class I. A including cases in an early stage, 
afebrile, with a moderate pulse-rate, and Class III. C those 
with advanced disease and running a rapid course, with 
considerable systemic disturbance. What is eventually 
desired is a classification which will be of international and 
not of parochial signification ; and to secure such a standard 
we must avoid on the one hand too much elaboration, which 
would prevent easy tabulation, and on the other a too great 
simplicity, which would give an altogether insufficient 
representation of the important factors in cases of pulmonary 
tuberculosis.—I am, Sir, yours faithfully, 

Thompson Campbell, M.D.Glasg,, 

Ghief Tuberculosis Officer for the West Riding of Yorkshire. 

County Hall, Wakefield, May 30th, 1916. 


,AND SETTLEMENT AFTER THE WAR; 
A COMMENT. 

To the Editor of The Lancet. 

Sir —The Final Report, Part I., of the Departmental Oom- 
littee appointed to consider the scheme for settlement of 
ischarged sailors and soldiers on the land after the war, 
iscloses two proposed methods. One is the formation of 
State Colonies” on tracts of land purchased for the 
urpose by the Board of Agriculture and Fisheries. The 
ther is the encouragement, by all practicable ™®* n8 \ , 
onnty counoils to provide land for men who wish to settle 
a the neighbourhood from which they came and to wbicb 
bey are accustomed (par. 105), for this reason being averse 
rom joining a “ State Colony.” 
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Long before the present war a Royal Commission obtained 
evidence that urban immigration is a potent cause of physical 
degeneration. “Back to the Landl” became a political 
catch-phrase, and glowing pictures were drawn by enthusiasts 
of the prompt recovery of our national physique that would 
ensue. Saner exponents of the movement have recognised 
that something more discriminating is needed than a simple 
exodus of our urban masses into the land to possess it. 
The social upheaval caused by the war and the prospective 
disbanding of hundreds of thousands of men at its close has 
encouraged the Government to inaugurate a scheme for the 
repeopling of depleted districts and the reconstitution of 
sturdy rural stocks by settling discharged soldiers in the 
projected “State Colonies,"and for restraining rural emigra¬ 
tion through extension of the land-purchasing powers of 
county councils. 

But will the synthetic article compounded in these colonies 
prove equal to the natural product ? Is the complex origin 
and evolution of our agricultural stocks understood ? 

The British people may be regarded as an amalgam of two 
elements, one native, the other intrusive. The native 
element is a branch of the small brunette long-headed race 
known as Iberian or Atlanto-Mediterranean. It probably 
settled in this country in early neolithic days. The traces 
of an earlier race, supposedly discernible, may be ignored 
for present purposes. The intrusive element is derived from 
various races which invaded the country in historic or late 
prehistoric times. Being evolved in regions differing some¬ 
what in climate from the British Isles certain disabilities 
attach to their migration. For example, blonde types, 
such as derive from the Scandinavian or Anglo- 
Saxon, cannot live on a damp soil or thrive in urban 
life because the regions of their characterisation have 
mostly a sandy soil with relatively low rainfall, and they 
lived in villages of open formation. 1 The Jews thrive in 
cities owing to their long racial experience of urban life, 
but they are prone to catarrhs, &c., in North-West Europe 
because of their remoter evolution in South-West Asia. The 
snuffle of Whitechapel is unknown in the Italian ghettos. 
Analogous aptitudes and disabilities characterise other 
intrusive types and their derivatives. 

The greater invasions ended with the Norman Conquest. 
After this the inhabitants of the British Isles, particularly in 
England, settled down to steadily developing agricultural 
pursuits. The result was the formation of innumerable small 
communities intermarrying little with one another. As century 
succeeded century these communities, by persistent inbreed¬ 
ing, became more and more specialised for local conditions of 
climate, food, and occupation, developing a close attachment 
to the soil on which they were bred. In these circum¬ 
stances, whatever the original cross-breeding, certain strains 
ultimately became dominant, the others being eliminated. 
Subtypes developed, discernible at sight to those familiar 
with them, though presenting recognisable traits of the 
original race or races from which they were derived. The 
advent of the Industrial era, with the urban immigration it 
entailed, has shown that their local specialisation has made 
these folk bad migrants to alien environments. This holds 
good, however, not merely of urban immigration but also of 
rural redistribution. The fair-skinned peasantry of the 
Sussex Downs cannot live on the heavy clay of the Sussex 
Weald, nor can the little, brunette, long-headed folk of the 
Weald thrive on light soils, especially near the sea. but they 
do well on the London clay, Wealden servant-girls being 
highly esteemed in the London suburbs. 

Similar phenomena are observable in other counties and 
districts. People of northern stock fail commonly to benefit 
from south-coast health-resorts. West-country folk feel 
“ shrivelled up ” on the east coast, and the east-coasters find 
their energy gone in the south or west. Those bred on the 
plateaus fare ill in the river valleys, and vice versa. The 
children are hit hardest because the immature organism is 
more sensitive than the adult to environmental influences. 
Testimony is readily forthcoming in many rural districts of 
the heavy incidence of disease on the newcomer, as compared 
with the native. These are the results of local specialisa¬ 
tion in varied degree, and unless they are taken into account 
in endeavouring to reconstitute our virile but vanishing rural 
stocks there is danger of a fiasco comparable to Louis XII.'s 
experiment of the same kind. It is recorded that he up¬ 
rooted certain peasant communities and planted them in 

1 Vide Tacitus on the “ Germans.'' 


the valley of the Durance, made desolate by the massacre of 
the Waldensians. To-day they present the most goitrous, 
cretinous, degenerate community in the whole range of the 
Alps. 3 

If the contentions here set forth are accepted, it follows 
that the fullest support should be given to that part of the 
Government scheme relating to county council settlements, 
because it encourages the development of already adjusted 
communities and keeps the stocks clear of inadaptable strains 
which might introduce degenerative influences. On the other 
hand, there would be an element of hazard in the formation 
of State Colonies, an element in any case substantial but 
varying in degree with the discrimination exercised in the 
selection of candidates. Ancestral derivation, as well as 
aptitude for agriculture, should be considered. The former, 
taken in conjunction with the candidate’s physical type, 
might afford a valuable indication of the district to which he 
would be best suited. 

Further facts and observations bearing on this subject may 
be found in the following :— 

Harry Campbell, The Causation of Disetae: Beddoe Anthropology 
and Medicine; Allbutt’s System of Medicine, vol. i.; 8hrubsall. Physical 
Characters and Morbid Proclivities, St. Bartholomew’s Hospital Reports, 
1903; Sir William Bennett, Points Relating to Tuberculous Glands, 
Practitioner , June, 1910; Lieutenant-Colonel Woodruff, Medical Corps, 
U.S. Army, in his work. Tropical Light and Expansion of Races; 
and his papers, The Harmful Effects of Small Amounts of Heat and 
Light, American Medicine, vol. vii., The Eugenics of Migrants, Eugenic 
Review. January. 1911, vol. it.. No. 4; also, by the writer, articles in 
the New Age , June 1st. 1911. School Hygiene, September, 1911, Clinic 
Journal. August 9th, 1911, British Medical Journal, August 17th, 1912, 
and August 2nd, 1913. 

I am, Sir, yours faithfully, 

J. Stewart Mackintosh, M.D. Dnrh., Ac., 

Fellow of the Royal Anthropological Institute. 

THE MEANING OF THE SO-CALLED 
REACTION OF DEGENERATION. 

To the Editor of The Lancet. 

Sir,—I n yonr issue of Jane 3rd there appears an article 
by Captain C. E. H. Milner on the function of the medullary 
nerve sheath. He quotes four cases of nerve injury : in the 
first he says that faradic response persisted for eight 
days after nerve severance; and in the remaining three 
that voluntary power returned long before reaction to 
faradism. I gather from his remarks that he considers 
these to be new observations—at any rate with regard to 
the return of voluntary power before faradic response. I 
can hardly think that the long-established fact that elec¬ 
trical reactions, as tested by the older methods, are practi¬ 
cally unchanged for some days after nerve severance, was 
previously unknown to him. 

The faradic coil is, in point of fact, the most unsuitable 
instrument imaginable for scientific testing. Various French 
writers, and in England the late Dr. Lewis Jones, have 
shown that, provided the body resistance remains constant, 
the vigour of muscular response depends upon the voltage 
used and upon the duration of each individual electrical 
impulse. To these factors must be added the rate at 
which the impulses are delivered, supposing them to be 
sufficiently frequent to produce a tetanising effect. Not & 
single one of these important factors is under control when 
using the ordinary medical coil, which therefore only permits 
of rough idea of the electrical excitability of the muscle. 
Galvanic testing as usually applied is almost equally inexact: 
for milliamp&remeter readings, without standardisation of 
voltage, resistance, and size of pads, are valueless. 

To provide a means of accurate testing Dr. Lewis Jones 
introduced his now well-known condenser apparatus, in which 
the voltage is fixed and the duration of each impulse known. 
The present writer has introduced a modification in which, 
should a tetanus be desired, the number of impulses per 
second is also under control. Tested by a Lewis Jones 
apparatus, a muscle whose motor nerve has been divided 
shows a steady increase in the length of impulse required to 
excite it almost from the first day, until after six or eight 
weeks the largest condensers (longest impulses) are required 
to cause movement, and what used to be called * ‘ the reaction 
of degeneration ” is fully established. It used to be thought 
that, so long as this peculiar electrical response persisted, a 
muscle was, if not incapable of recovery, at least for the 
time being in a parlous state. Cases of its persistence 
after return of voluntary power were known, but were looked 


2 See Whymper. Scrambles in the Alps. 
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on as rare exceptions. The experience of this war 
has shown the phenomenon to be by no means un¬ 
common, so that a few months after an injury even 
the worst form of electrical response is not in itself 
of bad prognostic import. We often find that a muscle 
which has recovered some voluntary power, but not 
faradic reaction, nevertheless shows definite improvement 
when tested with the condenser instrument; but this is by 
no means always the case. Nevertheless, we may always be 
sure when we find that high condenser numbers are still 
required (old galvanic response), that at some time in the past 
there was complete blockage of all motor impulses, indicatiog 
a severe injury to a motor nerve. These points have been in¬ 
sisted on by the present writer in various papers, and failure 
to appreciate them is responsible for much of the criticism 
which has been levelled against electrc-diagnosis and pro¬ 
gnosis. It will thus be seen that the so-called " reaction of 
degeneration ” may occur in a muscle which has clinically 
recovered, and it would therefore be better to drop the 
term altogether, and to state simply the length of con¬ 
denser impulse required to excite a muscle at a given 
voltage. 

As to Captain Milner’s argument concerning the electrical 
conducting powers of the medullary sheath, I am at a loss to 
follow it. A muscle will still respond to faradism (on short 
condenser impulses) when the nerve-endings are thrown 
out of action by curare ; therefore, as is pointed out by 
Lewis Jones in his text-book of “ Medical Electricity,” the 
failure of response must be due to some change within the 
muscle, and cannot be dependent upon the condition of the 
sheath of the motor nerve. Whatever this change may be, it 
can obviously persist after voluntary power is re-established ; 
and in this connexion it is interesting to note that voluntary 
movement is at first usually sluggish, and the contraction 
resembles that of unstriped muscle. There would appear to 
be scope here for pathological investigation. 

The whole subject of electro-diagnosis and prognosis 
bristles with difficulties, and the path of the beginner is 
beset with gins and pitfalls. Nevertheless, it is a most 
fascinating branch of medicine, enabling those versed in it 
to prophesy with confidence and success. Any of your 
readers interested in the matter will find it discussed in 
detail in a paper which I read before the Section of Surgery, 
Royal Society of Medicine, and which was published in 
The Lancet of Feb. 19th, 1916. 

I am, Sir, yours faithfully, 

Francis Hernaman-Johnson. 
Cavendish-square, W. f June 3rd, 1916. 


ON THE ILL-TREATMENT OF GENITAL 
PROLAPSE. 

To the Editor of The Lancet. 

Sir,—D r. W. E. Fothergill gibes at ventrifixation and 
hysterectomy as operative measures in prolapse, and yet 
recommends as part of a curative procedure an equally futile 
measure—repair of the perineum. It takes no genius to discover 
the value of the perineum or the so-called perineal body in 
supporting the pelvic viscera. All one has to do is to pass 
one finger into the rectum and the thumb into the 
vagina, and to feel what is in the tissues between. To 
begin with, the so-called perineal body which is grasped 
in this way, and which in anatomical sections appears, and in 
diagrams is represented as, a wedge-shaped mass of tissue of 
some size, can be flattened quite easily from before back¬ 
wards into a thin septum; and the only important structure 
in it is the ring sphincter of the anus, which can easily be 
felt. In the next place, the perineal body is found not in¬ 
frequently completely ruptured, without any sign or symptom 
of prolapse, even when the tear was caused years ago and the 
patient has been living an active life. How rarely are 
patients who come for treatment for incontinence of faeces 
from this cause found to be suffering from prolapse ? I have 
never seen a single one. Unfortunately, Dr. Fothergill 
appears ignorant of these facts or of their meaning; and 
thus it is not to be expected he can deduce from them the 
conclusion that repair of the perineum is of no value in the 
treatment of prolapse. 

As regards the other measures recommended by Dr. 
Fothergill, experience has shown they are equally unreliable. 
He says "all can be set right” by plastic vaginal surgery. 
He makes no reference to the percentage of recurrences < 


after such operations in his cases ; his words suggest he has 
no recurrences. If so, he must indeed be happy; and he 
attributes none of his success to the invaluable concomitant 
of plastic vaginal surgery—rest in bed. Rest in bed, by 
itself, will cure some cases of prolapse ; it will even cure 
them after the bases of the broad ligaments have been injected 
with quinine. Rest in bed and an easy time subsequently 
will work wonders—far greater wonders than any plastic 
vaginal surgery. 

The reason the operative procedure in many cases of 
prolapse is so bad, and is so often followed by recurrence, is 
that the nature of the condition is not yet generally under¬ 
stood. Prolapse is of the nature of a hernia ; it is a hernia 
of pelvic viscera through an opening in the muscular 
parietes, closing in the bony pelvic outlet (an outlet measuring 
roughly 4 in. by 5 in.), just as a protrusion in the inguinal, 
femoral, or umbilical regions of abdominal contents through 
the muscular parietes of the abdomen is a hernia. The con¬ 
tent of the protrusion is of secondary importance ; in prolapse 
the protrusion may consist of bladder, uterus or rectum, 
which as they come down invaginate the vagina, these 
various parts participating in different cases in different 
degrees according to their arrangement and the direc¬ 
tion of the displacing force, just as an inguinal hernia 
may contain intestine, or omentum, or the gall-bladder or the 
ovary. And each condition arises in the same way: both are 
produced by strain—frequently repeated. In prolapse, strain 
causes whatever viscus is over the natural aperture in the 
pelvic parietes to "come down” through the natural 
aperture in the parietes, just as strain causes whatever 
viscus is against the natural aperture in the abdominal 
parietes to protrude. The protrusion occurs because the 
natural aperture is larger than normal, or because the 
striated muscle bounding it has become weaker, and so the 
aperture can be more easily dilated than normal. Prolapse 
often follows the resumption of active life soon after child¬ 
birth, because childbirth often causes extensive injury of the 
pelvic muscular parietes, and leads to permanent enlarge¬ 
ment of the natural aperture in that parietes ; but prolapse 
often appears for the first time years after childbirth, 
because the muscular parietes have not been sufficiently 
injured at childbirth and have remained strong enough for 
their work and only subsequently with advancing years have 
become weak. 

Surgeons do not operate on hernia in people with weakened 
abdominal walls, because in such cases the hernia tends to 
recur, and often does recur, and success is unlikely ; yet 
gynaecologists expect to cure prolapse in all cases. With 
too few exceptions they pay no attention to the muscular 
parietes of the pelvis, which, according to Dr. Fothergill, are 
vestigial in structure and tail-moving in origin. In the cases 
referred to surgeons advise a truss ; they do not recommend a 
plastic operation on the skin and subcutaneous tissues covering 
the hernial protrusion or placed around it, or advocate 
plastic operations on the attachments of the viscera inside 
the abdomen, comparable to the plastic vaginal surgery 
performed for prolapse. They do not, for instance, shorten 
mesenteries—although in hernia the mesenteries have become 
longer. Or, if they operate, they insert a large filigree over 
the hernial site ; they do not, however, place this outside the 
muscular wall in the fat beneath the skin. They plaoe it 
inside the muscular wall, between it and the peritoneum. 

It is left for gynaecologists to recommend a plastic operation 
on the skin and superficial fascia, and on the viscera them¬ 
selves inside the pelvis, to overcome a similar complaint. 
Dr. Fothergill may "repair the perineum,” perform colpor- 
rbaphy, and with the same breath decry the use of pessaries. 
But pessaries are but filigrees in a different form, and 
they are placed in the same relative position as that used 
by McGavin in his abdominal operations. Truly, they are 
placed within the vagina, but they are placed in that part 
of the vagina which is within the pelvic cavity, which is 
above the pelvic floor—the pelvic muscular parietes—between 
the pelvic floor and superjacent visceral structures. The use 
of the pessary in many cases of prolapse is the finest, the 
best, and often the only efficacious treatment. This is not 
only the experience of ages and of present-day practitioners 
of medicine, including many real specialists ; it is also the 
result of a searching theoretical and academic inquiry which 
will bear probing even to its foundations. 

I am, Sir, yours faithfully, 

Rugby, June 6th, 1916. R. H. PABAMORE, F.R.O.S. Eng. 
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THE DESTRUCTION OF COCKROACHES. 

To the Editor of The Lancet. 

Sir,—Id the useful and suggestive artiole on the cockroach, 
by Dr. J. J. H. Holt, in The Lancet of June 3rd, there 
are certain biological factors concerned in the subject of his 
researches that, if ignored, may lead to erroneous and harmful 
deductions. There is a wide difference between the appli¬ 
cation of inhalants and food poisons. If an insect is pat in 
a glass-stoppered jar with an inhalant poison the effect is 
automatic, entirely independent of the inclination of the 
imprisoned animal, the rapidity of death being solely 
dependent on the toxic strength of the inhaled prison. 
Where a poison food is used its effect depends entirely on the 
willingness of the animal to eat it. Every biologist is 
familiar with the fact that almost all animals when first 
captured and plaoed in confinement refuse to eat. I have 
confined mature insects in a jar with their favourite food 
which they have completely ignored for days. (This is not 
the case with caterpillars, which readily feed and are easily 
bred.) An animal must breathe, but is not bound to eat, at 
least for a time, and, as Dr. Holt says, in the case of the 
cockroach it can live 76 days without food. 

To take two examples which Dr. Holt gives in his table of 
experiments, the latter of them being of personal scientific 
interest to me. The lethal effects of all the volatile bodies, 
given in his first table, are all much more rapid than those of 
food poisons in the last table, placed in covered dishes or 
bottles with imprisoned insects. This gives no reliable time 
effect whatever, the only comparable time test being to use 
the remedy on cockroaches in their free natural habitats. I 
can cite a striking example of this in the use of one of the 
remedies Dr. Holt mentions. S >me time back, after strong 
complaints by the Local Government Board as to a plague of 
cockroaches at a large Poor-law institution here, with many 
hundreds of inmates, I was consulted with a view to destroy¬ 
ing the pests. After careful inspection of the place, I found 
that fumigation was out of the question, and that to prevent 
dead cockroaches beooming mixed in the food they must be 
allowed to retire to their hiding places before death. On these 
lines I worked until every cockroach in the place was killed. 
Their hiding places were easily discovered, and one notable 
example was a dark, well-ventilated chamber where they 
clustered on the walls in the usual serried ranks to the 
number of several thousands—a huge dark mass. The food 
poison, which had been spread usually only in the kitchen 
and bakeries, was put down in this special hiding place, and 
on my next visit within three days there was nothing but a 
heap of dead cockroaches. This was how Blattis, to which 
Dr. Holt refers, came into existence. Far from having any 
repellent effect on cockroaches, its whole influence is in its 
attractiveness, which is demonstrated by the avidity with 
which they devour it, and they never require a second dose. 
It is all a question of food, physiology, and habit of the 
insect dealt with, these requiring special study and research 
for each species. Quite different material had to be used in 
the case of a pest that infested the house of a medical friend 
who was unacquainted with the insect, which is popularly 
known as the “ silver fish ” (Lepuma eaceharina ), which was 
entirely killed off in 48 hours with a powdery food mixed 
with a non-volatile poison. 

To stove dwellings and institutions, such as war hospitals, 
Ac., is practically impossible, and though a remedy that 
leaves no dead insects lying about may not produce such 
dramatic effects as stoving, those who are acquainted with 
the life-history and reproduction of the cockroach know well 
that an exterminator that operates at once, and in a few 
hours produces death, with a cumulative effect due to the 
preservation of the poison in the chitinous covered bodies 
of cannibalistic cockroaches, is a far more effective extermi¬ 
nator. My official position brings me numerous inquiries 
from many sources about insect pests, which are all 
carefully studied out and remedies adopted on the lines 
indicated.—I am. Sir, yours faithfully, 

Museum, Sheffield, June 6th, 1916. E. HOWARTH, F.Z.S. 


To the Editor of The Lancet. 

Sir, —With reference to the paper on this subject in 
The Lancet of to-day’s date I may say that my experience 
of Dalmatian insect powder on cockroaches is quite different 


from Dr. J. J. H. Holt’s. The cockroaches appeared in a 
newly built house in large numbers, so I tried putting down 
insect powder along the floor near the walls. The next 
morning dozens were found nearly dead, quite unable to 
run, and it was a simple matter to sweep them up and burn 
them. After a few days of this treatment they all vanished. 
It seemed to me that the cockroaches had been trying the 
effect of eating the insect powder, which they probably 
would not do if confined in a glass-stoppered bottle, such 
treatment being calculated to take away their appetite. 

I am, Sir, yours faithfully, 

G. Burton-Brown, M.D. 

Sldmouth, June 3rd, 1916. Surgeon, R.N. (retired). 


SIR WILLIAM JENNER’S DISCOVERY OF 
THE IDENTITY OF TYPHOID FEVER. 

To the Editor of The Lancet. 

Sir, —In Dr. R. O. Moon’s Chadwick lecture on typhus 
fever, published in The Lancet of June 3rd, there is an 
error. It was at the London Fever Hospital and not at the 
London Hospital that Jenner’s researches established the 
non-identity of typhus and typhoid fevers. 

I am, Sir, yours faithfully, 

Charles R. Box, 

June 3rd, 1916. Physician to the Loudon Fever Hospital. 



CHARLES EDWARD FITZGERALD, M.D. Dub., 
F.R.C.P. IREL., 

HOKORABY SURGIOX-OCULIST IX ORDIXAHY TO THE KINO IS IRKLAXP; 

FORMERLY PRE81PBKT OF TUB ROYAL COLLEGE OF 
PRY8ICIAHS OF IREL AMD. 

The death occurred in Dublin on May 27th, as we have 
already announced in The Lancet, of Dr. Charles EL 
FitzGerald, formerly President of the Royal College of 
Physicians of Ireland, at the age of 73. Few of his pro* 
fessional friends had heard of his illness, so that the news 
of his death came to them as something of a shook. 

Charles Eiward FitzGerald was born in Dublin in 1843, 
his father beiog Baron F. A. FitzGerald of the Court of 
Exchequer in Ireland. He received his education in Trinity 
College, Dublin, where he took his degree in Arts in 1864, 
proceeding to the M.B. in 1868. In this year he went to 
Paris, where he studied especially ophthalmology under 
Galezowski. On returning to his native city he commenced 
practice as an ophthalmic surgeon, and he devoted himself 
to that branch of medicine up to the time of his death. His 
success was alike the result of his skill, high personal 
qualities, and appetite for work, the last being proved by 
the number of the appointments that he held. In 1873 he 
was appointed ophthalmic and aural surgeon to the House of 
Industry Hospitals; he held the post for ten years, and was 
subsequently consulting ophthalmlo surgeon to the same 
institutions. He was for many years lecturer on ophthalmic 
surgery in the Carmichael School of Medicine, and from 1889 
to his death professor of ophthalmic and aural surgery in 
the School of the Royal College of Surgeons in Ireland. In 
1876 he was appointed surgeon-oculist iu ordinary to the 
Queen in Ireland, and similar posts were given to him by her 
successors, Kiog Edward and the present King. He was at 
one time surgeon to the National Eye and Ear Infirmary; 
when that institution was merged in the Royal Victoria 
Eye and Ear Hospital he retired from active hospital work. 
Having beoome a Fellow of the Royal College of Physicians 
in 1886, in 1912 he was elected President, and he held the 
office with much distinction for two years. 

FitzGerald early in his professional life found himself in 
the enjoyment of a large practice, but although his ophthal- 
mological work necessarily occupied most of his time he 
made thoroughly good use of his leisure when it was obtained. 
He was devoted to music, and cultivated generally his 
literary and artistic tastes. He travelled a good deal, visiting 
America frequently. He was much pleased with his unani¬ 
mous election to the presidency of the Royal College of 
Physicians of Ireland in 1912, for by this time he had 
largely withdrawn from active interest in professional affairs. 
Ha devoted himself to the duties of the important offloe with 
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unexpected ardour. His retired life bad made him almost a 
stianger to many of the Fellows, while even those who knew 
him were surprised at the practical ability which he brought 
to his new work. Elected on grounds of seniority and because 
of his position in practice, he showed himself a distinguished 
and dignified chairman, tactful in eliciting the opinions of 
others, quick in grasping the points of a problem, and 
thoroughly painstaking in seeking the right solution. His 
retirement was a matter of great regret to his colleagues, 
while FitzGerald, as a mark of his affection for the College, 
presented to the corporation a badge of office to be worn by 
subsequent Presidents. 

Dr. FitzGerald was twice married. By his first marriage 
he leaves four sons. To them and to his widow we offer 
our sincere sympathy. 


WALTER BROCK PARSONS, M.R.C.S., L.R.C.P, Lond. 

Wb regret to announce the death of Mr. Walter Brock 
Parsons, which occurred somewhat suddenly at West South- 
bourne, Hampshire, on June 3rd. For five years or more 
he had fought strenuously and uncomplainingly against the 
attacks of a tuberculous infection, which first manifested 
itself while he was acting in 1910 as a member of the 
staff of The Lancet, and the sudden termination to his 
life belied hopes of permanent cure which had recently 
become good. 

Walter Brock Parsons, the son of an Indian official, was born 
in 1875, and qualified in 1898 as M.R.C.S. Eng., LiR.C.P. 
Lond., from the medical school of St. Bartholomew’s Hospital. 
His first appointment was that of resident assistant surgeon 
at the Western General Dispensary. Here he did much work 
in the special department for diseases of the eye under Dr. 
Lindsay Johnson. Later he served as house surgeon to the 
North-West London Hospital, and obtained in particular a 
large experience of children’s diseases and of dermatology. 
He was then appointed resident medical officer at the 
Farringdon Dispensary, where the special departments for 
diseases of the nose, throat, and ear especially attracted 
him, and later he decided to accept the invitation of Mr. J. 
Jackson Clarke to assist him in his work at the City 
Orthopaedic Hospital. He attended with Mr. Clarke 
regularly, being clinical assistant to the hospital until its 
extinction by amalgamation with other institutions in 1907, 
and for a prolonged period acting as a member of the 
surgical staff. In 1907 he became assistant in private 
practice to the late Mr. Noble Smith, who had been senior 
surgeon at the City Orthopedic Hospital, and for a short 
period after his death Parsons practised orthopaedic surgery 
as a specialist. In 1910 he decided to relinquish his career 
as a consulting surgeon, and was appointed sub-editor of 
The Lancet. In this capacity his wide clinical experience 
equipped him to be a capable judge of what was best in 
many departments of medicine, whilst his liberal outlook 
and high standards made him a valuable colleague. His 
breakdown in health, which occurred within a year of his 
joining the staff of The Lancet, was very sudden, and for 
some months he believed that at the end of a protracted 
holiday he would be able to return to work. The disease, 
however, never lost its hold of him, though for different 
periods of varying duration he seemed to be escaping from 
its clutches. 

We tender our respectful sympathies to his wife and 
children in their great loss. 


DUNCAN MENZIES, M.A.St. And., M.B. Edik. 

Dr. Duncan Menzies, who died on May 28th as the result 
of a motor accident, was born in 1854, and was the eldest 
son of Mr. James Menzies of Carse, Appin, Perthshire. He 
received his early education in his native county, then took 
his degree in Arts at St. Andrews University, afterwards 
graduating in medicine at Edinburgh University in 1883. 
He came to England in 1884 and became a member of the 
Perthshire Association of London and also of the St. 
Andrews University Club and the Edinburgh University 
Club, London, in all of which he was keenly interested. He 
settled down to practise in the neighbourhood of Dorset- 
square, where he was well known and greatly esteemed. He 
was a reliable and painstaking physician, and his sym¬ 
pathetic disposition endeared him to a large circle of friends 


and patients, of whom there was a large attendance at the 
funeral service at St. Cyprian’s. 

He leaves a widow and four sons and one daughter to 
mourn their loss. His eldest son, at present in Salonika, is a 
graduate of London University and has a commission in the 
Royal Army Medical Corps. The three other sons are in the 
army, being in the Cameron Highlanders, the London Scottish, 
and an Officers Training Corps respectively. 


CHARLES LENOX CUNNINGHAM, L.R.C.S. Edin., 

L S.A. 

We learn from a correspondent that Mr. Cunningham 
died suddenly on board ship on Feb. 17th on his way to 
South Africa. He was serving as a surgeon on the liner 
which afterwards grounded off Robben Island. He was 
formerly in practice for some years at Lower Umkomaas in 
Natal, where he was medical officer of health and where his 
advice on blackwater fever was frequently in demand. His 
experience of malaria he had gained in his earlier years on 
the West Coast of Africa and was partly gained by personal 
experience, as he had himself suffered from a severe form of 
malaria. Mr. Cunningham’s career had been a varied one ; 
for 23 years he served the Queensland Government in the 
emigration service, later he was medical officer of the 
Ashanti Goldfields Corporation, and he also took part in an 
Arctic expedition. 

Mr. Cunningham was a special correspondent for The 
Lancet in the Soudan, Ashanti, and South African 
campaigns, and the interesting descriptions which he 
sent us were often accompanied by sketches which, if they 
did not exhibit high artistic merit, at any rate showed much 
imaginative perception, and some of them were reproduced in 
our columns for their topical interest. In The Lancet, 
vol. i., 1885, p. 863, “Our Correspondent's Experiences in 
the Soudan ” are illustrated by a sketch of the redoubt and 
base hospital and of the entrance to the Sawakin harbour. 
Other sketches (vol. i., 1896, pp. 1028, 1029, 1173, and 
1391) illustrate the Ashanti Expedition, and one of these 
shows the boat conveying Prince Henry of Battenberg to 
H.M.S. Blonde , the vessel on which he unfortunately died. 
Mr. Cunningham also reported on the Special Sanitary 
Commission of the British Emigration Service (vol. ii., 
1888, p. 1041). 


The late Dr. Edwin F. Nelson.—D r. E. F. 
Nelson, who died on May 29th at his residence in Down¬ 
patrick, was the son of a Belfast clergyman, and studied 
medicine at Queen’s College, Belfast. Iu 1866 he graduated 
M.D. of the old Queen’s University of Ireland, and at 
different times held the posts of medical officer of Down¬ 
patrick Union Hospital and medical officer to the troops 
in Downpatrick. He was surgeon-major for 31 years in 
the 5th Battalion of the Royal Irish Rifles, from which he 
retired only in 1909. Of his three sons, one, a captain in 
the 3rd Brahmans, was killed in France last year, and two 
others are officers in the army. 


The Order of the Hospital of St. John of 
Jerusalem in England.— The following have been appointed 
Knights of Grace in the Order: Surgeon-General T. P. 
Woodhouse, C.B., A.M.S. ; Surgeon-General Sir Richard 
Havelock Charles, G.C.V.O., I.M.8.; and Lieutenant-Colonel 
P. F. O’Connor, C.B., I.M.8.; and Mrs. Ella G. A. Webb, 
M.D.R.U.I., has been appointed a Lady of Grace. 

Db. Steevens’ Hospital.— Sir Arthur Chance, 
F.R.C.S. Irel., has been appointed as consulting surgeon to 
Dr. Steevens’ Hospital, Dublin. During the early years of the 
hospital’s existence the consulting surgeoncy was usually 
Uela by the surgeon-general to the forces in Ireland, who 
was, ex-officio, a governor of the hospital. Among the 
surgeons-general were included John Nichols (1730-67), 
William Ruxton (1767-83), Archibald Richardson (1784-87), 
George 8tewart (1787-1814), Soloman Richards (1814-19), 
and Sir Phillip Crampton, Bart. (1819-58). Among others 
who have held the position are Samuel Croker-King, 
the first President of the Royal College of Surgeons in 
Ireland; Ralph Smith Obre, Samuel Wilmot, James 
William Cusack, Robert Moore Peile, Christopher Flemming, 
Samuel George Wilmot, William Colies, Sir George 
Horuidge Porter, Bart., Edward Hallaran Bennett, and 
Sir Charles Bent Ball, Bart. 
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The Catastrophe to Lord Kitchener and his 
Staff. 

It is a veritable tragedy by which the country is suddenly 
deprived of the services of Lord Kitchener, who, with his 
staff, was drowned on June 5th last while starting on a 
special mission to Russia. But the catastrophe must be 
faced by us with the spirit which that great man who 
has gone from us always showed in adverse circumstances. 
Sadly will he be missed from our councils, for much 
remained to be done by him ; but the part of his work 
which he actually accomplished—the raising of a gigantic 
citizen army in a country utterly unready for the social 
revolution implied—will stand to his eternal credit in the 
memory of a grateful country. 


The Casualty List. 

The following names of medical officers appear among the 

casualties announced since our last issue :— 

Killed. 

Lieutenant J. M&cC. C. Johnston, R.A.M.C., attached to the 
Worcestershire Regiment, was educated at Edinburgh 
and St. Andrews Universities, qualifying in 1913, and 
held the post of resident surgeon at the Royal Infirmary, 
Dundee. He joined the R.A.M.C. in July, i915. 

Captain J. G. Mackenzie, Australian A.M.C., graduated in 
1910 at the University of Glasgow, and was in practice 
at Victoria, Australia, before joining the Australian 
Expeditionary Force. 

Fleet-Surgeon F. F. Lobb, R.N., H.M.S. Queen Mary, received 
his medical education at St. Mary’s Hospital, London, 
and qualified in 1898. After holding house appointments 
at St. Mary’s, the London Fever Hospital, and the 
Female Lock Hospital, London, he joined the Royal 
Navy, and in 1900, while surgeon of the Thrush, ‘he 
assisted in the rescue in a heavy sea of 13 French 
Malagasy subjects from the uninhabited island of 
Europa. He took part in the Nigerian and in the 
Gambian expeditions, receiving the African medal and 
the Aro clasp. 

Surgeon C. W. Lewis, R.N., H.M.S. Queen Mary , qualified 
M.B., Ch.B. at Edinburgh University in 1914. 

Surgeon M. H. de J. Harper, R.N., H.M.S. Queen Mary , 
qualified M.B., B.S. Durham in 1914. 

Fleet-Surgeon W. J. Bearblock, R.N., H.M.S. In vincible , was 
educated at Guy’s Hospital, London, and qualified in 
1887. He had held a house appointment at the Royal 
Albert Hospital, Devon port. 

Surgeon C. O. H. Jones, R.N., H.M.S. Invincible , was educated 
at St. Thomas’s Hospital, London, where he held a house 
appointment later, and qualified in 1915. 

Surgeon G. Shorland, R.N., H.M.S. Invincible, was educated 
at Guy’s Hospital, London, and qualified in 1901. Prior 
to joining the Navy recently he was medical officer to the 
Railway Clearing House at Euston-square, London. 

Fleet-Surgeon H. L. Norris, R.N., H.M.8. Indefatigable, was 
educated at St. Thomas’s Hospital, London, qualifying 
in 1898. 

Surgeon S. Punch, R.N., H.M.S. Indefatigable, was educated 
at University College, Cork, qualifying in 1912. 

Surgeon A. A. Morison, R.N., H.M.S. indefatigable, qualified 
M.B., Ch.B. at Edinburgh University in 1910, and was in 
practice at Craiglea Drive, Edinburgh, before joining the 
Navy as a temporary surgeon. He was a well-known 
Scottish footballer, and was formerly resident surgeon 
at the Royal Maternity Hospital, Edinburgh, and 
assistant medical officer at the Brook Hospital of the 
Metropolitan Asylums Board. 

Fleet-Surgeon F. A. Capps, R.N., H.M.S. Defence , received 
his qualifications at Edinburgh and Glasgow in 1890. 

Surgeon F. W. T. Clemens, R.N., H.M.S. Defence, was 
educated at Bristol University, qualifying M.B., B.S. 
Lond. in 1913. Before joining the Navy he was in 
practice at Bath. 

Surgeon G. M. Johnson, R.N., H.M.S. Defence, received his 
education at Oxford University and at the London Hos¬ 
pital, and qualified in 1908. He had held the appointment 
of house surgeon and house physician at the Radcliffe 
Infirmary, Oxford. 

Fleet-Surgeon H. L. Geoghegan, R.N., H.M.8. Black Prince , 
was educated at Trinity College, Dublin, qualifying in 


Surgeon T. M. Wood-Robinson, R.N., H.M.S. Black Prince t 
was educated at Middlesex Hospital, qualifying in 1914. 
He was in practice at Dovercourt before joining the 
Navy. 

Surgeon J. S. D. McCormac, R.N., H.M.S. Black Prince f 
received bis qualifications at Edinburgh and Glasgow in 
1894, and after practising in Leicester was appointed 
aneesthetist at the Royal Dental Hospital, London. 

Surgeon G. B. Moon, R.N., was educated at Birmingham 
and at Edinburgh Universities, qualifying in 1904, and 
gave up his position as assistant medical officer at the 
Kent County Asylum, Harming Heath, to join the Navy 
shortly after the outbreak of war. 

Surgeon-Probationer J. E. MacIntyre, R.N.V.R., H.M.S. 
.Ardent. 

Surgeon-Probationer D. J. T. Oswald, R.N.V.R., H.M.S. 
Nomad. 

Surgeon-Probationer A. Joe, R.N.V.R., H.M.S. Nestor. 

Surgeon-Probationer R. Walker, R.N.V.R., H.M.S. Shark. 

Surgeon-Probationer D. H. Ferris, R.N.V.R. 

Surgeon-Probationer H. J. Dingle, R.N.V.R. 

Surgeon-Probationer J. Hislop, R.N.V.R. 

Lost in H.M.S. Hampshire. 

Fleet-Surgeon P. G. Williams, R.N., was a student at 
St. Thomas’s Hospital, London, and qualified in 1889. 

Surgeon H. F. McNally was educated at Queen’s University, 
Belfast, qualifying in 1915. 

Surgeon H. G. Chaplin was a student at St. Thomas’s Hos¬ 
pital, qualifying in 1914, and afterwards returning to 
Newfoundland. 

Died. 

Temporary Lieutenant G. S. Engineer, I.M.S. 

Lieutenant H. R. Griffith, R.A.M.C., qualified in 1889, 
graduating at Dublin University, ana died from heart 
failure at Press Heath Camp, Whitchurch. 

Died of Wounds. 

Lieutenant-Colonel A. W. Tanner. Canadian Army Medical 
Corps, graduated at the University of Toronto, 1899, and 
was in practice at Moosomin, Saskatchewan, before 
joining the Canadian Expeditionary Force. 

Captain W. N. Watson, R.A.M.C., attached to the King’s 
Own Scottish Borderers, graduated in 1913 at Edinburgh 
University, and joined the R.A.M.C. in December, 1914. 
He was awarded the Military Cross in connexion with 
the battle of Loos, and took a combatant commission in 
April last. 

Wounded. 

Staff-Surgeon B. R. Bickford, R.N. 

Captain J. J. Jamieson, Canadian Army Medical Corps. 

Captain J. A. Reid, Canadian Army Medical Corps. 

Believed to have been taken Prisoners at Knt-eLAmara. 

R.A.M.C.— Maj. E. V. Aylen; Maj. E. Bennett; Lt.-Col. 
H. O. B. Browne-Mason; Capt. A. S. Cane; Lt.-Col. J. 
Hennessv, C.B.; Capt. C. E. M. Jones, attached to the 
Hampshire Regt.; Capt. A. T. J. McCreery; Capt. R. K. 
Mallam ; Capt. L. Murphy; Capt. T. E. Osmond, attached 
to the Norfolk Regt.; Lieut. F. T. Simpson, attached to the 
Dorset Regt.; and Capt. J. 8 tar tin, attached to the Oxford 
and Bucks Lt. Infantry. 

I.M.S.— Capt. L. A. P. Anderson; Maj. S. Anderson ; Capt. 
D. Arthur ; Lt. N. K. Bal; Maj. C. H. Barber; Capt. R. C. 
Clifford; Temp. Lt. A. Y. Dabholcar; Capt. S. G. S. 
Haughton; Col. P. Hehir, C.B.; Capt. H. H. King; 
Capt. J. 8. S. Martin; Lt. R. V. Martin; Capt. K. K. 
Mukerji; Capt. C. Newcomb; Maj. W. MacM. Pearson; 
Capt. M. L. Puri; Capt. F; H. Salisbury; Lt. W. C. 
Spackman ; Temp. Lt. N. R. R. Ubhaya; and Capt. G. O. 
Western, Sub. Med. Dept. 


Deaths among the Sons of Medical Men. 

The following sons of medical men must be added to our 
list of those who have fallen during the war :— 

Lieutenant J. MacC. C. Johnston, R.A.M.C., elder son of 
Dr. R. Johnston, of Nethergate, Dundee. 

Captain J. C. C. Barnes, Border Regiment, youngest son of 
Lieutenant-Colonel H. J. Barnes, R.A.M.C., of Colyton, 
Devon. 

Lieutenant H. C. N. Taylor, London Regiment, younger son 
of Dr. F. Taylor, P.R.C.P., of Wimpole-street. London. 
Lieutenant R. E. Paterson, R.N., H.Sl.S. Fortune , younger 
son of Professor A. M. Paterson, of Liverpool. 
Midshipman E. R. Bates, R.N., H.M.8. Indefatigable , elder 
son of Dr. J. E. Bates, of Wimbledon, Surrey. 
Midshipman W. F. R. A. Cooper, R.N., H.M.S. Indefatigable , 
only son of the late Dr. T. G. D. Cooper, of Penang. 
Lieutenant R. I. Faulkner, R.N., H.M.S. Black Prince , 
younger son of Dr. C. I. Faulkner, late of Escrick, Yorks. 
Midshipman E. T. Hodgson, R.N., H.M.S. Invincible, younger 
son of Dr. H. Hodgson, of Alresford, Hants. 
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Captain the Rev. C. W. Lydall, R.N., H.M.8. Lion, son of the 
late Dr. W. H. Lydall, of London, 

Second Lieutenant C. R. Hind, South Staffordshire Regiment, 
second son of Mr. A. E. Hind, F.R.C.S., of Jersey. a 

Fleet-Surgeon H. L. Norris, R.N., H.M.S. Indefatigable , 
youngest son of the late Dr. H. E. Norris, of Charmouth, 
Dorset. 

Surgeon G. B. Moon, R.N., eldest son of Dr. G. D. Moon, of 
Derby. 

Surgeon A. A. Mori son, R.N., H.M.S. Indefatigable, sixth 
son of the late Dr. D. Mori son, of Bengal. 

Captain H. R. H. O’Brien. Royal Field Artillery, only son of 
Lieutenant-Colonel J. O’Brien, I.M.S., of Instow, North 
Devon. _ 


The Honours List. 

The following awards to medical officers, either for services 
rendered in connexion with military operations in the field 
or for valuable services in connexion with the war, are 
announced in the list of Birthday Honours issued at the end 
of last week:— 

To be C.B. ( Military Division). —Surg.-Gen. W. G. A. Bedford, 

C. M.G.; Surg.-Gen. R. Porter; Surg.-Gen.T. J. O’Donnell, 

D. 8.O.; Col. R. H. Luce, T.F. Res.; Lieut.-Col. C. C. 
Gumming, R.A.M.C. 

To be K.C.M.G. —Col. (Hon. Surg.-Gen.) W. D. C. Williams, 
C.B., Australian A.M.C. 

To be C M.G.— Col. C. E. Harrison, C.V.O., A.M.S. (T.F.); 
Col. H. N. Thompson, D.S.O., A.M.8.; Col. T. B. Beach, 
A.M.S.; Col. C. W. R. Healey, A.M.S.; Col. J. B. Wilson, 
A.M.S.; Col. A. L. F. Bate, A.M.S.; Col. E. C. Freeman, 
A.M.S. (T.F.); Col. A. Fullerton, A.M.S.; Lt.-Col. 
H. E. R. James, C.B., R.A.M.C.; Lt.-Col. A. H. Lister, 
R.A.M.C. (T.F.); Lt.-Col. O.L. Robinson, R.A.M.C.; Lt.-Col. 
H. A. Bray, R.A.M.C.; Lt.-Col. (temp. Col.) E. W. Slavter, 
R.A.M.C.; Lt.-Col. T. P. Jones, R.A.M.C.; Lt.-Col. G. S. 
Thom, R.A.M.C.; Lt.-Col. J. V. Forrest, R.A.M.C.; 
Lt.-Col. L. Humphry, R.A.M.C.; Temp. Lt.-Col. W. H. 
Willcox, R.A.M.C.; Lt.-Col. and Hon. Col. Sir J. R. A. 
Clark, Bart., C.B., R.A.M.C. (T.F.); Maj. G. Hall, 
R.A.M.C. (T.F.); Lt.-Col. B. J. Newmarch, Australian 
A.M.C.; Lt.-Col. (temp. Col.) J. T. Fotheringham, Canadian 
A.M.C.; Lt.-Col. P. C. Fenwick, New Zealand A.M.C. 

To be Brevet Lieutenant-Colonel.— Maj. (temp. Brig.-Genl.) 

A. C. Geddes, Unattached List (T.F.).* 

D.S.O. —Maj. H. X. Bagshawe, R.A.M.C.; Maj. B. S. 
Bartlett, R.A.M.C.; Lt.-Col. E. A. Bourke, R.A.M.C.; 
Capt. D. B. Chiles-Evans, R.A.M.C. (T.F.); Surg.-Maj. 
R. M. Cowie, 1st Life Guards; Maj. J. M. Darling, Spec. 
Res. R.A.M.C.; Maj. C. Farrant, R.A.M.C. (T.F.); 
Maj. (temp. Lt.-Col.) R. F. M. Fawcett, R.A.M.C.; Lt.-Col. 
T. H. Forrest, R.AiM.C. (T.F.); Maj. A. N. Fraser, 
R.A.M.C.; Capt. E.D. Gairdner, R.A.M.C. (T.F.); Lt.-Col. 
J. S. Gallie, R.A.M.C.; Lt.-Col. J. Grech, R.A.M.C.; 
Maj. P. H. Henderson, R.A.M.C.; Maj. G. W. Heron, 
R.A.M.C.; Capt. A. H. Heslop, R.A.M.C.; Capt. G. S. 
Husband, I.M.S.; Maj. (temp. Lt.-Col.) A. C. Osburn, 
R.A.M.C.; Lt.-Col. E. P. Sewell, R.A.M.C.; Capt. W. C. 
Smales, R.A.M.C.; Maj. W. M. B. Sparkes, R.A.M.C.; 
Maj. C. P. Thomson, R.A.M.C.; Capt. (temp. Maj.) A. E. 
"Webb-Johnson, R.A.M.C. (T.F.); Maj. J. B. McLean, 
Australian A.M.C.; Capt. T. B. Brown, Australian 
A.M.C.; Capt. (temp. Maj.) R. D. Campbell, Australian 
A.M.C.—Major G. W. K. Crosland, late W. Riding Regt. 
(T.F.), who has received the distinction, is a medical man, 
and was serving in a combatant capacity. 

Military Cross. —Temp. Capt. G. S. Blandy, R.A.M.C.; Capt. 
W. A. Brechin, R.A.M.C.; Temp. Capt. A. Bremner, 
R.A.M.C.; Capt. L. C. Bruce, R.A.M.C. (T.F.); Temp. 
Capt. W. H. Butler, R.A.M.C.; Temp. Lieut. I. W. Corkey, 
R.A.M.C.; Capt. W. R. Douglas, R.A.M.C.; Capt. K. K. 
Drury, R.A.M.C., Spec. Res.; Temp. Capt. C. R. Dudgeon, 
R.A.M.C.; Capt. G. E. Dyas, R.A.M.C.; Temp. Capt. A. C. 
Edwards, R.A.M.C.; Capt. T. J. C. Evans, I.M.S.; Capt. 
J. F. Farrow, R.A.M.C.(T.F.); Capt. A. D. Fraser,R.A.M.C.; 
Temp. Lt. C. T. Galbraith, R.A.M.C.; Capt. J. Gilmour, 
R.A.M.C.; Capt. G. R. Grant, R.A.M.C. ; Capt. E. R. G. 
Greville, R.A.M.C.; Temp. Capt. A. C. Keep, R.A.M.C.; 
Temp. Capt. A. J. Kendrew, R.A.M.C.; Capt. C. Lovell, 
R. A.M.C.; Temp. Capt. M. A. MacDonald, R.A.M.C.; Lt. J. 8. 
McCallam, R.A.M.C.; Capt. F. A. McCammon, R.A.M.C.; 
Capt. J. D. MacCormack, R.A.M.C., Spec. Res.; Temp. 
Lt. P. McGibbon, R.A.M.C.; Capt. H. S. Milne, R.A.M.C.; 
Temp. Lt. J. W. O’Brien, R.A.M.C.; Temp. Capt. H. J. 
Orr Ewing, R.A.M.C.; Capt. H. F. Panton, R.A.M.C.: 
Capt. D’Arcy Power, R.A.M.C. ; Capt. G. E. J. A. 
Rooinson, R.A.M.C.; Surg.-Capt. W. T. Rowe, S. Notts. 
Hrs. (Yeo.); Temp. Capt. H. H. Sampson, R.A.M.C.; 
Capt. L. R. 8hore, R.A.M.C.; Lt. C. J. Stocker, I.M.S.; 
Temp. Capt. M. A. Swan, R.A.M.C.; Capt. D. C. Tavior, 
R.A.M.C.; Temp. Lt. N. S. Whitton, R.A.M.C.; Capt. 
H. F. Wilkin, R.A.M.C. (T.F.); Capt. G. E. Kidd, Canadian 
A.M.C. 


THE REGULATIpNS FOB THE PROFESSIONAL 

Committees. 

The following are the Regulations for Professional Com¬ 
mittees in respect of duly qualified medical practitioners 
under the Military Service Acts, 1916 :— 

1. —(1) Subject a a hereinafter provided, there shall be a Central Pro¬ 
fessional Committee for England and Wales and a Central Professional 
Committee for Scotland, consisting in each case of not less than 12 nor 
more than 25 members, appointed by members of the medical pro¬ 
fession in such manner as the Army Council may approve, and 
representative of the profession, to which all applications for cert ificates 
of exemption made to a Tribunal in England or Wales or in Scotland 
as the case may be by or in respect of practitioners on any grounds other 
than that of conscientious objection shall be referred by the Tribunal 
to which such applications are made. (2) If the Army Council 
are satisfied that any existing Professional Committee which has been 
recognised by them for the purpose of making arrangements for the 
selection of practitioners for service during the war in the Naval and 
Military Forces of the Crown has been appointed by members of the 
profession and is representative of the profession, they may, if they 
think fit, and subject to such conditions as they may impose, approve 
such Committee for the purpose aforesaid, anil in that c<>e the Pro¬ 
fessional Committee so approved shall be the Central Professional Com¬ 
mittee for the purposes of these regulations. (3) The Central Profes¬ 
sional Committee may, with the approval of the Army Council, appoint 
or recognise such Local Professional Committees as they may think 
necessary for the purposes hereinafter mentioned. 

2. Where an application for a certificate of exemption on any ground 
other than that of conscientious objection is made by or in respect of a 
practitioner to a Tribunal, the Tribunal shall forthwith notify the appro¬ 
priate Central Professional Committee that the application has been 
made and shall send to that Committee the application together with 
any statement or particulars furnished to the Tribunal by or in respect 
of the practitioner. 

3. —(1) The Central Professional Committee shall, subjeot as herein¬ 
after provided, thereupon consider the matter, and, if they are satisfied 
on the facts before them that a certificate of exemption (whether 
absolute, conditional, or temporary) ought to be granted they shall 
make a recommendation to the Tribunal accordingly. (2) The Com¬ 
mittee in any case in which tney are'of opinion that the application 
does not give the required or sufficient particulars or does not disclose 
primd facie grounds for considering the application, may require 
further and better particulars or grounds, as the case may be, to be 
given; and if such further and better particulars or grounds are not 
delivered to the Committee within seven clear days after such notifica¬ 
tion has been Bent, or within such extended time as may be allowed by 
the Committee, the Committee may make forthwith such recommenda¬ 
tion as they think appropriate. (3) For the purpose of ascertaining the 
facts relevant to the decision of an application the Committee may, 
and if so required by the practitioner in respect of whom t he application 
is made, shall hear the practitioner and such witnesses as he may desire 
to call, and may take into consideration any written statements sent by 
or in respect of any practitioner. (4) At least seven clear days before 
the hearing of an application the Committee shall send to the 

ractitloner notice in writing of the time and pla^e fixed for a 

earing. 

4. —(1) 8ubject as hereinbefore provided, the Central Professional 
Committee may, if they think fit, and before hearing the practitioner 
or coming to a decision upon the application, refer any application to 
the Local Professional Committee of any area in which the pract itioner 
resides or carries on medical practice, for consideration and report on 
all or any of the matters connected therewith, and may in that case 
forward to the Local Committee for the purpose any documents in 
their possession relating to the application. (2) The Local Profe slonal 
Committee shall make such Inquiries into the circumstances of the 
case as they think fit and may invite the practitioner to appear before 
them and to call such witnesses as he m*y desire, and shall as soon as 
may be report any facts ascertained by them and their opinion on the 
esse confidentially in writing to the Central Professional Committee. 

5. —(1) In the case of an application for a certificate of exemption 
other than on the ground of conscientious objection which is maoe by or 
in respect of a practitioner who is a member of the staff (including the 
residential and teaching staff) of any hospital or medical school abutted 
within the Administrative Uoun'-y of London, or t y r In respect of any 
other practitioner in England or Wales where the Army Council or the 
Central Professional Com nit tee deem it advisable, the Central Pro¬ 
fessional Committee shall forthwith refer the applies ion for considera¬ 
tion to a Committee of Reference appointed by the Royal College of 
Physicians «f London and the Royal College of Surgeons of England and 
approved for this purpose by the Army Council, and in such case the 
recommendation shall be made by the Committee of Reference and 
shall be transmitted by them to the Central Professional Committee and 
by that Committee to the Tribunal. (2) The provisions of Article 3(2) 
of these Regulations shall apply in the ca«e of appli -ations referred to 
the Committee of Referenoe, but, subject as aforesaid, the procedure of 
the Comm’ttee of Reference on the conside atlon of an application 
shall be such as the Committee of Reference may determine. (3) The 
Army Council may, if they think fit, and subject to such conditions as 
they may impose, approve for the purposes aforesaid any existing 
Committee of Reference recognised by them which has undertaken 
similar duties iu connexion with the selection of practitioners for 
service during the war in the Naval and Military Forces of the Crown. 

6. —(1) The Central Professional Committee shall elect a chairman 
who shall preside at all meetings of the Committee held for the 

S urpose oi dealing with matters arising under these Regulations, and 
the chairman is absent from any meeting the members present shall 
choose one of their own number to preside, and that member shall for 
the time being have all the powers of the chairman (2) The quorum 
of the Committee shall be such number of members, not being less 
than five, as the Committee may decide. (3) Proceedings of any com¬ 
mittee under these Regulations shall not be open to the public. 

7. Questions before the Central Irofessional Committee shall be 
decided by a majority of the members present and voting, and in the 
event of an equality of votes, tlie chairman shall have a second or 
cas'ing vote. 

8.—(1) A practitioner may appear at any hearing before the Central 
Professional Committee personally, or. in any case where the Com¬ 
mittee so permit, by a representative. (2) The Committee at any 
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hearing may, if they think fit, hear witnesses other than the witnesses, 
if any, called by the practitioner, and the practitioner or his repre¬ 
sentative may put to such witnesses such questions as appear to the 
Committee to be relevant. 

9. Notices and applications required to be delivered to the Central 
Professional Committee shall be sent to the office of the Committee, 
and may be delivered at or sent by post to that office, and notices 
required to be sent to a practitioner in respect of whom an applica¬ 
tion for a certificate of exemption is made may be sent by post to 
or delivered at his usual place of residence. 

10. Subject as hereinbefore provided, the Central Professional 
Committee shall, so soon as they have considered an application 
and come to a decision thereon, communicate their recommendation 
in writing to the Clerk of the Tribunal by which the application has 
been referred ; and a register of all applications and of the decisions 
thereon shall be kept by the Central Professional Committee. 

11. The Military Service Regulations (Amendment) Order, 1916, 
shall not apply to an application by or in respect of a practitioner 
for a certificate of exemption where those Regulations are inconsistent 
with the provisions of these Regulations. 

12. In these Regulations “practitioner" means a duly qualified 
medical practitioner. 


A Benevolent Fund for the Services Auxiliary 
to the Royal Army Medical Corps. 

A general meeting of officers of the auxiliary branches of 
the Royal Army Medical Corps was held on June 1st 
in the Royal Army Medical College, Grosvenor-road, S.W. 
About 100 officers attended. The Director-General, Sir 
Alfred Keogh, was in the chair, and briefly explained why 
the meeting had been called, and outlined the objects of the 
various benevolent funds connected with the regular Royal 
Army Medical Corps. In the course of the discussion Dr. 
Samuel West, treasurer of the Royal Medical Benevolent 
Fund, pointed out that there might be some danger of over¬ 
lapping with existing institutions. It was unanimously 
decided by the meeting that a benevolent fund should be 
raised for the auxiliary branches of the Royal Army Medical 
Corps—i.e., Special Reserve, Temporary R.A.M.C., R.A.M.C. 
Territorial Force—and a Provisional Committee of eight 
members was appointed to inquire into the whole subject and 
to draw up some rules and regulations, and to report as to 
the feasibility of the scheme to a general meeting to be held 
towards the end of June. The Director-General was 
warmly thanked for the interest he took in the welfare of 
the medical services of the army, and a vote of thanks to him 
for presiding brought the proceedings to a close. 


The Exchange of Invalid Prisoners. 

During the last month the arrangements have been com¬ 
pleted for the exchange of invalid prisoners between Great 
Britain and Germany and for their internment in Switzer¬ 
land. A certain grade of incapacity or invalidity has been 
deemed necessary for this internment in Switzerland, a 
higher grade of complete incapacity entitling the prisoner 
to entire release and return to his own country. Although 
the conditions are in the main the same as those arranged 
between France and Germany and noted in The Lancet of 
April 29th (p. 936), rather more elasticity has been allowed 
and the revised list is therefore repeated here. 

Lift of Diseases, Infirmities , and Result# of Wounds Considered as 

Rendering Prisoners of War Eligible for Internment in Switzerland. 

1. Tuberculosis of the respiratory organs, e\en in incipient stages. 

2. Tuberculosis of other organs (skin, glands, bones, joints, digestive 
organs, urinary system, sexual organs. Ac.). 

3. Chronic constitutional diseases, chronic affections of the blood, and 
chronic intoxications (malaria, diabetes, leucocyth;cmia, pernicious 
antemla; poisoning by chlorine, carbon monoxide, lead, mercury, Ac.). 

4. Chronic affeciions of the respiratory system (stenosis, marked 
emphysema, chronic bronchitis, chronic pleurisy, Ac.). 

5. Chronic affections of the circulatory system (heart disease, 
diseases of the heart muscle, aneurysm, severe vartx, arterio¬ 
sclerosis, Ac.). 

6. Chronic affections of the digestive organs with bad nutrition, 
necessitating special diet of long duration. 

7. Chronic affections of the urinary and sexual organs (chronic 
nephritis, stone, hypertrophy of prostate, Ac.). 

8. Chronic affections of the central and peripheral nervous system 
(hysteria, epilepsy. Graves disease, chronic sciatica, paralysis, and 
other grave nervous conditions). 

9. Chronic diseases of the organs of the senses (glaucoma, inflam¬ 
mation of the cornea, iris, choroid, Ac.; chronic middle-ear disease). 

10. Blindness or the loss of one eye if the remaining eye does not 
possess normal vision without glasses. 

11. Deafness in both ears. 

12. Chronic disease of the skin of wide extent (cutaneous ulcers, 
fistula'). 

13. Chronic articular rheumatism and gout with visible or tangible 
deformity. 

14. Malignsnt or non-malignant tumours, but with marked func¬ 
tional troubles. 

15. Severe general debility due to age or disease. 

16. Serious forms of syphilis causing functional troubles. 


17. Loss of a limb in an officer or non-commissioned officer. [Privates 
under such conditions are exchanged.] 

18. Stiffness of important joints, false joints, shortened limb, atrophy 
of muscle, paralysis due to gunshot wounds and likely to be of long 
duration. 

19. All conditions resulting from disease or wounds not included in- 
the above-mentioned categories, but causing unfitness for military 
service for at least one year (mutilation of face or jaw, trephining, 
indolent ulcers, Ac.). 

20. Isolated cases not included in any of the above categories whose 
wounds or disease are of equal severity to those in the above categories, 
and which in the opinion of the Commission make necessary intern¬ 
ment in Switzerland. 

The following should be excluded 

(a) All serious nervous or mental affections requiring treatment in a 
special establishment. 

(5) Chronic alcoholism. 

(c) All communicable diseases within the period of their infectivity 
(infectious diseases, gonorrhoea, syphilis, venereal sores, trachoma). 

The working oat of the scheme was done by M. Hoffmann, 
member of the Swiss Government, and a Sanitary Com¬ 
mission of Swiss medical men appointed to visit the 
combatant countries and make the selection among the 
prisoners. The commission, with Lieatenant-Colonel 
Sturzenegger, Commandant of the 4th Sanitary Division of 
the Swiss army, at its head, is just now completing 
its work in this country and will shortly be returning. 
In Switzerland certain districts possessing special virtues for 
invalids have been selected by the Swiss army surgeons, and 
in each district a medical officer of high standing, with the 
title of Director of Internment, has been appointed. Different 
areas have, of course, been selected for the various nation¬ 
alities. The directors have prepared suitable quarters for 
officers and men, and their task has been made the easier by 
reason of the fact that many of the best hotels are practically 
empty of visitors, and the proprietors are therefore doubly 
glad to be of service to the victims of war. The 
prisoners, or, as they are called in Switzerland, intem&s, 
are not entirely free, although allowed a large degree of 
liberty. No military guard is provided, the keeping of order 
being left entirely in the hands of the Swiss police, and that 
this will be an irksome supervision no one will think who haa 
ever known a Swiss Landjt'ujer well. The privates are under 
the command of their own non-commissioned officers wha 
know best how to deal with them. In each village a non¬ 
commissioned officer is appointed as local chief of the intem6s % 
and in every hotel there is a sous-chef. The men live under 
a regime which is based on military precedent, but entirely 
salutary on hygienic grounds for convalescents. Those wha 
are not disabled by wounds, or otherwise, rise at 6.30, break¬ 
fast at 7.15, do their rooms and share the general work of 
the house between 8 and 10, which is also the time for 
medical treatment. From 10 to 11.30 exercise is taken 
under the surveillance of a non-commissioned officer. 
Dinner is served from 12 to 1, after which exercise is taken 
in common from 1 to 5 under the orders of the physician. 
From 5 to 6.30 the men are free to walk about the villages. 
Supper is from 7 to 8, bedtime at 9, and lights out at 9.30. 
The freedom is complete from 5 to 6.30 within the appointed 
area and must be particularly grateful to men who have 
for long been living as prisoners of war. They may go to 
caf6s and taverns, but in supplying alcoholic drinks the 
responsibility is placed on the inn-keeper who is severely 
dealt with in case of excess. 

The diet of the men is carefully arranged so as to 
give a minimum of 2000 calories in carbohydrates, 450 in 
proteids and 500 in fat. Friday is a meatless day, 
meat being in Switzerland a costly item of diet. The 
men are weighed regularly every fortnight and the charts 
sent to the army surgeon for control so as to detect 
at once if the nutrition in some quarter is deficient. The 
Chief Commissioner at a complimentary dinner given by 
the Swiss colony in London told his audience that Frenoh 
and German prisoners had often gained from 6 to 10 lb. during 
their first few weeks of internment in the good Swiss air, 
but the English medical officer who accompanied the mission 
laughingly expressed the doubt whether it would be possible 
for the German prisoners about to be released from England 
to put on weight after their good feeding in this country. 

For treatment the men are placed in charge of competent 
physicians whose task it is to relieve disease and the after¬ 
effects of wounds, and to make the men useful and self- 
supporting members of society again. Thot-e that need 
special treatment are sent to health-resorts which deal with 
their particular condition, as Ragaz, Aigle, Bex, Schinzn&ch, 
Yverdon, and Loeche. Tuberculous cases are taken in at 
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Leysin, Montana, Davos, and Arosa. Orthopaedic institu¬ 
tions are provided, or are in coarse of preparation, 
and there is a large surgical hospital in Lucerne where any 
major surgery will be performed by first-rate operators. 

There are already some 9000 Frenchmen interned in 
Switzerland, a large number of Belgians, more than 3000 
Germans, and it is anticipated that more than 500 English 
invalid prisoners will be released. The British internet will 
at present be stationed at Chateau d’Oex, one of the 
most delightful subalpine spots in the Bernese Ober- 
land, and at other villages such as G’staad in the same 
upland valley. Chateau d’Oex is more than 3000 feet above 
sea-level, and both as health-resort and sport centre has 
enjoyed some little popularity among British travellers for 
ten years past. There is still, even during war-time, a 
small English colony, and the British chaplain, Rev. E. 
Dudley Lampen, is chairman of the local committee which is 
to assist in providing comforts and luxuries for the men. 

The whole system has now been tried with French 
and German intemSs for some three months and has 
worked exceedingly well. A few prisoners have tried 
to escape, but these were all recaptured before they 
left Switzerland. Nothing would be gained if they were 
to reach their native land, because, according to agree¬ 
ment, they must then be returned to Switzerland. Most 
of them are, of course, so gravely invalided that they 
would be incapable of doing military work for at least 
twelve months. The threat that if a man behaves badly 
he will be returned to his prison-camp is used as a 
simple and effective means of enforcing discipline, but there 
has been no need as yet of putting it into execution in 
a single case. CaptaiiP F. Schwyzer, of Kastanienbaum, 
Lucerne, is the officer in charge of the department of British 
internment; he is a Swiss medical man who has lived 
in America and is one of the members of the sanitary 
commission now in this country. Dr. Oscar Bernhard, of 
St. Moritz, another member of the commission, whose 
name will be remembered as the pioneer of the open- 
air and sun treatment of surgical wounds, hopes to be 
able to introduce insolation treatment for the unhealed 
wounds of war. At 3000 feet the proportion of ultra-violet 
rays in the light is naturally much higher than that at 
sea-level. 

To avoid needless idleness and its results the intemSs are 
encouraged to work at the trades at which they are most 
competent, and an endeavour is made to find occupation for 
those who have no trade or skill. Many take up gardening, 
others engage in shoemaking, tailoring, and laundry-work, 
or act as barbers. Newspapers and books are usually 
furnished by some charitable society from home, and 
wherever there are prisoners there are small libraries 
springing up. Among a certain group of interne* a volun¬ 
tary worker is supplying free of charge to them any 
technical books required for their work, and this might 
well be done by some public-spirited person for those at 
Ch&teau d’Oex. 

What has been said about restrictions applies only to 
private soldiers. Interned officers occupy entirely separate 
quarters and are practically free to move as they like. At 
night they are to report at their quarters unless they are 
living with their own family. 

On Tuesday, May 30th, the first two trains arrived at 
Chateau d’Oex, bringing British wounded prisoners of war 
from German camps. The total for this day was 217 men 
and 30 officers. A reception had been organised to welcome 
the soldiers and a crowd of some 5000 witnessed the touching 
scene. The men are all badly wounded, many were on crutches, 
many had lost an arm, or a leg, or an eye. The ladies of the 
British Colony had organised a tea for the soldiers, and 
speeches of welcome were delivered by the British Minister, 
Mons. Favrod-Coune, the Deputy, and the Rev. E. Dudley 
Lampen, the British chaplain. On Wednesday, May 31st, 
another contingent of 140 men arrived. 

We learn from Mr. Lampen that the soldiers have been 
put up at the various hotels and pensions under the care of 
the Swiss military doctors, that all are doing well in the fine 
mountain air, and that there are only a few hospital cases. 
At the end of June a third contingent of 100 men is expected 
at CMteau d’Oex, which will bring the total received in the 
valley to some 500 men. _ 


I was held at the Caledonian Market, Islington. The fair 
took the form of a monster rummage sale, and was opened 
on the first day by the Lord Mayor. The City of London 
gave the use of the market, and the allied countries and 
the colonies were represented by special stalls. The attend¬ 
ance was good on the first day. 

A New Ambulance Train for the Navy.— 

During the coming Whitsuntide the Lords Commissioners of 
the Admiralty have given permission for the exhibition, at 
Addison-road Railway Station, Kensington, W., of a new 
naval ambulance train which has just been handed over to 
thorn by the London and North-Western Railway. The 
train will form the latest example of ambulance transport. 
It is 600 feet long and equipped to meet the special require¬ 
ments of the Admiralty. There are 12 coaches serving as 
wards, where the patients are carried in cots slung as on 
board ship. This enables a wounded man to be transferred 
from the ship to the train without being taken out of his 
cot. A charge of 1*. will be made to visitors, and the 
proceeds will be given to the Dreadnought Hospital for 
Seamen, Greenwich. 

British Sportsmen’s Ambulance Fund.—T his 

Fund has been organised at the National Sporting Club. 
At a luncheon at the club on Monday last, presided over by 
Lord Lonsdale, Mr. James White explained the great need 
of ambulances at many points on our line and the lines of our 
Allies in France, and it was decided to attempt to provide 
a fleet of at least 100 ambulance cars at a cost approximately 
of £400 each car. All subscriptions should be addressed to 
the Honorary Treasurer of the Fund at the National 
Sporting Club, Covent Garden, London, W.C. They will 
be acknowledged in the press. 


Htfbiral Jtefos. 


University of Oxford.— The degree of Doctor of 
Medicine has been conferred upon John Howell Evans. 

Apothecaries’ Hall of Ireland.— The next pro¬ 
fessional examinations of the Apothecaries’ Hall of Ireland 
will commence on the following dates: Primary Profes¬ 
sional, Monday, July 3rd; Intermediate, Part 1, Monday, 
July 10th; Intermediate, Part 2, Monday, July 17th; Final 
Professional, Monday, July 24th. 

Chadwick Lectures on Measles. — At the 

second Chadwick lecture on Measles 1 the chairman, Sir 
James Crichton-Browne, said that he hoped the Compulsory 
Notification Order would open the eyes of the public to the 
seriousness of the disease. It was indeed a deadly scourge, 
accounting for some 11,000 deaths annually, nine-tenths of 
which were in the first five years of life, and in a host of 
cases crippling where it did not kill. The death-rate alone 
gave therefore a wholly inadequate picture of its devastating 
character. Dr. H. J. Cates opened with the dogmatic state¬ 
ment that notification would prove to be the keystone 
of the arch of any administrative system of control of 
measles. He dealt with the objections which had been 
raised to notification, and with regard to the cost he 
estimated the value of a saved life to the community 
at £200 to £300, a sum w hich would pay for some 4000 notifi¬ 
cations at the “ war price ” He called attention to the 
gratifying fact that in Birmingham already parents are now 
notifying almost as many cases as doctors. The remainder 
of the lecture was occupied with a discussion of various 
administrative measures for dealing with the disease. The 
lecturer w r as entirely in agreement with the late Sir Richard 
Thorne Thorne, who 20 years ago saw the necessity of com¬ 
bining all such measures if any effective control was to 
be obtained. Each suspected case must be followed up 
(1) promptly; (2) by a woman who is a trained nurse of expe¬ 
rience or by an instructed health visitor; and (3), most im¬ 
portant of all, by one in possession of local knowledge. Incase 
of an extensive epidemic with which the permanent staff was 
insufficient to deal, temporary workers should be taken on 
to relieve the staff in their other w r ork and not to visit 
the measles cases. Finally, continuous revisitation was 
essential, and it was in this point that some otherwise well- 
laid schemes had failed. The instructions for home nursing 
might be left to the various local associations to formulate 
their own rules, but a useful model had already been drawn 
up by the Central Council for District Nursing in London. 2 


On June 6th and 7th a war fair on behalf 

of the funds of the Wounded Allies Reliefj Committee 


x The fint lecture was noticed in The Laicst of June 3rd, 191& 
p. 1151. 

* The rules summarised in The Lancet of March 4th, 1916, p. 525. 
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Hospital accommodation must be provided at any cost for 
those cases too ill to be nursed at home or housed in unsuit¬ 
able surroundings. For such cases even in hospital a high 
mortality must be faced. In the St. Helens epidemic it had 
approached 18 per cent., and the experience of the Metro¬ 
politan Asylums Board was to the same effect. In regard to 
the control of contacts, adults might be left out of considera¬ 
tion. Dr. William Butler’s figures for Willesden had shown 
that 97 per cent, of children over 15 years of age had already 
had measles and were therefore practically immune. Of 
school measures the attempt in recent years to control 
infection by closing the school on the ninth day after an 
infected child had been introduced for a period of five or six 
days, during which an incubating child would presumably 
sicken at home, had been favourably reported upon. It 
must, however, never be forgotten that the control of 
measleB was not primarily a school attendance question, 
because the cases were principally below school age. 

Public Health in Aberdeen : Report of Medi¬ 
cal Officer of Health.— Dr. Matthew Hay, the medical 
officer of health of the city of Aberdeen, has issued his 
report for 1914, and also abbreviated reports for 1915 by the 
medical officer of health and the sanitary officer. Referring 
to the popular belief that during or after great wars the pro¬ 
portion of males to females born increases, the report says 
that the proportion of boys to girls born in 1915 was 100 5 to 
100. Only in one year since 1907 were fewer boy babies born 
in Aberdeen. As to the outcry about “ war babies,” in 
Aberdeen, a garrison town, the proportion of illegitimate 
births in 1914 was 9 4 per cent, of the fatal number of births, 
which was lower than any year since 1908. In 1915 the 

E ercentage was 10*0 of the total births. In fact, illegitimacy 
as decreased since war began. In 1915 the percentage of 
marriages was equal to 11*5 per 1000 of the population, by 
far the largest rate ever recorded in the city since 
registration began. Irregular (so-called) marriages have 
greatly increased in number, undoubtedly owing to the 
war. During 1915 the death-rate was equivalent to 
18*6 per 1000. This is the highest death-rate in any year 
since 1900. The average age at death was 36 3 years, as 
against an average of 37*9 for the preceding ten years. 
The excessive mortality during 1915 was mainly due to 
a considerable increase in deaths from lung diseases 
(pneumonia and bronchitis), from measles and whooping- 
cough, from diseases of the digestive system, and from 
atrophy and debility. The recorded death-rate from cancer 
and other malignant diseases was the highest since the 
commencement of civil registration. The death-rate from 
pneumonia was 128 per 100,000. This is also the highest 
recorded rate with the exception of the year 1902, when the 
rate was 134 per 100,000. Scarlet fever was more prevalent 
than in any year since the commencement of notification 
in 1881. The case mortality was 7*7 per cent., or nearly three 
times the average for the three preceding years. Scarlet 
fever may be said to have been continuously epidemic 
in Aberdeen since 1908, with the exception of a small 
recession in 1910. There were 675 notifications of 
diphtheria in 1915, as against 1627 in 1914 and 2062 
in 1913. The case mortality was 7*5 per cent., slightly 
above the average for the preceding ten years. Dr. 
Hay alludes to the suggestion that the extensive use of 
gas-cookers for heating apparatus in houses, especially 
where no provision was made for carrying the fumes 
of the burned gas into a chimney, might have some 
connexion with the excessive prevalence of diphtheria 
in the last three years. But he says that his inquiries 
proved that the proportion of households with gas-cookers 
was exactly the same for diphtheria and scarlet fever, 
and that this fact would seem to point to the con¬ 
clusion that gas-cookers had no predisposing effect for 
diphtheria, unless it were assumed that the effect existed, 
brt was equally strong for both diseases. This, he thinks, 
is not likely to be the case. The suggested predisposing 
effect was merely the possible effect of the combustion 
products of gas, and also of the undue heating of the 
atmosphere, in rendering the throat more susceptible to 
diphtheria infection. Against the suggestion there is also 
the fact that gas-cookers are probably as extensively used 
in many other Targe towns as m Aberdeen, and yet in many 
of these towns there has been no unusual increase in 
diphtheria such as Aberdeen has experienced. There were 
19 cases of epidemic cerebro-spinal meningitis reported, 14 of 
which ended fatally. The cases included 6 soldiers and 
1 officer, all of whom except one died. 

Emigration from Ireland.— During 1915 the 
number of persons who left Ireland was the lowest recorded 
since 1851, when the collection of emigration returns began. 
The total number of emigrants in 1915—6671 males and 4121 
females—was 10,792, being 24 per 1000 of the estimated 
population. It appears that 83*6 per cent, of the persons 
who left Ireland in 1915 were between the ages of 15 and 35, 
as compared with 86*6 in 1914. The United States was the 
destination of 6681 emigrants in 1915. 


|)arliantentarg Intelligence. 

NOTES ON CURRENT TOPICS. 

The Whitsun Recess. 

Parliament has risen for the Whitsun recess. The 
House of Commons resumes on Tuesday, June 20th. So 
long as the war continues it seems unlikely that Parliament 
will take a continuously extended holiday. 

The Supply of Petrol. 

A preliminary report has been made by the committee 
appointed by the Board of Trade to control the supply and 
distribution of petrol. It indicates directions in which the 
use of petrol for pleasure purposes may be restricted. It ia 
hoped that the detailed recommendations will soon be avail¬ 
able. The Board of Trade anticipates that action will 
then immediately be taken. 

HOUSE OF COMMONS. 

Wednesday, May 31st. 

Artificial Limbs for Soldiers and Sailors. 

Mr. Barnes asked the Secretary to the Admiralty whether, 
although injury pensions were granted to soldiers and 
sailors who had lost a limb, or limbs, in the defence of their 
country, they were dependent upon charity for the supply of 
the necessary artificial limbs.—Mr. Macnamara replied: All 
artificial limbs for soldiers and sailors rendered necessary by 
injuries received on service are supplied in the first place 
and subsequently repairs carried out or replacement when 
necessary made at the expense of the Admiralty, War Office, 
or Greenwich Hospital funds. The particular class of limb 
fitted is decided on by skilled orthopaedic surgeons, bearing 
in mind the man’s probable future employment. No sailors 
or soldiers are dependent on charity for such appliances. 

British Red Cross Units in Italy. 

Mr. Ellis Griffith asked the Under Secretary for War 
how many British subjects of military age were engaged in 
the British Red Cross units in Italy; and what authority 
granted them exemption from military service.—Mr. 
Tennant answered: There is at present no complete 
returns of the numbers employed m British Red Cross 
units in Italy in possession of the Army Council. There is 
no rule excepting these men from military service, but those 
who are classified in medical categories which are not being 
called up are not interfered with. 

Chief Medical Officers in Dardanelles and Mesopotamia. 

Mr. Shirley Benn asked the Under Secretary for War 
whether he would give the name of the chief medical officer 
with the Expeditionary Force at the Dardanelles, and also 
the name of the medical officer who had the responsibility in 
regard to medical provision for the expedition to Mesopotamia. 
—Mr. Tennant said, in reply : The Director of Medical Ser¬ 
vices of the Expeditionary Force at the Dardanelles was, first, 
Surgeon-General Birrell,and later, Surgeon-General Bedford. 
The arrangements for the Mesopotamian Expedition were 
made by the Government of India, and Surgeon-General 
Hathaway was the Director of Medical Services of the Force. 
Surgeon-General Sir W. Babtie was Director of Medical 
Services in India at the time. 

The National Insurance Act. 

Mr. Currie asked the representative of the National 
Insurance Commissioners whether, in view of the emphasis 
laid by the report of the investigation committee upon the 
facts that when the Insurance Act was passed the prospect 
was held out to insurers that they would receive a direct 
benefit from the wisdom of their choice of a society, and 
that, in view of the committee, the insurance scheme as a 
whole cannot possibly be said to satisfy the usual require¬ 
ments of a flat-rate system, it was intended to introduce 
further legislation.—Mr. Charles Roberts wrote in reply: 
The interim report of the Departmental Committee is now 
under consideration by the Treasury. 

Thursday, June 1st. 

Prisoners of War in Germany. 

Major Hunt asked the Secretary for Foreign Affaire 
whether his attention had been called to the statements of 
totally disabled British soldiers just returned from Germany 
to the effect that the food was so bad that rats would not eat 
it, and that British soldiers with wounds still unhealed were 
compelled to dig trenches.—Sir Edward Grey replied: The 
Government Committee on the Treatment by the Enemy of 
Prisoners of War will, no doubt, shortly take the evidence of 
the disabled British soldiers recently returned from Germany 
and the evidence will receive our careful consideration. 

The Production oj Optical Glass. 

Major Chapple asked the Minister of Munitions, whether, 
before committing himself to any encouragement to the 
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establishment of an imperial school of technical optics and 
the costly overlapping it might involve, he would cause 
inquiry to be made into the accommodation and facilities 
for experimental and research work on optical glass and on 
lens problems at the Imperial College of Science and 
Technology, South Kensington.—Colonel Lee (Parliamentary 
Secretary (Military') to the Ministry of Munitions) replied: 
The Minister of Munitions is fully alive to the importance of 
dealing with the matter by a comprehensive scheme such as 
he understands is favoured by the Board of Education and 
the London County Council, which would include both the 
Imperial College and the Northampton Institute and would 
obviate anything like overlapping or competition. 


Sterilisation of Hypodermic Needles. 

Major Guinness asked the Under Secretary for War 
whether he was aware that when inoculating troops against 
typhoid and cholera certain officers of the Royal Army 
Medical Corps did not sterilise their hypodermic needles 
between individual inoculations, relying solely on the 
sterilisation of the skin, which incurred the risk of local or 
general septic infection; whether he was aware that there 
was an objection on the part of troops to be inoculated 
under such conditions; and whether he would issue a general 
order to all medical officers concerned in the Expeditionary 
as well as the Home forces defining the sterilisation methods 
which ought to be adopted.—Mr. Tennant wrote in reply: 
I am not aware that certain officers of the Royal Army Medical 
Corps do not sterilise their hypodermic needles between indi¬ 
vidual inoculations. Instructions have been and are now issued 
with all consignments of antityphoid vaccine emphasising 
the importance of sterilising the needle after each injection. 
This is understood to be a routine practice with all injec¬ 
tions. If there is evidence that these instructions are in 
some instances not being followed all commands will be 
informed. 

Soldiers ’ Leave and Small-pox Outbreaks. 

Mr. Crooks asked the Under Secretary for War whether 
an Army Order had been issued which would have the effect 
of curtailing soldiers’ leave on account of small-pox out¬ 
breaks in the counties of Lancashire, Northumberland, 
Durham, Glamorganshire, and Monmouthshire; and whether, 
seeing that the vast majority of the soldiers had been recently 
vaccinated, such an order was considered necessary.—Mr. 
Tennant (in a written answer) replied: Orders were issued 
with reference to the counties mentioned, but have now been 
withdrawn, except in the case of three towns where cases 
of small-pox have recently occurred. Restrictions will not 
be enforced in regard to men who have been recently 
successfully vaccinated. 


Dental Benefit under the National Insurance Act. 

Mr. Raffan asked the representative of the National 
Insurance Commissioners whether it was within the com¬ 
petence of any approved society under the National 
insurance Act to expend any portion of its funds upon 
the provision of dental benefits for its members with or 
without the approval of the National Insurance Com¬ 
missioners.—Mr. Charles Roberts answered: In accordance 
with Section 37 of the Act of 1911 the additional benefits 
specified in Part II. of the Fourth Schedule to the Act can 
only be provided in a society whose funds show a surplus 
on valuation. The commissioners are, however, advised 
that it is within the competence of a society to make sub¬ 
scriptions or donations under Section 21 of the Act to a 
charitable institution having amongst its objects the pro¬ 
vision of dental treatment which is available for the 
members of the society. 

Mr. Raffan : Am I to understand that the society cannot 
directly give this benefit out of its own funds ?—Mr. Roberts : 
It can make a subscription to the charitable societies for the 
purpose. 

Mr. Raffan : Mv question is whether the society cannot 
directly give benefits out of its own funds?—Mr. Roberts: 
I think in that case it could only give the benefit after a 
valuation and as the result of a declaration. 


Bleached Flour. 

Mr. Has lam asked the President of the Local Government 
Board whether the sale of flour bleached by chemical 
process was forbidden within the United States; whether 
the sale of such flour was still permitted in the United 
Kingdom ; whether anj such flour was imported from the 
United States; and, if so, would he state the quantity 
imported from that source during the last recorded year.— 
Mr. Long wrote in reply: There is no law specifically pro¬ 
hibiting the sale in the United Kingdom of flour bleached by 
artificial means, but I understand that a decree pronouncing 
flour so treated to be adulterated has been made in the 
United 8tates. The sale in this country of flour or other food 
materials is subject to the control provided by Sections 3 
and 6 of the Sale of Food and Drugs Act, 1875. The laws of 
the United States do not prohibit the export of bleached 
flour to this country, and there is no information as to what 


proportion of the flour coming to the United Kingdom from 
the United States is artificially bleached. 

Health Visitors in Metropolitan Boroughs. 

Mr. King asked the President of the Local Government 
Board whether he would state the number of health visitors 
in the following metropolitan boroughs respectively: 
Camberwell, Islington, Southwark, Bermondsey, Bethnal 
Green, Shoreditch, and Poplar; how many health visitors 
were required in each of these boroughs to meet the needs 
of the infant population according to the recognised demand 
of the Board; and, in cases where the numbers were 
inadequate, what action he proposed to take.—Mr. Long 
wrote in reply: The number of health visitors in the 
boroughs referred to according to the information in my 
possession is given in the following table:— 


Metropolitan 

borough. 

Number of 
births 
in 1915. 

Number of 
health visitors 
appointed by 
Boro' Council. 

Number of health visitors 
appointed by voluntary 
agencies. 

Bermondsey ... 

3547 

2 

12 paid and some unpaid 

1 visitors. 

Bethnal Green 

3514 

2 

None. 

Camberwell ... 

6149 

None. 

One. 

Islington. 

7544 

None. 

3 paid visitors who give 
their whole time, and 1 
who gives half time. 

Poplar . 

4742 

2 

(1 vacancy). 

14 paid visitors who give 
their whole time, 1 who 
gives part time, and 
some unpaid visitors. 

Shoreditch ... 

3114 

2 

3 paid visitors who give 
their whole time, and 1 
who gives4daya a week. 

Southwark ... 

5239 

1 

3 paid and some unpaid 
visitors. 


In a memorandum which I have issued it is stated that 
roughly one health visitor is required for each 500 births. 
The proportion varies with the social and other conditions 
of the area. In cases in which the health visiting staff is 
considered insufficient for the needs of the district my 
department urge the local authority to appoint more health 
visitors. They are still in correspondence with some of the 
borough councils in the above list on this subject. Nearly 
all the metropolitan boroughs have been visited by my 
inspectors and action urged. 




For further information regarding each vacancy reference should be 
made to the advertisement (see Index). 

When the application of a Belgian medical man would be considered 
the advertisers are requested to communicate with the Editor. 

Bournemouth, Royal Victoria and West Harts Hospital.— 
House Surgeon, unmarried, for six months. Salary £150 per annum 
and extras, with board, Ac. 

Bradford, City of.— Two Temporary Female Medical Officers. Salary 
8 guineas per week. _ „ , , 

Brighton County Borough Asylum, Haywards Heath.—Locum 
Tenens Assistant Resident Medical Officer for five weeks. Salary 
£6 6s. per week, Ac. 

Bury Infirmary.— Junior House Surgeon. Salary £160 per annum, 
with board, Ac. „ « « , 

Darlington Hospital and Dispensary.— House Surgeon. Salary 
£160 to £200 per annum, with board, Ac. _ 

Dublin University, Trinity College School of Physio.—C hair 
of Surgery. 

Dudley, guest Hospital.— Senior Resident Medical Officer. Salary 
£150 per annum, with board. Ac. 

Gravesend Hospital.— Female House Surgeon. Salary at rate of 
£200 per annum, with board, Ac. , . 

Great Yarmouth Hospital.— House Surgeon, unmarried. Salary 
£200 per annum, with board, Ac. 

Hampstead General Hospital, Haverstock-hill, N.W.—Resident 
House Physician for six months. Salary £200 per annum, with 
usual allowances. 

Hospital for Consumption and Diseases of the Chest, Brompton. 
—Assistant Resident Medical Officer. Salary £100 per annum, with 

Huddersfield County Borough.— Assistant Medical Officer of 
Health. Salary as arranged. , _ 

Huddersfield Royal Infirmary.— Senior House Surgeon and 
Assistant House Surgeon. Salaries £150 and £100 per annum, 
with board, Ac „ „ ,, x . 

King Edward VII.'s Hospital for Officers — Resident Medical 
Officer. _ _ _ _ _. A 

Leamington Spa, Wabnbford General Hospital.— Two Resident 
Medical Officers. Salary £250 and £150 per annum, with board, Ac. 

Leeds General Infirmary.— Resident Aural Officer. Salary £100 
per annum. Also Resident Obstetric Officer. Salary £50 per 
annum. Also Resident Medical Officer at Ida and Robert Arthlng- 
ton Hospitals. Salary £60 per annum, all with board, Ac. 









1200 The Lancet,] NOTB8, SHORT OOMMSNTS, AND ANSWERS TO CORRESPONDENTS. [June 10,1916 


London Temper a wok Hospital, H&mpstead-road, N.W.—Assistant 
Resident Medical Officer for six months. Salary at rate of 
£120 per annum, with board, Ac. 

MANCHESTER NORTHERN HOSPITAL FOR WOMKN AND CHILDREN, Park- 
place, Oheetham Hill-road.—Female House Su r geon. Salary £120 
per annum, with board, Ac. 

Metropolitan Hospital, Kingsland-road, N.B.—Surgeon for Diseases 
of Women. 

New Hospital for Women, Euston-road, N.W.—Two Female House 
Surgeons and One Female House Physician for six months. Salaries 
£50 per annum, with board, Ac. Also Female Senior Clinical 
Assistant to Out-patient Department: also as Anaesthetist. Salary 
£10 10#. per annum. Also Clinical Assistants to Out-patient 
Department, Wednesday and Saturday afternoon. 

Oxford Eve Hospital.— House Surgeon. Salary £100 per annum, 
with board, Ac. 

Preston, Lancs, County Asylum, Whittingham.—Assistant Medical 
Officer. Salary £250 per annum first year, £300 second, with 
board, Ac. Also Locum Tenens. Salary £7 7 g., with board, Ac. 

Preston Royal Infirmary.— Resident Medical and Surgical Officer. 
Salary as arranged. 

Queen's Hospital for Children, Hackney-road. Bethnal Green, B.— 
House Surgeons for six months. Salary £100 per annum, with 
board. Ac. 

St. Mark’s Hospital for Cancer, Fistula, and other Diseases 
of the Rectum. City-road, E.C.—House Surgeon. Salary £150 
per annum, with board, Ac. 

Sheffield Royal Infirmary.— House Physician. Salary £120 per 
annum, with board, Ac. 

Suffolk, Brccles, 1st Mounted Brigade Field Ambulance.— 
Two Medical Officers. 2/2nd Lovat Scouts •. Regimental Medical 
Officer. 

Sunderland. County Borough.— Temporary Tuberculosis Medical 
Officer. Salary £500 per annum. 

West Riding of Yorkshire, Middlkton-in-Wharfedalk Sana¬ 
torium, near Ilkley.—Female Assistant Medical Officer. Salary 
£300 per annum. _ 

The Secretary of State for the Home Department gives notice of a 
vacancy for a Medical Referee under the Workmen’s Compensation 
Act, for County Court Circuit No. 50, attached more particularly 
to the Brighton, Lowes, Arundel, Chichester, Worthing, and 
Haywards Heath County Courts. Applications should reach the 
Private Secretary, Home Office, not later than July 1st next. 

The Chief Inspector of Factories, Home Office, London, S.W., gives 
notice of a vacancy for a Certifying Surgeon under the Factory 
and Workshop Acte at Gainsborough, Lincolnshire. 


$irt|p, gtarrives, anfr gtafys. 


BIRTHS. 

Barkley.— On May 14th, at Sandy-lane, Cheam, Surrey, the wife of 
Lieutenant-Colonel J. Barkley,*R.A.M.C., of a daughter. 
Mackenzie.— On June 2nd. at Rose Hill, Dorking, the wife of 
S. Morton Mackenzie, M.3., of a son. 

Woolf.— On June 5th, at Wlmpole-street, W., the wife of Captain 
A. E. Mortimer Woolf, F.R.O.S., B.A.M.C., of a daughter. 


MARRIAGES. 

Hodge—Symes.— On May 30th, at Crediton Church, Captain W. Lang 
Hodge, R.A.M.C., to Marian Hilda Symes, of Manor House, 
Crediton. 

Phillipps—Stkwart.— On May 2nd, at St.. Ninian’s Episcopal Church, 
Glasgow, Captain Richard Biddulpb Phtllippe, R.A.M.O., to 
Katherine Jane, youngest daughter of the late Captain James 
Btcwart, 16th Lancers, and Mrs. Stewart, of William wood, Oathcart, 
Renfrewshire. 

Saner—Denoux.— On May 31st, at Brompton Oratory, 8.W., John 
Godfrey Saner, M.C. Cantab., F.R.C.S. Eng., to Fernando Gabrielle, 
daughter of the late Monsieur Denoux and of Madame Denoux, 

Stopford-Taylor— Buckley.— On June 1st, at 8t. Nicholas’ Church, 
Blundellsands. by the Rev. Dr. Guest. M.A., Major R. Stopford- 
Taylor, R.A.M.C. (T.F.), to Marlon Gertrude, only daughter of 
William Buckley, J.P., of Salisbury House, Blundellsands, 
Liverpool. 

Stradlixg- Kelly.— On June 1st, at Corpus Christi Church, 
Wokingham, Frank Bedford Stradling, L.D.S., to Aileen, third 
daughter of Mr. and Mrs. Patrick Kelly, of Limerick. 

Wyatt—Briggs.— On May 31st, at St. James's Piccadilly, H. D. 
Wyatt, M.D., of Green Lanes. Godaiming, to Gertrude May Briggs, 
widow of Charles Briggs, of Norwood. 


DEATHS. 

Austin.— On June 5th, at Moorfield-road, West Didsbury, Manchester, 
Blfred Chalmers Austin, Captain, R.A.M.C., in his 40th year. 

Center.— On April 28th, at the Royal Naval Hospital, Bighi, Malta. 
William Rudolf Center, M.B., Fleet Surgeon. Royal Navy, of 
wounds received on April 27th, when H.M.S. Ritsxell was sunk in 
the Mediterranean. 

Blliman.— On June 3rd, at Bella Vista, San Remo, Italy, Arthur 
Charles Ellim&n, M.R.C.S., L.R.C.P., aged 50 years. 

Fitzgerald.— On May 27th, Charles Edward Fitzgerald, M.D., Hono¬ 
rary Surgeon Oculist to His Majesty in Ireland. 

Wilkinson,— On June 5th, at his residence, Twickenham, John 
Sebastian Wilkinson, F.R.C.S.. in his 81st year. 


N.B.—A fee of 5e. is charged for the Insertion of Notices of Births, 
Marriages , and Deaths. 


gotes, j%rt Comments, anil ^nstoers 
to Correspondents. 

VITAL STATISTICS OF NY AS ALAND. 

A report on the Blue-book of the Nyasaland Protectorate 
for the year 1914-15, prepared by Mr. A. M. D. Turnbull, 
Assistant Chief Secretary, has been received at the Colonial 
Office and presented to Parliament. From this it appears 
that the number of Europeans resident in the Protectorate, 
comprising officials and non-officials, was 831 (587 males 
and 244 femaies), and the Asiatic population numbered 
410. The native population is estimated to consist of 
486,908 males and 602,390 females. There were 32 European 
births and 12 deaths during the year, showing a birth-rate 
of 38*38 and a death-rate of 14*44 per 1000. The health of 
the European officials was not so satisfactory as in 
the previous year, but the general health of the Pro¬ 
tectorate was good, and there was no outbreak of disease 
in epidemic form. Thirty-nine cases of sleeping sickness 
were reported, as compared with 64, 46, and 38, respectively 
in the three preceding years, but, owing to the partial 
suspension of investigations and the illness of one of 
the medical officers, it would be misleading to base 
upon these figures any conclusions as to the progress 
or otherwise of the disease. The total number of cases 
which had been discovered in the Protectorate up to the 
end of 1914 was 211. Of the cases diagnosed in the year 
under review, 25 were males and 14 females, the pro¬ 
portion of approximately 2 males to 1 female continuing to 
be noticeable. Death has supervened as a rale in from 
three to five months from the probable date of infection, 
all the cases having proved fatal. Of diseases of the in¬ 
fective group, malaria was again the most prevalent, the 
others in order of frequency being dysentery, syphilis, 
gonorrhoea, pneumonia, chicken-pox, whooping-cougn,and 
yaws. Under the head of general diseases, rheumatism in 
its various forms accounted for practically all the admis¬ 
sions. Injuries and ulcers furnished, as usual, a large pro¬ 
portion of the cases treated; and next in order of frequency 
were digestive and bowel complaints, bronchitis, con¬ 
junctivitis, and diseases of the connective tisane. 

“CHINESE TOE-ROT.” 

A case described by a correspondent (R. G.) as “ Chinese 
toe-rot,” in which for several years the skin between 
adjacent toes hypertrophied and peeled off, leaving a 
tender, raw, and' itohing surface, is probably an example 
of the condition described many years ago by Mr. James 
Cantlie as “foot-tetter,” and referred to under this name 
in the “Manual of Tropical Medicine” of Castellani and 
Chalmers. In foot-tetter the condition of the toes is but 
a part of a more general affection. The soles and sides of 
the feet become involved, and the condition may spread to 
the hands, the perineum, umbilicus, and occasionally to 
the armpits. By its persistence and constant annoyance 
it is calculated to cause nervous depression. Mr. Cantlie 
found in all the parts involved a diplococcus which was 
readily cultivated, and when inoculated into his own fore¬ 
arm caused a local condition similar to that met with at 
the original site of infection. The infection is very per¬ 
sistent, lasting in some instances 20 years after leaving the 
tropics. Fading to insignificant proportions in winter, it 
tends to return each year during the hot weather. Treat¬ 
ment consists in frequent washing in hot water, followed 
by scrupulously careful drying. Blisters are pricked and 
any loose skin removed. Lotio calcis sulphurate is very 
lightly mopped twice daily on the affected spots and 
allowed to dry, the inside of the socks freely dusted with 
equal parts of sulphur and boric powder, and the same 

? owder applied to every part of the interior of the shoe. 

'his treatment must be continued for some time and the 
shoes treated for a couple of months after disappearance of 
the symptoms. As the infection is doubtless kept up by the 
presence of the organisms in the shoes themselves, further 
methods of disinfection may be required for these, or, 
preferably, their destruction. 

WANTED: A SKELETON. 

To the Editor of The Lancet. 

Sir,— Will any reader of your journal be kind enough to 
lend a skeleton for the purpose of teaching first-aid to some 
senior cadets. It would be taken great care of and returned 
when done with by Yours faithfully, 

22, Newton-road, W., June5th, 1916. P. Pope, M.R.C.S. 

HENRY LAWRENCE’S “ TREATISE ON HERNIA, 1807.” 
The Secretary of the Royal Society of Medicine writes to say 
that the library copy of Henry Lawrence’s “ Treatise on 
Hernia, 1807,” has been destroyed by mice, and that he 
would be very grateful to any reader who would put him 
in the way of finding a sound copy. 
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REPORT OF THE SCHOOL MEDICAL OFFICER FOR 
BIRMINGHAM : AN EXPLANATION. 

In the notice of the report of the school medical officer 
for Birmingham in oar issue of May 20th, p. 1055, an 
apparent discrepancy was alluded to in reference to the 
number of children treated for defective teeth. It should 
be mentioned that the larger figure referred to (17,301) 
indicates the number of attendances , not the number of 
individual cases. 

G. P .—The following books are suitable for the purpose 
“A Manual of Surgery.” By William Rose, F.R.C.S., and 
Albert Carless, M.8. Ninth edition. London: Bailli£re, 
Tindall, and Cox. 1911. Price 21k. “ A Text-book of 

Surgery.” By Richard Warren, M.D., M.Ch. Oxon., 
F.R.C.S. Eng. In twovols. London : J. and A. Churchill. 
1915. Price25s. net. ** A Manual of Surgery.” By Alexis 
Thomson, M.D., F.R.C.S. Edin., and Alexander Miles, 
M.D., F.R.C.S. Edin. In three vols. Fifth edition. 
London : Henry Frowde and Hodder and Stoughton. 1915. 
Price IQs. 6 d. net per volume. “ The Practice of Surgery.” 
By Russell Howard, M.S., F.R.C.S. London: Edward 
Arnold. 1914. Price 21s. ‘* The Practice of Surgery.” By 
W. G. Spencer, M.S., F.R.C.S., and G. E. Gask, F.R.C.S. 
London: J. and A. Churchill. 1910. Price 25k. net. 

Communications not noticed in our present issue will 
receive attention in our next. 


BOOKS, ETC., RECEIVED. 


Blanchard Company, Pittaburg, Pa. 

Tbe Tonsil and Its Uses. By Richard B. Faulkner, M.D. (Columbia 
University). Price $1.00. 

Chapman and Hall, London. John Wiley, New York. 

Microscopy of Vegetable Foods. By A. L. Winton, Ph.D., and 
others. Second edition. Price 27s. 6 d. net. 

Sewerage Designing, Construction, and Maintenance of Sewerage 
8ystems. By A. Prescott Folwcll. Seventh edition, revised and 
enlarged. Price 12 s. 6 d. net. 

Fannin and Co., Grafton-street, Dublin. Simpkin and Marshall, 
London. Jamhs Thin, Edinburgh. 

History of the Royal College of Surgeons in Ireland and of the Irish 
Schools of Medicine, including a Medical Bibliography and a 
Medical Biography. By Sir Charles A. Cameron, C.B., Honorary 
Secretary and Fast President. Second edition, revised and enlarged. 

Griffin, Charles, and Co., London. 

Introduction to the Theory of Statistics. By G. U. Yule, M.A., 
University Lecturer in Statistics, Cambridge. Third edition, 
revised. Price 10k. 6 d. net. 

Lewis. H. K., London. 

Mentally Deficient Children, their Treatment and Training. By 
G. B. Shuttleworth, B.A.,"M.D., and W. A. Potts, M.A., M.D. 
Fourth edition. Price 7k. 6 d. net. 

Localisation by X Rays and Stereoscope By Sir James Mackenzie 
Davidson, M.B., C.M. Aberd. Price 7k. 6d. net. 

Longmans. Green and Co., London. 

Authentic Dreams of Peter Blobbs, M.D. Price Is. net. 

Lund, Percy, Humphries and Co., Bradford and London. 

Surgical Bandages and Dressings. Diagrams by Alice Scott. Price 
1«. net. 

Methuen and Co., London. 

Tbe Drink Problem of To day. Edited by T. N. Kelynack, M.D. 
Price 7k. 6d. net. 

Care of the Teeth. By Arthur Pitts, M.R.C.S-, L.R.C.P., L.D.S. 
Price Ik. net. 

Prevention of tbe Common Cold. By O. K. Williamson, M.A., M.D. 
Price Ik. net. 

Palmer. Cecil, and Hayward, Oakley House, Bloorasbury-street, 
London 

That Life is tbe Origin and Purpose of the Universe. By T. G. 
Palmer Hallett, M.A. Price 3k. 6d. net. 

Prudential Press. Newark, New Jersey. 

Mortality from Cancer Throughout the World. By F. L. Hoffman, 
LL.D., F.8.S., F.A.S.A. 

Scientific Press, Limited. London. 

Home Nursing. By Edith Newsome, M.R.B.N.A. Price 2s. 6 d. net. 

Smith, Elder, and Co., London. 

More Minor Horrors. By A. E. Shipley, Sc.D., F.R.S. Price Ik. 6d. 
net. 

Taraporkvala, D. B., Sons and Co., Bombay. 

The Milk Problem in Indian Cities, with Special Referenoe to 
Bombay. By L. L. Joshl. B.Sc., M.D. With a Foreword by 
J. A. Turner, O.I.E., M.D., D.P.H. 

Vives, J., Muntaner 22, Barcelona. 

Tratado de Pediatrla. By Dr. Andres Martinez Vargas. Vol. I. 

The following magazines. Journals, &c., have been received:— 

British Dental Journal, New' Zealand Medical Journal, Interstate 
Medical Journal, Journal of the Royal Sanitary Institute, Man, 
Canadian Practitioner and Review, American Journal of Public 
Health, Canadian Journal of Medicine and Surgery, Medical Clinics 
of Chicago, American Journal of Obstetrics, British Journal of 
Children’s Diseases, Revue de Medecine, Therapeutic Gazette. 
Medico-Legal Journal, Revue de Chlrurgie, Saint Paul Medical 
Journal, Archives of Internal Medicine, Pacific Medical Journal, 
Journal of Mental Science, Journal of Bacteriology, Cleveland 
Medical Journal, Royal Prince Alfred Hospital Gazette, Ac.. I 


Sltbital JJiarjr far % ensuing Meek. 

SOCIETIES. 

SOCIETY OP TROPICAL MEDICINE AND HYGIENE, 11, Chandos- 
■treet. Cavendish-square, W. 

Friday.— 5.30 p.m., Annual General Meeting. Mr. J. Cantlie: 
Topography of the Liver In Relation to Liver Abscess.—Dr. 
G. C. Low: An Interesting Case of Syphilitic Pyrexia in an 
Indian Native. The Value of a Positive Waasermann Reaction 
in Diagnosis. _ 

LECTURES, ADDRESSES, DEMONSTRATIONS, Ac. 

POST-GRADUATE COLLEGE, West London Hospital, Hammersmith, 
road, W. 

Monday.—2 p.m., Medical and Surgical Clinics. X Bays. Mr. Gray i 
Operations. Mr. B. Hannan t Diseases of the Bye. Dr. Simeon t 
Diseases of Women. 

Tuesday.— 8 p.m., Medioal and Surgical GUnlcs. X Rays. Mr, 
Baldwin: Operations. Dr. Banks Davis: Diseases of the Throat. 
Nose, and Bar. Dr. Pernet j Diseases of the Skin. 
Wednesday.— 10 a.m., Dr. Saunders: Diseases of Children. Dr. Banks 
Davis t Operations of the Throat, Nose,and Bar. 2 p.m., Medioal 
and Surgical Cllnios. X Rays. Mr. Pardoe; Operations. Dr. 
Simeon: Diseases of Women. 
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Friday.— 2.30 p.m.. Surgical Operations (Mr. Howell Evans). 
Clinics:—Medical Out-patients (Dr. A. G. Auld); Surgloal Out¬ 
patients (Mr. H. Gillespie); Bye Out-patients (Mr. R. P. Brooks). 
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1. INTRODUCTORY. 

The treatment of septic war wounds divides itself 
naturally into three therapeutic procedures 

(1) In the first we have a number of different aims to 
pursue concurrently : we have to promote the destruction 
of the microbes which have been carried into the deeper 
tissues; we have to re-establish normal conditions in those 
tissues, resolving the infiltration in the walls of the wound, 
and getting rid of the infected sloughs; and we have to 
prevent “the corruption of the discharges,” and inhibit 
microbic growth in the cavity of the wound. 

Farther, daring the whole period occupied by these opera¬ 
tions we have to be constantly on our guard to prevent 
active and passive movements which would propel bacteria 
along the lymphatics and carry poisonous bacterial products 
into the blood. 

(2) When the microbes in the deeper tissues have been 
exterminated and physiological conditions have been restored, 
and the wound has been rendered to naked-eye inspection 
perfectly clean, the difficult portion of our task has been 
accomplished, and the time has come for dealing with the 
surface infection. 

(3) As soon as this has been suppressed, or all but sup¬ 
pressed, all our thought ought to be given to promoting the 
processes of repair, bringing together the tissues, and covering 
over the denuded surfaces. 

2. Inadequacy of the Traditional Method of 

Treating Wounds by Antiseptic Applications, 
Incision, and Mechanical Drainage. 

Ineffioaoy of antiseptic abdications.—The ordinary anti¬ 
septic combines with every kind of albumen. It thereby 
loses its bactericidal and its penetrative power. Its bacteri¬ 
cidal power is, of course, not finally abolished until the 
antiseptic has encountered and combined with its full com¬ 
plement of albumen. Its penetrative power— and penetrative 
power means capacity for diffusing outwards through any 
medium in a chemically active condition—is, in the fluids 
of the wound, very rapidly abolished. For, when the 
medium which is to be penetrated contains even a trace of 
albumen, this will immediately quench the “ antiseptic 
emanation” —meaning by this that fractional quantum of 
antiseptic which is carried out by diffusion into the 
surrounding fluids. 

These general truths are firmly based upon experiment. 
It can be demonstrated that none of our ordinary antiseptics 
extirpate microbes enveloped in dead or living tissues, or in 
serous or purulent discharges; and that none diffuse into 
the walls or recesses of the wound. The sterilising action 
of antiseptics applied in the wound will thns be strictly 
limited to the destruction of any microbes which may be 
lying bare ; and sterilisation will not extend beyond that 
portion of the wound surface to which the antiseptic is 
actually applied. 

Inadequacy of drainage as usually practised. —The 
theoretical requirements for a complete scheme of drainage 
are, first , that there shall be an outflow from the infected 
tissues to the external surface or to the surface of a wound 
cavity ; and, secondly , where a wound cavity exists, that 
there shall be drainage from that cavity to the exterior. 

Drainage from the tissues .—In the customary treatment 
of wounds drainage from the tissues is not specially insisted 
upon—mere incision with or without fomentation being 
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assumed to do in this respect what is necessary. In reality, 
however, in oedema only will sufficient drainage be given 
by this method. In tissues of normal density nothing 
like adequate effusion will be obtained, the lymph flow 
being here rapidly arrested by clotting and desiccation. 
And, where we are dealing with densely infiltrated tissues, 
incisions may fail to furnish even as much as a drop of 
exudation. 

Drainage from the cavity of the wound. —Drainage-tubes, 
of course, do not induce any outflow of lymph from 
the tissues. They drain only from the cavity of the wound— 
outflow ceasing an soon as ever the well-head in the tissues 
dries up. 

Summary of criticism* on the traditional method of treading 
wounds. —It has appeared above (a) that antiseptics do not 
exert any effective action in the wound either in the 
direction of extinguishing the infection or keeping down 
bacterial growth; (b) that the usual procedure of incising 
and inserting drainage-tubes provides, in place of that 
continuous welling out from the lymph spaces to the 
exterior which we require, a drainage which rapidly stanches 
at the source ; and (c) that in the ordinary treatment of 
wounds no steps are taken to disperse infiltration; or 
accelerate the separation of the sloughs ; or bring anti¬ 
bacterial lymph or phagocytes to the seat of infection. 

In short, the treatment of wounds by a combination of 
antiseptics, incision, and mechanical drainage is a thera¬ 
peutic method which constantly disappoints, because it fails 
to kill the infecting microbes and at the same time fails to 
give to the organism opportunity for ridding itself of the 
infection. 

And lastly—and this point cannot be too much insisted 
upon—in the ordinary treatment of septic wounds not nearly 
enough care is taken to prevent those active and passive 
movements which lead to the mechanical impulsion of 
microbes along the lymphatics, and to auto-inoculations, 

3. The Ideal of Physiological Treatment is to give 
Intelligent Aid to the Organism in Combating 
the Bacterial Infection. 

Saline dressings supply a means for evoking, in the 
infected wound, certain requisite physiological reactions. 
By their aid we can, while at the same time inhibiting 
bacterial growth, drain the tissues, resolve infiltration, and 
promote the separation of the sloughs—besides giving other 
assistance. 

4. Physical and Physiological Action of 
Concentrated Salt Solutions. 

(1) A concentrated salt solution will attract water ; and, 
except in the case where a membrane which is impermeable 
to albumen is interposed, the outflowing current of water 
will carry out with it the whole of the protein substances 
which it holds in solution. This means that hypertonic salt 
solution applied to tissues lying bare in the wound (or to 
granulating surfaces) will operate as a lymphagogve drawing- 
out from the infected tissues lymph which has spent all its 
antibacterial energy, and drawing into the tissues from the 
blood stream lymph inimical to microbic growth. 

(2) Brought into direct application upon leucocytes a 
hypertonic solution (what is in view here is a solution 
containing 5 per cent, salt) will disintegrate leucocytes, 
setting free the tryptic ferment they contain. Such a 
hypertonic salt solution will also exert a number of 
inhibitory actions. 

(3) It will inhibit the action of the tryptic ferment set free 
in the wounds. 

(4) It will inhibit coagulation and so prevent the sealing up 
of the orifices through which lymph pours into the wound. 

(5) It will inhibit leucocytic emigration into, and prevent 
phagocytosis in the cavity of the wound. 

(0) It will inhibit microbic growth. 

5. Physical and Physiological Effects of Normal 
(0-85 per cent.) Sodium Chloride Solution. 

Normal solutions of sodium chloride exercise—as many 
other substances also do —a positive chemotactic effect on 
white corpuscles. In other words, they will when applied to 
the surface of the wound bring leucocytes to the surface. 

In moderately dilute solutions (solutions of 0* 85 per cent, 
are here in view) salt does not interfere with the activity of 
trypsin, nor does it inhibit blood or lymph coagulation, 
phagocytosis or microbic growth. 

b b 
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6. Therapeutic Employment of Hypertonic Saline 
Solution in the Early Stages of the 
Infected Wound. 

By the time the patient reaches the Casualty Clearing 
Station his wound will generally have assumed the characters 
of a lymph-bound, infiltrated, and sloughing wound ; or it 
will be fast getting into this condition. And even though 
under care in hospital the wound may have been coming out 
from this condition, it will, on long journeys when redressing 
is difficult, be very prone to fall back into it (vide infra, 
Subsection 14). 

The first requirement when we have an infected, lymph- 
bound, infiltrated, and sloughing wound will be—to get rid 
of the coating of scab and fibrin adhering to the surface of 
the wound, and set the lymph-flow going, to resolve the 
infiltration, and to promote the separation of the sloughs. 
This involves two successive operations. In the first we 
make use of the hypertonic solution undiluted; in the 
seoond we turn its dilntion to profit. 

Stage in which the Hypertonio Solution oomes into Operation 
Undiluted. 

The striking feature here will be the outpouring of lymph. 
But there will at the same time: (a) in the depth of the 
tissues, (b) on the surface, and (o) in the oayity of the 
wound be evoked other reactions which cannot be directly 
followed by the eye. 

(a) In the depth of the tissue s there will be substituted for 
the spent lymph which has been extracted lymph freshly 
drawn from the blood stream. This means that there will 
be substituted for a lymph which is favourable to the growth 
of all microbes indiscriminately a lymph which will stop the 
growth of scro-saprophytic bacteria , and imperfect serophytes 
(such as the gas-gangrene bacillus); and at the same time 
seriously impede the growth of serophytic bacteria, above all 
the growth of the streptococcus. 1 

Further, the microbes in the tissues, which when immersed 
in the spent lymph were insusceptible, will, immersed in the 
fresh lymph, become susceptible to phagocytosis. And in 
the induction of the phagocytosis in the interior of the 
tissues the imbibed salt will, we may take it, play a con¬ 
tributory role. For we have seen that salt, appropriately 
diluted, stimulates leucocytic emigration. 

(b) In the more superficial regions of the walls of the wound 
and adhering sloughs the hypertonic salt solution will break 
down the leucocytes and set free tryptic ferment a —ferment 
which will, as we saw, not come into action so long as the 
concentration of the salt is maintained. The coagulation of 
the lymph on the face of the wound will also, as we saw, be 
inhibited by the hypertonic salt solution. 

(e) In the cavity of the wound microbic growth will at the 
outset be completely arrested by the hypertonic salt, and It 
will, after the lymph has begun to pour out, be inhibited to 
different degrees according to circumstances by the com¬ 
bination of salt and antitryptic exudation. So long as the 
salt solution is maintained at full strength, both emigration 
into and phagocytosis in the cavity of the wound would be 
inhibited. 

Sum-total of clinical effects produced by the undiluted hyper¬ 
tonic salt solution. —There will have been established, in the 
depth of the tissues, conditions favourable to the extermina¬ 
tion of the microbic infection ; and in the cavity of the 
wound conditions which will restrain microbic growth. 

Stage in which the Dilution of the Hypertonio Salt Solution is 
Turned to Profit. 

As soon as the hypertonic solution in the cavity of the 
wound has been sufficiently diluted by outflowing lymph, the 
salt diffuses out from the infiltrated walls of the wound and 


1 The inhibition of microbic growth obtained with the serum of the 
patient with a large or even moderate-sized wound is much greater than 
that obtained with a normal serum. This, as comparative experiments 
have shown, is connected with the fact that the antitryptic power of the 
wounded man mounts un with very steep ascent (i.e., in the course of a 
couple of days), to a level three to eight times higher than the normal. 

* The presence of trypsin in the wound can be very easily demon¬ 
strated. We need only collect a sample of pus or slough on a small 
swab of cotton wool; introduce this into milk containing J per cent, of 
calcium chloride cryst, and then plaoe thiB at a temperature of 
50° to 55° C. (that is, in water just not too hot to hold one’s band in). 
If trypsin is present the milk will now rapidly clot. But it must be 
borne in mind in connexion with clotting obtained with a slough that, 
since under the conditions of the experiment we dilute our material, 
our test will give a positive result even when we have in the wound 
anffleient salt to prevent the ferment being actually operative. 


the sloughs; and with this the tryptic ferment previously 
set free in these comes into action, and goes about its work 
of cleansing digestion —resolving the products of inflamma¬ 
tion in the infiltrated tissues, and severing the connecting 
strands by which the sloughs are bound to the face of the 
wound. At the same time, and this, be it noted, serves as a 
signal to the eye that the dilution of the salt solution 
has reached the point where all its inhibitory effects are 
abolished—leucocytes emigrate into the wound, and the 
discharge begins to assume a purulent character. Now also 
the bacteria begin to multiply in the cavity of the wound. 

We cannot afford to let all this go on very long unchecked. 
For as more and more trypsin finds its way into the exudate, 
or is set free in it from leucocytes disintegrated by microbic 
poisons, the effusion comes to furnish a more and more oon- 
genial nutrient medium for microbes, and the check imposed 
by phagocytosis is more and more completely removed. 
Finally, the exudate becomes tryptic, and if the re-dressing 
of the wound is any longer delayed ground will now be 
rapidly lost (vide infra , Subsection 12 — Indications which oaU 
for the re-dressing of the wound). 

It will have to be remembered in connexion with this 
description that the conditions will in every wound be 
perpetually changing, and that these changes will not keep 
time in the different parts of a large wound. 

7. Under Certain Special Circumstances the Hyper¬ 
tonic Salt Solution should be Used in a 
Different Way. 

Method in which hypertonio salt solution should be used when 
gas gangrene, streptococcic cellulitis , or other acute tissue 
infection supervenes , or where we are dealing with an infection 
of a joint. —Our whole concern here must be to draw out as 
rapidly and exhaustively as possible the corrupted lymph 3 
which occupies the tissue spaces, replacing this with uncor¬ 
rupted lymph drawn from the capillaries. To achieve this 
we must, after freely incising the tissues, or opening the 
infected joint, apply hypertonic salt solution and maintain 
this in full strength until we have got the upper hand of the 
infection. 

■ Method in which the hypertonio salt solution should be used 
where we are threatened with secondary haemorrhage. —Our aim 
and object here must be to prevent any digestive action in 
the neighbourhood of the endangered artery. Translated 
into practice, this means that we must apply hypertonic 
salt solution and maintain it at full strength so as to prevent 
any trypsin which may be liberated in the wound coming 
into action. 

8. General Instructions for the Carrying Out of 
the Lines of Treatment Indicated Above. 

Concentration in which the hypertonic salt solution ought to 
be brought into application. —For all ordinary purposes the 
best hypertonic solution to employ is a 5 per cent, solution 
of common salt. Where we require more vigorous lympha- 
gogic effect we may resort to a 10 per cent, solution, or even 
to a stronger solution. But these are very painful when applied 
to skin edges and sensitive granulations; and salt applied 
in saturated or nearly saturated solutions will often cause 
sloughing of the superficial tissues (ride Subsection 10, 
Footnote ). 

Most convenient form of stock solution to keep on hand .— 
The most convenient stock solution to keep on hand is & 
saturated saline solution, made by shaking up water with 
an excess of salt and then allowing this to settle. Such a 
solution contains at ordinary temperatures 35 per cent, of 
salt. 

Diluted 1 pert saturated 

solution with 6 parts water it gives a 57, solution. 

,, 2 parts ,, ,, S ,, ■« 10/ ,, 

„ 1 part „ „ 39 „ 0 85% (physio¬ 

logical solution). 

N.B —Hot water should be employed for making the 
dilutions required for all saline dressings and irrigations. 
For the physiological reactions which are to be evoked, 
whether these be active hypersemia and transudation, or 
tryptic digestion, or emigration and phagocytosis, are all 
impeded by cold and favoured by heat. 


3 The lymph has ordinarily lost some, and in very severe Infections 
It may have lost all. its antitryptic power. Further, in gas gangrene— 
and let me here interpolate that we have in gas gangrene, when fully 
developed, a profound add Intoxication—the lymph in the focus of 
Infection often shows a much diminished alkalinity. 
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9. Method op Applying Hypertonic Salt Solution so 

THAT IT MAY PRODUCE AN ADEQUATE LYMPHAGOGIC 

Action, and afterwards Provide Opportunity 
for Digestive Cleansing of the Wound. 

This will be the proper way of employing hypertonic salt 
solution in the infiltrated and sloughing wound. The 
following are the points to be borne in mind:— 

(a) For the achievement of an adequate lymphagogic 
effect we must use quite considerable quantities of hyper¬ 
tonic solution. The dressing* ought to come directly out of 
the hot solution and be applied dripping wet. 

(ft) In order that there may follow upon the lymphagogic 
action a cleansing digestion, the amount of salt employed 
must be kept within such limits as will allow of its being 
within a reasonable period diluted by the outflowing lymph. 
In other words, we must not use too much hypertonic salt 
solution, nor use too concentrated a solution; nor supple¬ 
ment with large packs of saturated salt solution or salt 
tabloids. 4 

In order to anticipate that pullulation of microbes which 
will supervene when the exudate becomes tryptic we ought 
to redress the wound as soon as the discharge begins to be 
purulent. 

The procedure in carrying out these principles will, of 
course, vary according to the anatomical conditions of the 
wound. In point of fact, three different anatomical types 
of wound have to be considered: (a) The wound which 
from the beginning lay fully open or which has been opened 
up so as to render every portion of its surface fully 
accessible; (ft) the wound where, owing to folds, or blind 
passages, or a tunnelled way, portions of the surface 
are not fully accessible; and (c) tubular wounds which 
are throughout their whole course more or less difficcflc of 
access. 

(a) In the first case we have only to pack the wound with 
gauze thoroughly wetted in hot 5 per cent, salt solution. We 
cover this in with any impermeable tissue, such as jaconet. 
When the time comes for redressing the wound all trace of 
pus ought, before reapplying the saline, to be carefully 
removed. For pus treated with strong salt is converted into 
a sticky intractable substance which forms an impermeable 
coating on the walls of the wound. 

(ft) Where the wound is pocketed or tends to flap together 
the best procedure is to employ a bath of warm 5 per cent, 
saline. Should the position of the wound render immersion 
in a bath impracticable, it ought to be irrigated with warm 
5 per cent, saline solution, the fluid being distributed over 
the whole surface of the wound by an arrangement of 
bandages. 5 The bath or irrigation ought to be discon¬ 
tinuous—intervals for digestive cleansing alternating with 
periods of lymphagogic and leucocyto-lytic action. 

(o) Where we have a tubular wound it will, of course, be 
futile merely to iusert a drainage-tube and cover its mouth 
with a piece of gauze wrung out of hypertonic salt solution. 
The rational procedure will here be to make windows in the 
tube, to cut it open longitudinally, and to lay into the 
oollow a folded strip of gauze, thoroughly wet with saturated 
salt solution. The tube thus armed is to be introduced 
into the wound after this has been syringed with 5 per cent. 
saline. 6 

« In this connexion it will be well to emphasise that to fill into the 
wound cavity large numbers of salt tabloids must be pronounced wrong 

? >ractice in the case where we judge the wound to be one which stands 
n need of digestive cleansing. 

9 See the Author's Memorandum on the Irrigation of Wounds, 
The LairCETand Brit. Med. Jour., Oct. 16th, 1915. 

* This procedure might at first sight seem open to objection (a) on 
the ground that saturated salt solution would here be brought into 
application upon the tissues; and (6) on the ground that to obstruct a 
drainage-tube by gauze would be to render Tt useless. In connexion 
with the former objection, it will suffice to point out that direct 
contact of the saturated salt solution with the tissues Is avoided by the 
interposition of the wall of the tube; and that the salt in the wick 
will come into operation only through the medium of the weaker salt 
solution with which the wound has been syringed out. In connexion 
with the latter objection, consideration will show that it is only 
in ordinary drainage ex vacuo— i.e., it is only when we aim at keeping 
our wound cavity empty, and when we are dealing with viscid pus. 
and when unaided gravitation supplies in our scheme drainage out 
whole motive force—that it becomes incumbent to provide an 
unobstructed conduit to the exterior. In drainage ex pleno , such 
as is here proposed, we deal with a watery lymph effusion which 
wells over from the wound, and which only hermetlcal sealing could 
bank back. 


10. Method of Applying Hypertonic Salt Solution 

WHERE WE WANT TO MAINTAIN ITS STRENGTH UN¬ 
DIMINISHED SO AS TO OBTAIN ITS FULL LYMPHAGOGIC 

Effect and Suppress all Digestive Action. 

It will be remembered that this is the way in which hyper¬ 
tonic salt solntion should be used where we are threatened 
with secondary haemorrhage ; or are dealing with an infected 
joint; or with gas gangrene infection ; or streptococcic 
cellulitis ( Vide supra , Subsection 7). Let us consider how, 
using the ordinary hypertonic solution and the stock of 
solution of saturated salt, to effect our object in the three 
types of wound already referred to—the completely accessible, 
the incompletely accessible , and the tunnel wound. 

(1) In the first variety of wound we, as before* pack with 
gauze thoroughly wet with 5 per cent, salt; but now reinforce 
by a backing of gauze thoroughly wet with saturated salt 
solution; and, as before, cover with some impermeable 
material. Or, as an alternative, we, at Bhort intervals, 
renew the hypertonic solution, feeding this in with a 
syringe through a drainage-tube going down to the face of 
the wound. 7 

(2) In the case of the only partially accessible wound we 
resort as before to a bath of 5 per cent, saline or to irrigation 
with this solution, varying our procedure only in the respect 
that we make the bathing or irrigation continuous, or as 
nearly as possible continuous. When immersion in a bath 
and irrigation are both impracticable the wound ought to 
be dressed as in (1). 

(3) In the case of the tunnel wound , we at short intervals 
renew the Bupply of salt: firot withdrawing the old wick; 
then syringing out with 5 per cent, of salt ; and then 
substituting for the old wick a new one taken fresh from 
saturated salt. 

11. Nature of the External Covering to go over 
the Wet Salt Dressings. 

The most usual practice is to place immediately outside 
the saline dressings a thick packing of dry ootton-wool, and 
again outside this a bandage. This seems to be dictated by 
the idea that the cotton-wool will soak up the discharges, 
and the notion that the capillarity of the cotton-wool and 
evaporation from its outer surface will reinforce the drawing 
action of the salt. In point of fact, however, all the cotton¬ 
wool does is to suck out some of the salt solution from the 
dressings and to evaporate this to dryness, putting in this 
way a certain quantum of salt out of action. Moreover, the 
notion that capillary action and evaporation would promote 
drainage from the tissues is in conflict with everyday expe¬ 
rience, which shows that when we apply a dry dressing or 
let a wet dressing evaporate, the outflow of lymph from the 
wound ceases, and the dressing sticks to its surface. 

The rational method of covering in saline dressings is to 
use, instead of cotton-wool, an impermeable covering. 6 Then 
instead of the salt solution being carried outwards by 
capillarity and evaporation, it will by diffusion be carried 
inward. The difficulty that with this form of dressing 
discharges will escape from under the impermeable covering 
can be met either by frequent re-dressing, or by placing 
cotton-wool outside the jaconet. In the case of wounds of 
the extremities, perhaps the simplest method of all is to 
dispense with all coverings over the salt dressings, merely 
renewing the salt packs at frequent intervals. But here, 

r Another method which has been extensively practised is that of 
packing the wound with tabloids of salt, holding th*se off from actual 
contact with the tissues, by several folds of gauze. This would seem to 
give in different cases different results. In certain cases—such as when 
an open knee-joint is packed with tabloids of salt, disposed throughout 
thegauze with close and regular interspacing, the Interior of the wound 
remains perfectly dry. The explanation would seem to be that the salt 
here comes into application In the form of a saturated solution all over 
the surface of the wound, condensing the tissues until they become 
impermeable to lymph; and at the same time pickling them in such a 
way, as, perhaps, to restrain all microbic growth in their interior. In 
other cases—for example, where a bagful of tabloids is introduced Into 
the well of a large wound—there is obtained the ordinary lymphagogic 
effect. Here it would seem that the salt operates in form of a saturated 
solution upon the portion of the wound only lying nearest to the 
tabloids. And, hereabouts the tissues look and feel exactly like pickled 
meat. In regions more remote from the tabloids the salt will 
naturally be much less concentrated. And it is presumably from these 
regions t hat the copious lymph-outflow is derived. 

8 The prejudice against the use of impermeable coverings no doubt 
originates In the observation that discharges, when confined after they 
have become tryptic, will set to work and digest the surface of the 
wound. The proper remedy is noi to discard the impermeable covering, 
but either to re-dress before the discharges become tryptic, or prevent 
them becoming tryptic. 
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if we want to clean off sloughs or resolve infiltration, we 
shall have to alternate with our dressings of hypertonic saline 
solution dressings of physiological saline solution. 

12. Indications which Call for thb Re dressing of the 

Wound. 

A septic wound requires to be redressed under two quite 
different conditions. 

(a) It requires re-dressing as soon as tryptic ferment is set 
free in the oavity of the wound, such trypsin being. Bet free 
from leucocytes broken down by microbic growth. For 
here, as soon as the originally antitryptic exudation becomes 
tryptic, all manner of sero-saprophytic microbes will 
multiply unrestricted and bacterial poisons may be absorbed, 
and at the same time phagocytosis will be inhibited, 
while the young tissue elements, which are the agents of 
repair, will be subjected to destructive digestion. 

(&) Again, every septic wound ought to be re-dressed as 
soon as it becomes lymph-bound. For as soon as the exuda¬ 
tion stanches, and lymph fresh from the blood ceases to 
come into application, the microbes in the tissues, being now 
no longer inhibited by their growth or phagocytosed, find 
c mgenial conditions and multiply. 

It requires to be emphasised in connexion with these two 
indications for re-dressing that in the case of the septic 
wound intervention is much less urgently called for where 
we have retention of corrupted discharges than where the 
wound becomes lymph-bound. In the case of the former all 
we have to fear is a pullulation of microbes in the cavity of 
the wound, some absorption of septic products, and some 
injury of the tissues of repair. In connexion with a lymph- 
bound ?oound we may at any moment have a wide extension 
of the tissue infection, taking the form of gas gangrene or 
streptococcic cellulitis. 

13. Principle upon which Cases ought to be Chosen 
for Re-dressing where Preference must be given 
to the more Urgent. 

What has been said above on re-dressing ought to be 
specially kept in mind where it is impossible to inspect and 
re-dress every wound. In such cases the surgeon has, as a 
rule, simply pursued the practice followed in ordinary aseptic 
operation wounds. That is, he has, with a view to prevent¬ 
ing the invasion of microbes from without, repressed the 
cases where the discharge has soaked through, giving to these 
preference over those with unsoiled dressings. 

In septic wounds—for here the microbes are in the citadel 
and not outside the walls—we ought to follow an exaotly 
opposite policy. Where the outside dressings are wet with 
discharge, in other words, when presumably lymph is being 
actively poured out, we may be confident that the wound is 
not coming to any harm. We may accordingly, when other 
work presses, quite properly postpone re-dressing such cases. 
The contrary will hold of a gravely wounded man whose 
dressings are unsoiled. In such a case it is always possible 
that we may underneath quite clean dressings have a lymph- 
bound wound. We ought without delay to satisfy ourselves 
with respect to this. 

14. Precautions to be taken in Handling the Wound 
to Prevent Auto-inoculations and a Dispersal of 
Septic Infection along the Lymphatic Channels. 

Like the acutely sick, all the wounded are suffering from a 
bacterial infection. And the same general therapeutical 
principles apply. So long as microbes in large number are 
harboured in the tissues we have pyrexia. And the patient’s 
condition will be aggravated by all dispersion of the infection 
and absorption of bacterial poisons into the blood. So that 
in every case the infected man will need to be kept at res*, 
and the really heavily infected will require to be kept at 
absolute rest. This requirement is, of course, in the case of 
those suffering from infected compound fractures more or less 
perfectly complied with by the application of apparatus for 
fixing the limb. But not only wounds complicated by fracture, 
but all wounds with the infected tissues in their neighbour¬ 
hood ought so far as possible to be immobilised. Moreover, 
this ought to be begun immediately after the wound has 
been indicted, and to be continued so long as appreciable 
infection persists in the depth of the tissues. In con¬ 
nexion with operative procedures it is, of course, 
impracticable to onform completely to thi* requirement. 
But none the less the requirement should never be lost sigbt 
of. It is scientifically reprehensible to cast, loose, as is so often 


done under an anaesthetic, a fractured limb from all splints, 
deliver it over to an orderly for energetic washing and dis¬ 
infection, and permit the foot or hand below the fracture 
to be used as a handle for raising or turning over the limb. 
All the necessary passive movements ought to be reduced to 
an absolute minimum. And the light hand of the skilful 
surgeon will, in operating on an infected case, be a very 
valuable asset. In the same way, seeing that very efficient 
apparatus has now been devised, fractured limbs ought no 
longer to be put up in such a way as to allow of sagging, or 
displacement during re-dressing. Again, in changing the 
dressings on large flesh wounds on an arm or leg, great care 
ought to be taken not to manipulate, or flex or extend, or 
unnecessarily disturb the position of the limb. 

It is difficult to doubt that when these precautions are 
neglected bacteria from the infected area will be propelled 
along the lymphatic channels in the direction of the heart. 
And measurements of the opsonic power of the blood and, 
indeed, simple inspection of the charts establish that all 
readjustments of the position of a fractured limb, and 
probably all re-dressing of large wounds, are followed by 
elevations of temperatnre corresponding to very serious 
auto-inoculations. The same will, of course, apply to shocks 
and jolts received when the infected patient is being carried 
from the ward to the operation theatre, or is being trans¬ 
ported by train or motor. 

15. Manner in which Wounds should be Dressed in 
Preparation for Long Journeys during which 

THEY CANNOT BE KEPT UNDER CLOSE OBSERVATION. 

What has been said in the preceding subsections has an 
important bearing upon the procedure to safeguard the 
patient against that delay in re-dressing which is inevitable 
during the long hours which will be consumed in travelling 
from the front to the base, or from the base to England, and 
in settling down into a new hospital. The danger from 
microbic pullulation in the cavity of the wound and tryptic 
digestion, and, on the other hand, the mnoh graver danger 
of a tissue infection taking origin in a lymph-bound wound, 
have here to be provided against. This means that we have 
to arrange for a continuous outflow of lymph, and at the 
same time to arrange for the surface of the wound being 
kept thoroughly wet. The proper course will be to dress 
the wound as indicated in Subsections 10 and 11, supra y 
applying outside the impermeable covering dry cotton-wool. 
Thus treated the patient may arrive at his destination with 
soaked dressings; but he is not likely to arrive with 
corrupted pus ; and we cau be practically certain that he 
will not arrive with a tissue infection spreading from a 
lymph-bound wound. 

IS. Method of Correcting Certain Undesirable After¬ 
effects which may Supervene upon the Ill-con¬ 
sidered, or too Long Continued, use of Hypertonic 
Salt Solutions ; and Indications as to when the 
Hypertonic Salt Solution ought to be Discarded 
in Favour of a Weaker Solution. 

The rationale of the therapeutic employment of hypertonic 
solutions is, as we have seen, to be found in the fact that 
(1) they drain the tissues; (2) break down the leucocytes 
in sloughs, aud in the walls of the wound, and so give us, 
quite apart from any destruction of leucocytes by microbic 
agency, the trypsin we require for the digestive cleansing 
of the wound; (3) they produce active hypersemia; (4) prevent 
clotting of the lymph in the walls of the wound ; (5) suspend 
the action.of the tryptic ferment set free from the leuco- 
oytes; and (6) inhibit bacterial growth—the inhibitory 
actions last in question being exerted only so long as the 
strength of the salt solution is maintained. In addition— 
but this counts, of course, as a disadvantage and not as a 
therapeutical asset—hypertonic solutions repel leucocytes 
aud prevent phagocytosis. 

If we want, in employing hypertonic salt solution, to turn 
its therapeutical qualities to best advantage, we must be 
continually on the watch to anticipate and correct any of the 
defects of its qualities. 

(1) Where blood continues to ooae from an operation 
stump or wound which has been packed with hypertonic salt 
solution, this will be due to this anti-coagulative agent 
having been applied before bleeding has stopped. The 
proper procedure will always be to postpone the use'of 
hypertonic salt until all oozing of blood has ceased. Applied 
then, the salt will not resolve the blood clot; and where the 
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hypertonic solution applied is a 5 per cent, solution, a very 
little dilution will bring it to the point when blood clotting 
will no longer be inhibited. 

(2) When the face of the wound is found covered with a 
firmly adherent glutinous coating, this has been derived 
from leucocytes broken down by the direct application of 
strong salt. The way of avoiding this obstacle—it is, as a 
matter of fact, a serious obstacle to effective draining and 
irrigation—is to clean out all pus from the wound before 
bringing the hypertonic salt solution into application. 

(3) Where, as very rarely happens, the granulations 
become cedematous this will be due to the over-prolonged 
application of concentrated salt solutions. It would seem 
that here the salt which is imbibed into the granulations is 
not sufficiently promptly carried off by the circulation, with 
the result that fluid is drawn into the salt-impregnated 
tissues, both from the underlying strata, and also (when 
their salt content diminishes) from the discharges. The 
remedy will be to discontinue the application of salt, and to 
apply hot fomentations in order to activate the circulation 
and promote absorption. 

(4) Where the granulations assume a bright coral-red 
colour, and bleed at the least touch, it will be well to reduce 
the concentration of the salt solution—in the case where 
drainage of the tissues is still required to 2*5 per cent., and 
in the case where no fuither lymphagogic effect is required 
to 0-85 per cent. 

(5) Quite apart from the development of any undesirable 
secondary effects, it will be well as soon as every trace of 
induration has disappeared, and all sloughs have been got 
rid of, to substitute for the hypertonic a physiological salt 
solution. The rationale of this is, that there will here still 
remain on the face of the wound, even though it looks 
to the naked eye perfectly clean, serophytic microbes, which, 
though quite at home in the serum, can be killed by phago¬ 
cytosis. In order to kill these—and let us note that they 
are not killed but only inhibited in their growth by hyper¬ 
tonic salt solution—we must bring leucocytes to the surface 
of the wound. 

17. Therapeutic Application of Physiological Salt 
Solution. 

What remains to be done is (a) to destroy the serophytic 
bacteria—streptococci and staphylococci—which still survive 
upon the face of the wound ; and (£) to reduce the extent 
of surface lying open to infection, holding before ourselves 
always as an ideal the closure of the wound by secondary 
suture. 

Destruction of the serophytic microbes remaining on the face 
of the mound. —A surface infection such as we have still to 
deal with can be effectively combated by keeping the wound 
wet with physiological salt solution and re dressing at short 
intervals. The application of physiological salt solution will, 
as we have seen, promote the emigration of phagocytes, the 
frequent re-dressing will prevent the setback that will occur 
every time that leucocytes die off and set free their trypsin 
in the wound ; and the combination of the two will, in the 
case where the deeper tissues have been freed from infec¬ 
tion, either exterminate the surface infection, or at any 
rate so nearly exterminate it as to make it safe to embark 
upon an operation for the closure of the wound. 

18. Final Stages in the Treatment of the Wound. 

Conditions under which wounds may be closed by secondary 
suture. —Secondary suture may be safely embarked upon 
when we have favourable bacteriological conditions in 
combination with favourable anatomical conditions. 

The bacteriological conditions may be pronounced favour¬ 
able when (a) microscopic examination of fluid from the 
depth drawn out by a “ lymph leech ” ; or failing this, 
clinical evidence points to the probability of our having got 
rid of all the deep infection, and when(£) stained impression 
preparations made from the wound surface show that we have 
there large numbers of perfectly well conditioned polynuclear 
leucocytes, and a complete absence of microbes, or only here 
and there a stray microbe. 

The anatomical conditions are favourable when we can, 
with or without undercutting, bring together the skin edges 
without putting too great a strain upon the sutures, or 
leaving 'underneath any hollow spaces. The operation of 
secondary suture may be undertaken either before the 
wound surfaces are covered in with granulations, or sub¬ 
sequent to this—the former of these dates being, from the 


bacteriological point of view, the more favourable, in the 
respect that there will be less risk of infection lurking below 
the surface. 

It will, in every case, be advisable—for the conditions 
may change within the lapse of a few hours—to let the 
operation follow immediately upon the examination of the 
impression preparations. 

In connexion with secondary suture, as in every other case 
where a wound is sewn up without adequate guarantee for 
its asepticity, it will always be imperative to keep the patient 
under the anxious observation of the operator for at least a 
week afterwards. 

Procedure where the wound onnnot be closed by secondary 
suture .—When the anatomical conditions do not allow of the 
wound being closed by secondary suture, we must fall back 
on the policy of persistently combating the surface infection, 
consolidating the granulations, And encouraging the covering 
in of these by epithelium. In the present Btate of our know¬ 
ledge, perhaps the best we can do will be to employ dressings 
of physiological salt or, better, of Ringer’s solution (for this 
contains a large assortment of physiological useful salts), 
re-dressing the wound frequently. Where we are dealing with 
a large defect of skin, grafting may usefully be resorted to. 


A CONTRIBUTION TO THE ETIOLOGY OF 
SHELL SHOCK . 1 

By HAROLD WILTSHIRE, M.A., M.D. Cantab., 
F.R.C.P. Lond., 

ASSISTANT PHYSICIAN, XING’8 COLLEGE HOSPITAL, LOUDON; LATE 
TEMPORARY CAPTAIN, R.A.M.G. 

The functional nervous affections of modern warfare are 
essentially the same as the functional nervous affeotions of 
civil life, and in consequence should be of great value in 
helping to elucidate problems connected with the etiology of 
functional nervous disease in general. For instance, while 
we must admit that, up to the present, more has been done 
to deny than to disprove the universal application of the 
“ sex ” theory by Freud and his followers, it is obvious that 
these cases of so-called 1 * shell shock ” should be invaluable 
for the latter purpose. At the present time, however, the 
etiology of “ shell shock ” is buried in confusion, owing to 
three main difficulties, namely :— 

1. Bad terminology. —As pointed out by Dr. Henry Head a 
the term “shell shock” has been used indiscriminately to 
include all functional nerve cases, whether due to shell 
explosions or not, and also not a few cases of organic nature. 
By force of use in civil life the terms “neurasthenia,” 
“psychasthenia,” and “hysteria,” have become narrowed 
and fixed, and do not meet our needs in classifying eases 
which commonly exhibit elements of all three of these 
conditions. 

2. Dubious clinical histories .—To obtain an exact and 
reliable history of the causative events in a case of shell 
shock is usually difficult and frequently impossible. Apart 
from the possibility of temporary true concussion, we have 
to contend with amnesias of various grades and durations, 
and also with the distorting mechanisms of rationalisstioil 
and repression by the patient. 

3. Rapid changes in clinical condition .—In shell shock 
changes in clinical condition may occur with such startling 
rapidity that the medical officer at the front and the medical 
officer at the base or at home may see the same patient in 
conditions so dissimilar that they are compelled to different 
conclusions. (It is very exceptional for any clinical notes 
to accompany these cases from the front.) 

For a period of six months, while attached to No. 12 
General Hospital, I was responsible for the diagnosis and 
subsequent destination of all the functional nervous cases 
which passed through one of our medical bases in France. 
Though unable to watch the subsequent progress of these 
cases, I had the advantage of seeing them at an earlier 
stage than observers at home, and in doing this work became 
much impressed by two facts—namely, ( a ) that the condition 

1 The term “shell shock” is used unwillingly in this paper in order 
to avoid multiplication of names; but this use is limited to o a a e e of 
functional nervous disease resulting from fighting at the front, all 
organic oases, mental deficients, simple chronic epileptics, Ac., being 
excluded. 

* The Lancet, Feb. 5th, 1916, p. 306. 
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of shell shook was of extraordinary rarity amongst the 
wounded ; and (b) that the vast majority of these cases, if 
not all, were due to psychic shock, and not to physical 
shock. 

In view of the confusion now existing, it seems worth 
while to consider the possible etiological factors of these 
cases, arranging them under the following headings:— 
1. Wounds. 2. Possible physical causes: (a) physical 
exhaustion from exposure and hardship; (b) physical con* 
cussion. 3. Possible chemical causes : Absorption of toxic 
gases generated in shell explosions. 4. Possible psychic 
causes: (a) Gradual psychic exhaustion (1) as a pre¬ 
disposing cause, and (2) as a cause of neurosis per se; 
(b) Sudden psychic shock from (1) horrible sights, (2) losses, 
(3) being near an explosion, and (4) sounds. 5. Causes of 
relapse. This list is arranged in the above order for con¬ 
venience of discussion, wounds being placed first because 
they are of outstanding importance in a negative respect. 
The theory of gas liberation in the blood advanced by 
M. Arnoux has been commented on by Surgeon-General 
W. F. Stevenson 3 and need not be considered here. 

1. Wounds and Shell Shock. 

In the 12 months during which I was attached to general 
hospitals in France many thousands of wounded, the 
majority being the subjects of shell wounds, passed through 
the surgical divisions of these hospitals; yet I cannot now 
recall to mind a single instance in which I was called in to 
see a condition of shell shock complicating a wound. In 
fact, shell shock was not to be seen in the surgical wards. 
Mr. Beckwith Whitehouse confirms this observation in a 
letter as follows: “From my experience of 12 months' 
surgery at No. 8 General Hospital I should say that 
functional neuroses are amongst the rarest of the conditions 
found in the surgical cases admitted to a base hospital. 
'Shell shock,' as exemplified by monoplegias, paraplegias, 
mutism, somnambulism, fits, hysterical tics, and neur¬ 
asthenia, is conspicuous by its absence. Amongst the large 
number of pure shell wounds I cannot recall a single instance 
of shell shock." 

The cheerfulness of our wounded is an established fact, 
absent only in the presence of surgical shock or severe septic 
intoxication, and though some may show a slight degree of 
nervous exhaustion this is usually of late development, 
manifesting itself when the wound condition is such that a 
return to the front becomes a factor to be reckoned with. 
Out of 150 of my cases 14 had been wounded, but in all of 
these the wound was trivial; in two the wound actually 
followed the onset of nervous symptoms, and fn four the 
wounds were completely healed before the onset of symptoms. 
Consequently, not only may it be said that in no single case 
did a wound merit consideration as a physical cause of shell 
shock, but, further, that the wounded appear to be compara¬ 
tively immune to shell shock. In view of the fact that the 
wounded must have been exposed to the physical and 
chemical effeots of shell explosions to a greater degree than 
the unwounded, this fact is most significant. 

2. Possible Physical Causes . 

(a) Exposure and hardship. —We might presume that these 
would gradually exhaust physical and psychic tone, and so 
lessen psychic resistance ; but our troops in France are very 
well fed and are free from epidemic infections, and tinder 
these circumstances moderate cold and exposure tend to 
improve rather than to diminish physical well-being. Of 
142 cases in which histories could be obtained only three 
offered exposure and hardship as the cause of their nervous 
condition. One, a man who gave a family and personal 
history of “fits," had been punished for purposely injuring 
his trigger finger the second day he was in the trenches. The 
other two gave neuropathic family histories and were of 
obvious neuropathic nature themselves. In other words, 
these three were all “terror" cases occurring in neuropathic 
individuals, and their complaint of exposure as the cause of 
their condition may be discounted as unconscious rationalisa¬ 
tion, or even, perhaps, conscious untruth. 

I have no observations in connexion with troops exhausted 
by marching, but in respect of trench warfare, when the 
troops are well fed, exposure and hardship do not dispose to 
nervous breakdown. 

3 Note on the Causes of Death due to High Explosive Shells in 
Unwounded Men, Brit. Med. Jour., Sept. 18th, 1915, p. 450. 


(5) Physical concussion. —This may be produced by altera¬ 
tions in atmospheric pressure resulting from a shell explosion, 4 
by blows from sandbags, beams of wood, or earth when 
buried, or by a combination of these forces. If true con¬ 
cussion were a common cause of shell shock it would not be 
unreasonable to expect (a) that shell shock would occur 
among the wounded at least as frequently as among the 
unwounded; (b) that the neurosis caused by concussion 
would follow a broad type, with which we should by now 
have become acquainted, rather than copy every known 
type of functional nervous disease ; (a) that the concussion 
should be severe enough to cause unconsciousness at the 
time it occurred. The absence of shell shock among the 
wounded has been dealt with above, and in spite of 
18 months' study of these cases we cannot indicate any type 
of neurosis, constant even within wide limits, as caused by 
physical concussion, so that expectations (a) and (b) are 
immediately negatived. With regard to expectation (c) 
difficulty is caused by dubious clinical histories, but in this 
connexion I think that the general tendency is for these 
patients to exaggerate the degree and duration of uncon¬ 
sciousness. Investigation of 142 cases of shell shock shows 
that 52 of them may have been exposed to the physical 
effects of explosion, these men having been near a bursting 
shell, or knocked over or buried thereby. Since in most 
cases the men were in the trenches, and the shells exploded 
outside, they would have been out of the direct line of 
air pressure. In 9 of these cases the question of true uncon¬ 
sciousness remains doubtful, 10 probably were rendered 
really unconscious, generally as the result of a blow from 
a sandbag or beam, but 33 did not lose consciousness at all. 
This shows that true concussion was neither frequent nor 
severe in these cases. 

Further investigation of this group show that in 8 the 
subsequent neurosis was almost certainly due to psychic 
shock; 7 were certainly partly psychic in causation; 6 did 
not develop symptoms until late (one man had no symptoms 
for three weeks after the explosion incident) ; 3 had had 
similar attacks before, in civil life; in 1 the neurosis 
antedated the explosion incident; in 1 similar symptoms 
recurred from the psychic stimulus of having to go to the 
front again; and 10 developed types of neurosis which, in my 
opinion, are most unlikely to have been caused by simple 
physical concussion, namely, 2 hysterical tics, 2 typical 
hysterical monoplegias, 5 deaf-mutes, and 1 hysterical 
somnambulism. Cases 38 and 101 are examples of those in 
which the psychic trauma appears to me to be more 
important than the physical trauma. In both unconsciousness 
was momentary at most, so that physical trauma must have 
j been slight. 

| Case 38.—Lieutenant-, aged 24. The patient came out 

at the start of the war and went through Mons and Le 
Cateau. On the Aisne an 11-inch shell landed in his trench— 
“ One man was simply blown away, and four others were 
done for." The patient was “knocked out” for some 
seconds only. After this incident he started sitting up in his 
dug-out night and day, thinking of high-explosive shells, and 
gradually getting exhausted and depressed. After about 
three weeks of this he was sent heme, and be remained in a 
more or less neurasthenic condition until sent out to France 
again in February, 1915, staying at a base camp until seen in 
March. When seen he was still in a neurasthenic condition 
and complained that he was still dreaming about the shell 
incident, *• seeing the man blown up—and the trench, as it 
was, like a butcher’s shop." 

Case 101.—Sergeant - , infantry, aged 28. Past and 

family histories negative. The patient had been nine months 
at the front, and had been through Mons, &c., but he kept 
quite well until about three weeks ago. “ Twenty-three days 
ago 1 was issuing rations when they got the range of us— 
and killed the other chaps. I got blown awav and knocked 
over. I saw everything—fellows in pieces. Then a second 
shell came. I got lifted and knocked about 10 yards." The 
patient started shaking after this, and felt “all to 
pieces," but carried on his duty. Two days later “ shells 
dropped on the dug-outs and killed the other chaps. I have 
not slept properly since this. If 1 go to sleep, I wake up 
seeing people killed, shells dropping, and all kinds of horrid 
dreams, all about war." Usually in these dreams patient 
saw the above men again, and awoke with a start and 
shaking. One or two of these men had been “pals.” 
General asthenia and mental depression were marked, and 
he suffered from attacks in which he “ burst out blubbing 

4 F. W. Mott: The Effects of Hlah Explosives upon the Central 
Nervous System, The Lancet, Feb. 12th, 1916. p 331. 
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like a child.” Over a fortnight after the first incident, while 
he was in a base hospital, “ head-shaking ” commenced. On 
examination the patient was found to be in a state of nerve 
tension, jumping at the least sound. He had spasmodic tic 
movements, causing extension of the head with protrusion 
of the lower jaw and contraction of the occipito-frontalis 
muscle. At times the muscles of the left shoulder-girdle 
were similarly affected. Slight fine tremor was present in 
the hands and eyelids, and there was difficulty in keeping 
the eyes fixed on an object. Sight and hearing were normal 
and bis intelligence above normal. 

To sum up these 52 cases which had possibly been exposed 
to the physical effects of explosion, there are only 5 
(3-5 per cent, of all cases of shell shock) in which the 
evidence, being negative in other respects, favours physical 
concussion as the cause of the subsequent neurosis. Even 
in these it is possible that psychic shock preceded loss of 
consciousness or that true loss of consciousness never 
occurred. (See Cases 25 and 141.) We may conclude that 
physical concussion occurs in but a few cases of shell shock ; 
in these it is not severe in degree, and plays but a small part 
in the production of symptoms, being comparable to, and in 
most cases of no more importance than, the minor injury in 
cases of traumatic hysteria of civil life. 

3. Possible Chemical Causes. 

Absorption of toxic gases generated by shell explosions .— 
Mott 9 has discussed the possibility of carbon monoxide 
poisoning and the effects which it may produce on the 
nervous system. In an individual case it is impossible to 
estimate whether such poisoning has taken place or not, 
because no clinical notes are brought from the front; but 
the fact that the wounded do not suffer from “shell shock” 
proves that gas poisoning cannot be more than a very rare 
and exceptional cause of this condition. Only three of my 
series of patients (2 1 per cent.) complained that they had 
been poisoned by “shell gas.” There was no evidence to 
indicate the nature of the gas or that carbon monoxide was 
present, and it is noteworthy that the elements of psychic 
terror and very slight physical injury were present in each 
case. 

Case 68.—Rifleman -, aged 24. Past and family 

histories negative. The patient had been in the firing line 
for six months and had kept quite well, having no nerve 
trouble until Hill 60. His regiment was going up the hill at 
night, to relieve those holding it, when it came under heavy 
fire from “gas shells,like mustard and cress.” The patient, 
being in the reserve company, was in a dug-out for a short 
time, but later started up the hill again under heavy shell 
Are. On the way up, six shells pitched near together, and he 
was knocked over and half buried in dust and debris. He 
was “ gassed and dazed,” but not “ stunned.” He got into a 
dug-out and then could not control himself, lying down with 
shaking all over which he could not stop. Slight shaking 
had persisted ever since. He suffered from headache for the 
first 48 hours only after the above. He complained of feeling 
depressed and that his sleep was spoiled by “ awful dreams, 
practically always the same, of Hill 60. I can see it all, 
where we lost 30 or 40 men; they screamed and moaned, 
some with their arms blown off.” The patient had not 
reported sick, but had been sent sick because of the tremor. 
On examination there were marked general depression and 
asthenia, and fine tremor of the hands. The knee-jerks 
were increased. Sensation was normal, and intelligence 
above normal. 

Case 107.— Private -, infantry, aged 20. No past and 

family histories of nervous nature remembered, but memory 
not good. The patient was quite mute, but understood 
questions and replied in writing. He had been at the front 
for three months, keeping quite well until 10 days ago, when 
“shells bursting near me and gas got into my lungs and 
made breathing very painful. One piece of shell, or stone, 
struck me in the side, and I did not remember any more 
until I found myself in the dressing station.” Since this 
he had been quite mute, depressed, miserable, and had 
suffered from constant frontal headache. His sleep was poor 
owing to dreams. “ I dream about as if there was always 
someone trying to shoot at me, and always shells bursting 
near me, and it seems as if I cannot escape from that gas.’' 
On examination there was fine tremor of the hands and the 
patient was quite mute. Hearing, intelligence, and writing 
power were quite normal. When asked a question he 
wrinkled his forehead and appeared to think hard, but the 
lips and tongue remained UDmoved, no attempt to articulate 
being made. Sensation and the reflexes were normal, and 
no contraction of the visual fields could be demonstrated by 
rough testing. Some tenderness was present over tbe-eighth 


» Op. cit., Feb. 26th, 1916, p. 441. 


rib on the right side, about the posterior axillary line, the 
spot on which he had been struck, but there was no bruising 
or other sign of injury, and the lung and pleura were normal, 
so that the blow cannot have been severe. 

Case 121.— Private-, infantry, aged 27. Past and family 

histories negative. The patient had been at the front for 
three months. A month ago he was slightly wounded, but 
the wound had healed and he had returned to the front. He 
was quite mute, but intelligent, communicating the follow¬ 
ing in writing: “ We were on our way to the trenches, and 
as we were going through the railway cutting they started to 
shell us, with gas shells mostly, and we had not been there 
more than a quarter of an hour when I was compelled to lie 
down through temporary blindness and weakness through 
getting a dose of gas through my mouth and eyes. I was 
lying down for about ten minutes when a shell came some¬ 
where near, and was struck by something in the face and on 
my left knee, and I remembered no more until I found 
myself in hospital. I was all of a shake, and while lying 
down would frequently jump up and wonder where I was.” 
The patient had been quite mute and rather depressed since 
the above incident. He dreamed occasionally, always about 
fighting and bursting shells, but not in connexion with any 
particular incident. Fine tremor, present in the hands, 
could be controlled by will, but was apt to be worse in the * 
quiet of the night. The knee-jerks were markedly increased. 
There was difficulty in fixing the eyes on lateral deviation. 
Slight deafness in the left ear was accounted for by chronic 
discharging otitis media, with an old perforation of the 
membrane. All other signs were negative, there being no 
evidence of injury on the face or knee. 

The psychic stimulus of terror was present in all three of 
these cases, reinforced in Case 68 by horrible sights. Cases 
107 and 121 both lapsed into prolonged unconsciousness 
immediately on receiving blows of such trivial nature that 
they caused no signs of physical injury and in such positions 
that concussion would be unlikely to ensue. The coincidence 
of loss of consciousness with the moment of injury and the 
fact that it was sudden render it highly improbable that it 
was due to gas poisoning. It is fair to infer that these men 
were in a condition of psychic tension in which they could 
have been knocked down by the proverbial feather, and that 
the effect of the blows was psychic rather than physical. 

A consideration of the psychic causation ot these cases, in 
conjunction with the absence of shell shock from amongst 
the wounded, compels us to the conclusion that chemical 
poisoning by shell gas cannot be more than an exceptional 
cause of “ shell shock.” 

' 4. Possible Psychic Causes . 

(a) Gradual psychic exhaustion from continued psychic 
strain. —(1) As a predisposing cause. The degree to which 
continued psychic strain will predispose to shell shook is 
most difficult to estimate. Most of my patients claimed 
that they had kept perfectly well up to the time of the 
causative incident, but some admitted that they had felt the 
strain on their nerves. Definite statements concerning 
family and past histories were obtained from 129 patients. 

Of 78 who denied having felt the gradual strain 46 were 
free from all neuropathic taint, whereas of 51 who confessed 
they had felt the strain only 8 were free from this taint. It 
is certain that continued psychic strain is much more potent 
as a disposing cause in those of neuropathic predisposi¬ 
tion, and I think that it must also have exerted a similar 
influence in a large number of those who were unconscious 
of its action. 

(2) As a cause of neurosis per se. In a few cases the 
“ shell shock ” had been gradual in onset and, as far as could 
be ascertained, due solely to the continued psychic strain of 
the anticipation, or presence, of danger. Two patients broke 
down immediately on reaching the trenches, though neither 
of them had actually come in contact with danger. One 
confessed to a previous nerve collapse in civil life, and that 
he had begun to feel “ queer ” on the journey to France ; the 
other had always been “timid,” and he collapsed at once 
from the sound of the guns. These are simple examples of 
anticipatory terror acting on neuropathic men. 

Of 13 men in whom the continued psychic strain of trench 
life appeared to be the sole cause of breakdown only 2 
were free from neuropathic predisposition. Four gave both 
personal and family histories of functional nervous trouble, 

5 gave positive family histories only, and 2 positive 
personal histories. The two men who were free from neuro¬ 
pathic taint had stood trench life for eight and six months 
respectively, whereas the “sticking period” for the neuro¬ 
pathic cases averaged two and a half months, the longest 
b b 2 
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being five months. In all these continued psychic strain 
cases the resultant neurosis was of asthenic type. Weakness, 
loss of energy, mental depression, and poor sleeping were 
prominent symptoms. Some were apprehensive and fearful, 
and most showed fine tremor and increase of knee-jerks. 

This group of cases shows that continued psychic strain is 
not likely to produce a nervous breakdown per se, except in 
the case of individuals of neuropathic predisposition. In 
the resulting type of neurosis, the group also forms an 
interesting contrast with another group of six cases in which, 
although the nervous condition was gradual in development, 
it appeared to be caused by a special incident. In this latter 
group neuropathic predisposition was much less common, 
and the resultant nervous affection was of hysteric rather 
than asthenic type. Most of these patients showed marked 
tremor, 1 suffered from waking hypnoidal states, 1 from 
hysterical somnambulism, 1 from hysterical paraplegia, and 
1 from hysterical hallucinations of smell leading to hysterical 
vomiting. The last case is worth recording as the only one 
in which a symptom connected with the sense of smell 
occurred, and also as an example of the manner in which 
the story of psychic strain is partly repressed by the patient. 

Case 146.— Lieutenant-, infantry. Past history negative. 

Family history nil, except mother of nervous disposition. 
After the patient had been at the front for three and a half 
months he started vomiting everything he took. This 
vomiting resisted treatment at the front, and a fortnight 
later he was transferred to a base hospital as a case of 
gastritis. There was no gastric pain, except such as occurred 
with the strain of vomiting, ana physical examination of the 
alimentary system was negative. In the course of examina¬ 
tion he also complained of his nerves, the latter taking the 
form of sleeping badly owing to dreams “about trench life at 
the front, of coming across something awful and burying it, 
of burying dead.” He used to wake suddenly from these 
dreams, sweating freely. It was obvious that these dreams 
were important because the patient was manifestly unwilling 
to refer to them, and became emotional on doing so. Further 
questioning elicited the fact that he had been very much 
upset by having to supervise the burial of a large number of 
decomposing bodies, and that after this incident he had been 
haunted by, and unable to escape from, “ that awful smell of 
the dead.” He had developed waking states of mental 
abstraction in which he kept going over the burying 
experience again and again; he had lost the power to 
concentrate his attention on anything else, and suffered 
from emotional attacks of crying when by himself. Finally 
it was evident, and the patient himself admitted, that the 
vomiting was simply secondary to the hysterical hallucina¬ 
tion of smell. 

We may conclude that gradual psychic exhaustion from 
continued psychic strain is an important causative factor in 
cases of shell shock, particularly in individuals of neuro¬ 
pathic predisposition. In these it may suffice per se, the 
resultant neuroses being of asthenic type. Cases of gradual 
development caused by a special incident differ in the fact 
that the resultant neurosis is usually of hysteric type. 

( b ) Sudden pay ohio shock .—In most cases of shell shock the 
immediate cause of the nerve collapse is to be found in some 
sudden psychic shock. The various events which may 
produce such sudden shock are (1) horrible sights, (2) losses, 
(3) fright from an explosion, or (4) sounds. From the nature 
of the case it commonly happens that two or three of these 
factors are combined in the production of psychic shock, 
making it difficult to apportion the measure of blame due to 
each ; but I think that anyone who has questioned a large 
number of these patients must have become deeply impressed 
by the critical influence exerted by horrible sights. 

(1) Horrible sights .—While the histories of 142 patients 
reveal that horrible sights formed a definite causative factor 
in 51 cases, and a probable factor in 13 more, it is certain 
that these figures are far below the true mark, owing to the 
remarkable repression of memory which takes place in con¬ 
nexion with sights. In some instances sights are com¬ 
pletely obliterated from conscious memory (see CaseB 25 
and 141), and in others this obliteration is partial, the 
patient striving to keep the sight memories from re-entering 
his own consciousness and reaching that of his questioner. 
(Memory in dreams only, unwillingness to talk about these 
incidents, with emotion on doing so, &cc.— Case 126.) I 
became convinced that the more a memory was repressed the 
greater was its significance in respect of the cause of the 
nervous condition, and, as far as I could ascertain, this 
repressive tendency was mainly concerned with memory for 
sights, from which, indeed, it was rarely altogether absent. 


Almost without exception men confess that they hats and 
fear shell fire, and I think that the self-control which 
enables them to endure it is largely due to the fact that full 
realisation of its horrible possibilities is not acute or clear in 
their minds. This deficiency of realisation may be partly 
conscious, a refusal to think, and partly unconscious, a 
negative gift of nature. Throughout life nature disarms our 
most trying moments by withholding acuity of realisation, 
and thus preventing psychic strain from attaining sufficient 
strength to break our nervous resistance. It may be that 
horrible sights are potent to cause shell shock because they 
convert a poorly imagined blurred picture, into a real picture 
acutely focussed, a half realisation into a full realisation, the 
latter being too powerful for nerve resistance to withstand. 
Cases 25 and 141 are examples of complete obliteration of 
sight memories, in which, however, the memory of the 
explosion is retained. 

Case 25.—Private-, R.A.M.C., aged 19. Notes from field 

ambulance: “Private-was close to a shell which burst 

among a company standing in the road, killing 20 and wound¬ 
ing 20 others. He worked well in assisting the wounded, 
and then proceeded to clear up the fragments of the killed. 
Whilst doing this he suddenly lost his mental balance, and 
has been in his present state nearly 24 hours. He has been 
given bromides.” Notes by another medical officer attached 
to the same field ambulance: “This man is suffering from 
mental shock caused by having to clear away the remains of 
a number of men killed by a shell. He does not recognise 
his friends, and at frequent intervals has periods of terror, 
exclaiming ‘ Cover it up.’ He is sleepless (without drugs). He 
takes food badly. He is possibly suicidal, or may become so.” 
The patient’s own story was that he hal been at the front 
for four months and had kept quite well. After a day or two 
of heavy work under shell nre he remembered being on the 
La Bassee road with the troops. “ And I remember the 
crash of some shot and a shelf burst, I think, and I can’t 
remember anything more until I woke in the morning in the 
train. [This must have been at least 48 hours later.] I oan 
only remember the noise and I think men calling out.” The 
patient’s intelligence and his memory for all events previous 
to the above were excellent. On admission to base nospital 
the same day that he “ woke ” in the train he complained 
of feeling “ s*wimmy in the head, as if expecting something, 
something seems to be coming, as if something going to 
happen, something nastv, when I hear anything Tike the 
whistle of a shell coming towards me.” There was no 
tremor; in fact, physical examination of the nervous system 
was negative in every respect. 

The above case is an example of complete amnesia dating 
from the moment of explosion. It illustrates the immense 
value of a note from the medical officer at the front. 
Without such a note the case would have been included with 
those which, failing other evidence, have been put down 
as possibly due to physical concussion. 

Case 141.—Sapper -, R.E., aged 25. The patient was 

admitted to a base hospital in a semi-stuporose state. He 
would not answer questions and mistook the identity of those 
around him. He slept most of the first day in hospital. The 
next day he was a little better, recognising to some extent 
that he was in hospital and that the orderlies and patients 
were not his old friends. He complained that his mind was 
• all of a blur.” He did not remember coming to France, 
saying “ it all seems a mist." He wandered from one 
subject to another but recognised that he was ill, was 
afraid of becoming insane, and wished to be better. There 
was some coarse tremor of the hands, but all other 
physical signs were negative. Later the same day he 
complained of not sleeping and not knowing whether he 
was dreaming. At intervals over a period of about half 
an hour, helped by questions, he ejaculated the follow¬ 
ing with much emotion—“ Joe, don’t go—Give me my 
rifie—Joe—Ten killed—Poor old Taffy—Dreamt last night- 
Saw Harry Edmunds with all his ribs broken—When we 
had the explosion—5000 bombs, or two and a half tons of 
explosives, blew up—Joe—Clay said he’d never live three 
wee k s _Glasses blown in—Taffy killed by shell in stomach— 

S_ L- all privates blown off him—Just after leaving 

workshop.” At times, between the above statements, patient 
went into short trance states, staring and pointing out of the 
tent, l»eing impervious to questions and difficult to bring 
round. It was evident that he had been in an explosiop 
incident in which many of his friends had been kiHed and 
mutilated, but in which he himself had escaped physical 
injurv, remaining all too conscious of what was taking place. 
The next morning I found him in a condition of cheerful 
emotion, saving that he was ever so much better and that 
the orderlv had “ saved ” him. It appeared that the orderly 
had taken him to the Y.M.C.A. recreation tent, played the 
piano to him, and made him play himself, whereupon his 
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whole conscious field had suddenly changed over, the patient 
becoming an intelligent, cheerful, but emotional man, with 
good memory for everything previous to his reaching France, 
and memory of the simple fact of an explosion, but nothing 
more. On taking him through the names mentioned above 
he remembered them all, saying that the men had been in 
his company. He did not remember anything connected 
with them in France. When asked where these men were 
he said that he did not know, but he was not in the least 
anxious or bothered about them. 

This case is not unlike Case 25, showing almost complete 
dissociation of consciousness. In the first phase after the 
explosion almost everything was obliterated from memory 
except the losses and sights connected with it. In the 
second phase everything that had occurred after arrival in 
France was obliterated except the solitary fact that an 
explosion had taken place. The case would have been 
included as a possible physical concussion case by anyone 
who had not seen or received notes about the patient in the 
first phase. 

An example of partial repression of memory for sights is 
seen in Case 68 quoted above, and the following case is of 
similar nature. 

Case 126.—Private -, infantry, aged 24. Admitted to 

hospital complaining of sleeping badly, pains in the head, 
and inability to settle to anything. Family history negative. 
Past history : A previous attack of neurasthenia, caused by 
worry, in civil life. The patient had been at the front 
for over four months, and had kept perfectly well until he 
was slightly wounded in the tongue and mouth on May 4th, 
1915. On the same day his brother was killed beside 
him. The wound had healed in a week, and the patient 
was transferred to a convalescent camp. He stated that he 
bad been worrying about his wife for some, time, but there 
was no reason for this, and it appeared to be symptomatic 
rather than related to the causation of the nervous condi¬ 
tion. He remained in the convalescent camp for three 
weeks, keeping perfectly well except for slight headache 
which was increased by physical exertion. Two days before 
admission to hospital he remembered getting out of bed in 
the convalescent camp and then nothing more until he 
“woke” in the camp sick room. He was told that he had 
been found lying down in the camp, holding his hands to his 
head and talking about the trenches. When questioned 
about his sleep he answered that it bad been very bad since 
the day he was wounded owing to horrible dreams which 
woke him with a start and shouting. The account of these 
dreams was only obtained with difficulty, the patient being 
most unwilling to speak of them, and breaking down w ith 
emotion on doing so. The incidents which recurred in the 
dreams were—“ My brother shot—Men with their heads 
blown off—A pregnant woman caught in the stomach by a 
shell, the child and her bowels dropping out.” These sights 
recurred again and again, not only in dreams, but also in 
waking states of mental abstraction. On examination the 
patient was found to be depressed and quietly emotional, 
but physical signs were negative, except for slight increase 
of knee-jerks and some line tremor of the hands. 

(2) Losses. —Losses help to cause shell shock in somewhat 
the same way as sights. The effect does not depend upon 
simple numbers, but upon clarity of realisation, a few losses, 
or even a single loss, clearly seen, or including friends or 
relatives, being much more potent than large general losses. 
In the case of a few losses clearly seen horror is added to 
terrof, and if friends or relatives are affected these feelings 
are intensified and grief is superadded. Examples of the 
adjuvant causative action of losses are seen in Cases 38,101, 
68, 25, 141, and 126 quoted above. 

(3) Fright from an explosion .—Simple fright from being 
near a shell or bomb explosion may suffice to cause shell 
shock by itself, but in most cases the additional fright due 
to partial or complete burial, or to other psychic factors, has 
been present as well. All my cases of burial were included 
in the consideration of possible physical concussion, and 
need not be referred to again here. In the following case, 
simple fright produced by a neighbouring explosion was the 
only apparent cause, and it is worth noting that the man 
was a neuropathic subject. 

Case 109.—Sapper-. aged 19. Family history : Mother 

“nervous.” Past history: Two years ago patient had an 
attack similar to the present one. It was caused by over¬ 
work, in no way connected with accident or fright, and 
resulted in his being away from work for five months. He 
had kept quite well at the front until ten days ago. Then, 
while he was in a dug-out, one shell pitched on top of the 
bank above it, and was followed a moment later by another 
shell which burst in front. These did no damage to the 
dug-out, except to cause a slight falling in. The patient 


stopped there and carried on with his duty that night, but 
he reported sick next morning, feeling very queer, and 
shaking slightly above the waist. He could remember 
getting half-way down the road to see the medical officer, 
but nothing more until he “came to" in the dressing 
station. This may have been about two and a half hours 
later, and he thinks that he had been found in a fainting 
condition on the road. After two days in hospital he was 
transferred to a convalescent camp, but later was readmitted 
to another hospital. He complained of “twitching” ever 
since reporting sick, and occasional slight frontal headache. 
He suffered from “ funny feelings" at night, preventing 
sleep—e.g., “A man was over my head with a mallet, going 
to hit me. He also complained of “sort of dreams; there 
is somebody above me all the time." On examination there 
was constant tremor of both arms and slight tremor of the 
head and tongue, and jerky movements of the eyes. There 
was some spasm of the right leg, and both legs reacted 
to examination bv violent tremor. Sensation was normal. 
The excitement of examination produced free sweating. 

In this case physical concussion and gas intoxication 
are negatived by the trivial injury to the dug-out and the 
complete absence of immediate symptoms. 

(4) Sounds .—Simple noise does no more than exert a 
slight adjuvant action in promoting psychic shock, and this 
action appears to be limited to the cases of a few men of 
neuropathic nature. As mentioned above, the sound of our 
own guns formed the final stimulus in one “anticipation 
terror ” case. The following case is another example of noise 
as an adjuvant cause. 

Case 96.—Lance-Corporal -, aged 36. Family history 

negative. Past history: Nerve debility four or five years 
ago, caused by overstudy of music. The patient did not 
have to stop work, but suffered from depression, anorexia, 
and insomnia for a period of 11 weeks. He was at the front 
for about four weeks, and got on well until one day when eight 
shells pitched near him. He was not hurt in any way, out 
after this he suffered from anorexia, insomnia, and depression. 
Twelve days later when billeted near some English artillery 
these guns were heavily engaged. No shells dropped near, 
but “ the noise properly finished me off." Since that time 
the insomnia, depression, and anorexia had been more 
marked. Dreaming had not occurred, but the patient had 
not slept unless heavily drugged. His general condition was 
one of neurasthenia, and the insomnia was found to be real 
and difficult to combat. 

These cases show that the psychic trauma of acute fright 
will cause shell shock. Sounds exert but a feeble action in 
the production of fright, and simple nearness to a shell 
explosion is not often sufficient by itself; but when an 
explosion causes burial of the individual, or mutilation of 
others, the intensity of terror or summation of terror and 
horror produced is often sufficient to break through the 
bounds of psychic resistance and lead to nervous collapse. 

5. Causes of Relapse. 

A consideration of the frequency and causes of relapse 
throws some sidelight on the general etiology of shell shock. 
Of the series of 150 cases no fewer than 41 (27*3 per cent.) 
were first seen by me when in a condition of relapse. These 
patients had been treated in other hospitals, transferred to 
convalescent or base camp as fit, or nearly fit, to go to the 
front again, and subsequently admitted under my care for 
nervous symptoms occurring in these camps. It may be 
assumed that the original condition of these patients had 
appeared slight and of little moment, but careful investiga¬ 
tion revealed that they had never completely lost their 
symptoms. No less than 72-2 per cent, were of neuropathic 
predisposition. In most cases it was evident that the imme¬ 
diate cause of the relapse was the psychic strain of fear at 
having to go to the front again, and in some symptoms did 
not recur until they were actually starting for the front. 
This percentage of relapsed cases is greater than could be 
expected if the cause were an original finite physical trauma, 
but it is no more than we ought to expect in the case of an 
original trauma of psychic nature, and so still capable of 
conscious, or unconscious, action and reinforcement. 

The general evidence shov.s that physical and chemical 
events can have exerted a causative influence in few, if any, 
cases of shell shock, the vast majority being certainly due to 
psychic trauma. To connect such psychic trauma with a 
“sex complex” is impossible. 

It may be said that if psychic trauma be the cause of 
shell shock the wounded should suffer from it as much as 
the nnwounded. That they do not do so is a well-established 
clinical fact, showing that shell shock and a definite wound 
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are to a large exteat incompatible. It seems that the 
physical trauma of a wound tends to neutralise the psychic 
trauma which precedes or accompanies its production. In 
the case of a seriously wounded man psychic perception is 
blunted, or even completely suspended, for the time being. 
In the less seriously wounded attention is for the time being 
directed to the wound, and though acuity of psychic per¬ 
ception cannot be much blunted, it is diverted or side¬ 
tracked to such an extent that but little remains to trouble 
conscious memory. F urther, the wounded man has something 
to show for his pains and discomfort, and a certain passport 
to immediate freedom from danger. In this manner the 
action of the psychic trauma is so much reduced that it lacks 
the intensity necessary to produce the conditions known 
as shell shock. I doubt, however, that it is entirely 
destroyed, and think it may manifest its presence later in 
promoting late nerve exhaustion or by predisposing to 
subsequent neuroses from other stimuli. 

Conclusions. 

1. The wounded are practically immune from shell shock, 
presumably because a wound neutralises the action of the 
psychic causes of shell shock. 

2. Exposure and hardship do not predispose to shell shock 
in troops who are well fed. 

3. While it is theoretically possible that physical con¬ 
cussion resulting from a shell explosion might cause shell 
shock, it is certain that this must be regarded as an extremely 
rare and unusual cause. 

4. Chemical intoxication by gases generated in shell 
explosions cannot be more than a very exceptional cause of 
shell shock. 

6. Gradual psychic exhaustion from continued fear is an 
important disposing cause of shell shock, particularly in 
men of neuropathic predisposition. In such subjeots it may 
suffice to cause shell shock per w. 

6. In the vast majority of cases of shell shock the exciting 
cause is some special psychic shock. Horrible sights are 
the most frequent and potent factor in the production of 
this shock. Losses and the fright of being buried are 
also important in this respect. Sounds are comparatively 
unimportant. 

7. A consideration of the causes and frequency of relapses 
favours an original cause of psychic nature. 

8. Any psychic shock or strain may cause a functional 
neurosis, provided it be of sufficient intensity relative to the 
nerve resistance of the individual. Such shock or strain 
need not have any connexion with “sex complexes.” 

Welbeck-etreet, W. 
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Two recent cases under the care of my colleague, Mr. 
H. Morriston Davies, at University College Hospital, both of 
which he very kindly asked me to study, led me to write a 
short paper upon the subject of this title. This consequence 
of pulmonary disease, I am aware, is one that has been 
recognised for many years, but the more intimate details 
which recent research upon heart disease has elaborated, 
and the forward progress of the treatment of pulmonary 
affections, seem to justify once more some observations upon 
the clinical symptoms. Accordingly, I will not delay with 
any minute description of the two cases in point, but, after 
alluding to the features which had attracted our attention, 
turn to the general consideration of right-heart failure 
secondary to extensive pulmonary disease. 

The first case was a young woman suffering from chronic 
pulmonary tuberculosis. The second was a small boy with 
extensive pulmonary sclerosis and bronchiolectases. In both, 
with considerable rapidity, a change had taken place in the 
clinical picture. The pulmonary condition had fallen into 
the background , and a series of symptoms, apparently cardiac, 
had become predominant. Dyspnoea had increased, a very 
striking lividity of the whole integument, and notably of 
the face and extremities, had become permanent, dropsy 
and ascites had attained a high grade, and the liver in both 


cases was greatly enlarged. Venous engorgement was con¬ 
spicuous, but the pulses—a point of importance—though 
strikingly rapid (120-140 per minute), were not arrhythmic ; 
and the quantity of urine passed was considerable. These, 
together with a tricuspid systolic murmur, were the features 
which attracted attention and made it clear that some very 
definite change had taken place in the course of these 
illnesses. 

It is some 20 years ago since Dr. Cheadle first directed my 
attention to this clinical phenomenon exemplified in a boy 
aged 14 years who had never suffered from heart disease, 
but had for years been the victim of severe bronchitis and 
emphysema. This patient also showed striking lividity and 
had developed extreme ascites and dropsy, with great 
enlargement of the liver and a rapid pulse. Dr. Cheadle 
then pointed out the predominance of the cardiac symptoms, 
which, he impressed upon me, had altered entirely the 
clinical appearance of a case that in previous years had 
been wholly pulmonary in its behaviour. 

In April, 1916, Lutembacher, from the clinic of Professor 
Vaquez, published an admirable paper upon this same 
sequence of events, and to this paper, based upon a 
number of observations, I am indebted for further assistance 
in obtaining a clear conception of the sequence of events. 

Failure of the right side of the heart may, as we know, 
occur under various circumstances. The most frequent 
oause is undoubtedly an organic mitral lesion, but among 
others it may result from a pulmonary stenosis or organic 
disease of the tricuspid valve. Rupture of an aortic 
aneurysm into the pulmonary artery is yet another though 
rare cause of this failure, as also primary sclerosis of the 
pulmonary arteries. The group before us, however, is the 
result of primary disease of the lungs, whether tubercular 
or due to non-tubercular cirrhosis of the lungs, or again to 
bronchitis and emphysema or carcinoma. In each case the 
essential lesion is a damage to a large area of the pulmonary 
circulation, not at its fountain-head, the pulmonary artery, 
but at the periphery as the result of the extensive chronic 
disease of the lungs. An outstanding feature of such cases 
will be that the cavity of the heart to feel the strain first is 
the right ventricle, the left side escaping, and accordingly 
we find certain peculiarities in the clinical symptoms. 

The clearest example of the gradual evolution of primary 
failure of the right side of the heart is provided by such a 
lesion as pulmonary stenosis. The picture is not so obvious 
when the primary lesion is an extensive disease of the lungs 
and the course is not so simple. In pulmonary stenosis we 
find the right ventricle hypertrophying, and for some years 
this effort may prove successful; then signs of failure begin 
to appear. A triple rhythm may possibly mark the stage of 
transition ; later all the signs of failure develop step by step. 
When, on the other hand, pulmonary disease is the cause, 
complete examination of the heart may be made difficult by 
emphysema, and further, while the right ventricle maintains 
its efficiency our attention is naturally directed to this pul¬ 
monary disease. It is only when cardiac failure supervenes 
that we are attracted to the minute study of the heart. 
Nevertheless, in this group, as in pulmonary stenosis, we 
recognise this common feature, the comparative integrity of 
the left side of the circulation. 

If, then, we summarise some of the striking features of 
this group we find the following are the most important:— 

1. A comparatively abrupt change in the appearance of the 
case from a pulmonary to a cardiac aspect. This is the most 
characteristic of all the features, for in cases of organic 
valvular disease of the right side of the heart the con¬ 
dition is throughout one of cardiac disease passing gradually 
from the stage of compensation to that of failure. On the 
other hand, when the cause of failure is due to organic 
disease of the left side of the heart, evidence of failure 
of the left side precedes the failure of the right, and though 
the lungs must suffer in this change the case is clearly a 
cardiac one throughout. 

2. Great and general lividity. This symptom at once 
attracts our attention, and at the first glance suggests the 
“ morbus cceruleus. ” The explanation is clearly dependent 
upon the diminished oxygenation due to the damage to the 
pulmonary circulation, the pulmonary disease, and the 
failing power of the right ventricle. It is a lividity not only 
of the face and extremities but also of the whole skin. 

3. Great venous stasis and engorged jugulars. The latter 
sign leads to a short consideration of the venous pulse in 
these cases. Recent years have shown us that the character 
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of the venons pulse in the neck is primarily dependent upon 
the auricular part of the heart. If in mitral stenosis 
auricular fibrillation occurs, the a-wave necessarily vanishes, 
and if there is also much tricuspid regurgitation the 
ventricular pulse is established. In these cases, however, 
the strain falls first upon the right ventricle, and the right 
auricle may continue to contract actively, in fact with 
increased vigour, with the result that the a-wave, far from 
disappearing, may become more evident. The ventricular 
pulse, dependent as it is upon an inert auricle and tricuspid 
regurgitation, may not for the same reason appear. In other 
words, the particular venous pulse that may be found in 
these cases will depend upon the condition of the right 
auricle, which we must recognise may be working hard and 
far from a state of fibrillation. 

4. Absence of conspicuous arrhythmia of the heart and 
pulse. These features were well illustrated in both the cases. 
In these the pulses, though strikingly rapid and small in 
volume, were very different from those we meet with so 
frequently in mitral disease with failure of the right side. 
In the last stages arrhythmia may supervene, but even this 
is not constant. 

5. Associated with the preceding feature is the passage of 
a fair quantity of urine. This points also to the comparative 
integrity of the left side of the heart. In such a grave con¬ 
dition the urine is albuminous, and in the final stages renal 
stasis may supervene. 

6. Great enlargement of the liver is the immediate result 
of the failure of the right side of the heart. In the tuber¬ 
cular cases the supervention of hepatic tenderness with 
enlargement deserves attention, for experience has shown 
that though enlargement of the liver is frequent in the 
tubercular, the increase is, as a rule, due to fatty change, 
and is not painful. The tenderness points to the rapid 
congestion of the liver. 

7. Together with this symptom come those of ascites and 
oedema, which may be very extensive. 

8. A tricuspid systolic murmur is detected on ausculta¬ 
tion. The maximum is low down over the ensiform cartilage 
and its intensity varies. The presence of this murmur and 
the absence of others will afford strong support to the 
diagnosis that the failure of the right ventricle is secondary 
to primary disease of the lungs. 

9. The results of radiographic examination, (a) It is seen 
on the screen that the enlargement of the heart is asym¬ 
metrical owing to the disproportionate size of the right side. 
The outline is not so circular as in failure the result of mitral 
disease, and the transverse measurement not so great. ( b) 
The left border of the outline is not so circular as in mitral 
disease with failure of compensation, but makes an obtuse 
angle, the apex of which is formed by the junction of the uppei 
limb constituted by the left ventricle with the lower formed 
by the right ventricle. ( 0 ) Lutembacher directs attention to 
the effect of the cardiac contraction in this condition. This 
uncovers from the shade of the diaphragm all the lower 
border of the right ventricle. 

10. The pulmonary signs are extensive, for not only are 
there those which result from oardiac failure, but in 
addition, and more important, those which have been the 
primary cause of the failure. 

When in a case of severe pulmonary disease this stage 
of cardiac failure appears the outlook is unfavourable and 
life may drag on for only a period of months. Dyspnoea, 
except when at complete rest, is persistent and progressive. 
The general venous stagnation makes the digestion difficult, 
vomiting frequent, and absorption imperfect. The high 
degree of cyanosis produces mental lethargy and actual 
somnolence. Death occurs from asphyxia with or without 
pulmonary haemorrhages and infarctions, and in addition 
the original pulmonary disease may spread locally, or if 
tubercular disseminate to other organs. 

It is very striking how after a brief and partial effect the 
cardiac tonics, such as digitalis, entirely fail to slow the heart 
or influence the dilatation. 

The diagnosis of this form of cardiac failure is clearly one 
in which an accurate knowledge of the patient's history 
and a broad survey of the entire illness are indispensable. 
Considered apart from these essentials it is possible for 
several somewhat similar conditions to occur—for example, 
congenital heart disease, right heart failure secondary to 
disease on the left side, adherent pericardium strangling 
the heart, aneurysm of the aorta rupturing into the 
pulmonary artery, arterio-sclerosis of the branches of the 


pulmonary artery, failure of the right side of the heart 
prior to the failure of the left in chronic hypertension. In 
practice much difficulty will be avoided when we bear in 
mind that pulmonary disease occupies all the earlier history 
of this group of cases, that rheumatism takes no part, and 
that radiography will exclude the existence of an aneurysm. 
Aubertin and Girou’s remarkable case of primary arterio¬ 
sclerosis of the pulmonary vessels showed symptoms similar 
in character, but there was no gross pulmonary disease, 
the lesions lying in the artery walls themselves. 

The clinical picture of polycythsemia rubra lacks the great 
oedema and ascites and is usually a very different one, but 
one case under my observation deserves a brief description. 

A man, aged 47* came to my out-patient department in 
December, 1914, for an opinion upon the condition of his 
chest, stating that for some months he had lost flesh and had 
coughed up blood-stained expectoration. Both upper lobes 
of the lungs were deficient m resonance and the air entry 
singularly deficient, but there were no moist sounds audible. 
My attention was attracted to his leaden-blue colour and to a 
definite enlargement of his spleen, and the possibility of 
polycythsemia rubra suggested itself. The blood count 
showed 6,800,000 red cells, with haemoglobin 140 per cent. 
Repeated examinations of the sputum for tubercle baoilli 
were negative, and the X ray picture threw no light at all on 
the condition. I tried the effect of small doses of thyroid 
extract, then calcium lactate, and finally quinine and iron. 
After six weeks’ stay he left hospital but still kept under my 
observation. His blood had been much improved by the 
quinine and iron. His colour was much less leaden and the 
red cells only numbered 5,610,000; haemoglobin 120 per cent. 
In other respects he was no better; he still coughed up 
blood-stained sputum and complained of a stuffy sensation 
in the chest, and had lost weight. Four weeks later a 
striking change occurred ia the physical signs in the 
development of complete dullness over the right side of 
the chest with much increase in the dyspnoea. The absence 
of any evidence of tuberculosis, coupled with the general trend 
and symptoms of the case, strongly suggested the presence of a 
neoplasm. Two pints of blood-stained fluid were withdrawn 
with passing relief, but death occurred on March 4fch, 1915, 
after the appearance of thrombosis in the right femoral 
vein and pericarditis. The post-mortem examination showed 
primary carcinoma of the right bronchus spreading into 
both lungs, and involving the liver, suprarenale, and 
pericardium. 

This case showed a remarkable combination in the occur¬ 
rence of pulmonary symptoms with lividity and a high 
degree of polycythsemia, but the picture lacked entirely signs 
of right ventricle failure with the oedema, ascites, and great 
enlargement of the liver. In a second case of carcinoma of 
the lung the symptom of polycythsemia was present, but again 
the clinical picture lacked the signs of right heart failure. 

The most real difficulty in diagnosis is the danger of 
focussing attention entirely on the pulmonary signs and 
attempting to explain all the cardiac symptoms as if they 
were pulmonary in nature under the hypothesis of a 
secondary toxsemia. Once more it may be repeated that 
the key to the solution lies in the change of the clinical 
picture from a pulmonary to a cardiac one. Examination 
after death demonstrates conclusively the nature of the 
cardiac lesion, for the right ventricle and auricle show 
extreme enlargement and the pulmonary artery itself may be 
considerably dilated. 

I have ventured to dwell upon this condition because in 
recent years thoracic surgery has made important progress, 
and it may be helpful to call to mind this train of symptoms 
once more. For example, I would cite the operation for 
artificial pneumothorax in tubercular disease of the lungs, 
for there are many records of striking successes in suitably 
chosen cases. This point, however, we have to bear in mind, 
that in this particular endeavour to arrest the tubercular 
process it is unavoidable that for a time we put out of aotion 
a considerable portion of functioning lung, and in so doing 
must then disturb the balance of the pulmonary circulation 
and probably throw some considerable strain on the right 
ventricle. No doubt the balance is quickly adjusted, but it 
is possible that in a weakly subject the reserve power of the 
right ventricle may be rudely shaken and secondary heart 
failure encouraged. The surgeon has not only to consider 
the pulmonary lesions—often in themselves formidable 
enough—but the condition of the heart, and, indeed, the 
entire constitution, of his patient lest in benefiting the 
primary lesion he strike a serious blow to the all-important 
reserve power of the right heart and precipitate this form of 
cardiac failure. 

Devonshire-place. W. 
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THE EFFECT OF FERRIVINE AND 
INTRAMINE ON SYPHILIS. 

By L. W. HARRISON, D.S.O., M.B., Ch.B. Glasg., 

LIEUTRMANT-COLONEL, R.A.M.C. ; OFFICER IN CHARGE, MILITARY 
HOSPITAL, ROCHESTER ROW, LONDON, 9.W. ; 

AND 

H. MILLS, M.R.C.S., L.R.O.P. Lond., 

LATE TEMPORARY CAPTAIN, R.A.M.C. 


c. 


In view of the claims which have been advanced for the 
action of ferrivine and intramine on syphilis, the following 
account of a test which we recently made of these com¬ 
pounds may be of interest. 

The biological and chemical hypotheses which have led Mr. 

J. E. R. McDonagh to consider di-ortho-amino-thio-benzene 
and tri-para-amino-benzine-ferric sulphonate (intramine and 
ferrivine) to be specific remedies against syphilis, have been 
discussed by him in recent papers, and we do not propose to 
deal with them here. For our purpose it is necessary to 
mention only Mr. McDonagh’s main conclusions regarding 
the biology of the micro-organism of syphilis and the modes 
of action of antisyphilitic remedies. 

As to the biology, Mr. McDonagh described in 1912 a life- 
cycle of the micro-organism of syphilis, in which it was 
asserted that the spirochseta pallida is not the cause of 
syphilis, but only the male phase of its micro-organism, 
which he called “the leucocytozoon syphilidis.” The 
biochemistry of the various phases of this life-cycle and 
of syphilitic tissues as worked out by him has led Mr. 
McDonagh to the conclusion that Ehrlich was mistaken 
in considering that salvarsan acts by virtue of its parasito¬ 
tropic effect; that, in fact, it acts by directly increasing the 
amount of active oxygen in the serum of the host and so 
increasing his resistance—an indirect and not a direct 
action on the parasite. According to this author, the 
active oxygen in the serum of the host can be increased 
directly by administering any strongly adsorbed metallic 
compound such as one containing iron or aluminium in 
trivalent form. In Mr. McDonagh’s opinion it is not 
necessary, therefore, to use such a toxic metal as arsenic 
iron will answer the purpose equally well. Hence his 
advocacy of ferrivine. According to Mr. McDonagh, 
ferrivine acts like salvarsan, and owing to its non-toxicity 
larger doses can be given, and they can be repeated at 
shorter intervals. Also, all these metallic compounds act 
only on the adult male phase (the spirochseta pallida) and 
the impregnated female. In the early stages of syphilis 
one commences treatment with a metallic compound, either 
ferrivine or salvarsan. In the later stages one commences 
with a compound whioh increases the active oxygen in the 
serum indirectly. Hence the introduction for this purpose 
of the sulphur compound di-ortho-amino-thio-benzene, or 
intramine. 

We may say at once that we have been impressed by 
the fact that Mr. McDonagh’s biological discoveries (pub 
lished, as we have mentioned, in 1912) have not been 
publicly confirmed by any biologist of standing, although 
probibly most biologists favour the idea that the micro¬ 
organism of syphilis has a life-cycle. Also, that eminent 
chemists have confessed themselves unable to understand 
his chemistry. Recognising that this might prejudice our 
practical tests of intramine and ferrivine, we have taken 
particular care to guard against their influence, cross¬ 
checking our observations and submitting them to others 
for confirmation or otherwise. Having been favoured with 
a supply of these compounds by the British Drug Houses 
Limited, to whom we would here express our indebtedness 
we chose for the test three ordinary cases of secondary 
syphilis, cases with well-marked lesions, the clinical progress 
of which could easily be watched, and from which it was 
easy to obtain specimens for microscopic examination. The 
details of the cases are as follows. 

Case 1. -Patient aged 27. Healed indurated frenal chancre 
of two months’ duration. Anal mucous patch (dry). Pigmen¬ 
tation of macular rash still present on trunk. Mucous patch 
on upper lip; fauces ulcerated. S. pallida present. May 3rd, 
1916: Firat injection 1 gm. ferrivine, diluted to 200 c.c. with 
distilled water. Vein washed through afterwards with normal 
saline. The patient became extremely collapsed on the table, 
with respiratory distress. Pain in epigastrium followed by 


repeated vomiting. Vomited during the night in the ward ; 
slight rigor. Temperature 101° F. 4th: S. pallida still present 
in mucous patches. The patient had recovered from the 
reaction. 5th : Second injection 1 gm. ferrivine. Technii^e 
as above. The patient again became collapsed on the table 
and vomited. Profuse perspiration. Temperature 99*4°. 7th: 
Veins of both arms thrombosed. S. pallida still abundant in 
unaltered mucous patch on the lip. 9th: S. pallida still 
present. 10th : S. pallida still abundant in the morning. It 
was here decided to discontinue the ferrivine course, and 
“ 3 gm. salvarsan was administered without reaction. 11th : 

, pallida disappeared from mucous patch (which has 
markedly altered in appearance) 18 hours after 0*3 gm. 
salvarsan injection. 12th: Mucous patch healed. No 
. pallida found after a thorough search by different 
observers. 

Case 2. — Patient aged 25. May 1st, 1916: Multiple 
indurated ulcere in coronal sulcus of glans penis. Papular 
lichenoid syphilide, nape of neck, around elbows and oyer 
both hips (symmetrical;. Also faint erythema. 8. pallida 
present in chancres. No albumin in urine. First injection 
1 gm. ferrivine solution diluted to 200 c.c. with distilled water. 
Vein washed through afterwards with normal saline. Severe 
reaction whilst on the table. Respiratory distress. Pain in 
epigastrium. Pulse very weak. Profuse perspiration. 
Vomited. Slight rigor at 6 p.m. Temperature 101*2° F. 
2nd to 5th: S. pallida in chancres on daily examination. 
Vein thrombosed. Rash unaltered. Second injection of 
ferrivine 1 gm. on May 5th. Technique as above. Similar 
reaction and vomiting. Temperature 101*6°. 7th: 1 gm. 
intramine injected intramuscularly. 8th: Bad night, severe 
pain from intramuscular injection. Patient vomited during 
night. Temperature 101*6°. S. pallida still present in 
chancres which are not yet healed. 10th: Third injection 
1 gm. ferrivine. Less reaction. Patient vomited m ward. 
Temperature 101*6°. 12th : Veins of both arms thrombosed. 
Cannot bear pressure at site of injection of intramine. 
S. pallida still present. 14th : Fresh papules appeared on 
both flanks. Snail track ulcers developed over right tonsil. 
S. pallida present in same. Both new lesions. Site of 
intramine injection very painful and swollen. 16th : Both 
fauces ulcerated.- S. pallida present. Penis healing. Site of 
intramine injection painful, infiltrated and fluctuating m 
centre. 17th: Treatment with salvarsan and mercury 
commenced. 

Condition on 


Case 3.— Patient aged 39. May 2nd, 1916. 
admission: Large indurated mass at frcenum under 
phimosed prepuce, duration approximately six weeks. Pro¬ 
fuse papulo-pustular rash general. General adenitis. Anal 
mucous patch. Moist papules on scrotum and inner surfaces 
of thighs. Fauces ulcerated. No albumin in urine. S. pallida 
present in moist papules by dark-ground examination. 
3rd, 3.30 p.m.: First intravenous injection 1 gm. ferrivine; 
solution diluted to 200 c.c. with distilled water, and vein 
washed through with normal saline. Whilst on the table 
patient exhibited sudden respiratory distress, with in 

the epigastrium, and turned an ashy-grey colour. The 
pulse became imperceptible and the patient broke oat mto 
profuse perspiration and was then violently sick. 6 p.m.: 
Rigor. Temperature 102° F. Vomited again; severe head¬ 
ache. Diarrhoea enBued during the night with persistent 
vomiting. The symptoms subsided on the following day. 
Temperature 99°.' 4th: S. pallida still present in moist 
papules. 5th: Second injection 1 gm. ferrivine. Same 
technique. Similar reaction to above. Severe rigor at 
6 p.m. Temperature 103°. 8. pallida still present. Vein 
used at previous injection now thrombosed. 7th: l gm. 
intramine into gluteal muscles. “Rough night. Pain 
excruciating. S. pallida still present m moist papules. 8th: 
Site of intramine injection very swollen and tender. Marked 
oedema of 1 umbar region. Patient unable to lie on that side. 
S. pallida still present in moist papules. 9th: S. pallida 
still present. Patient somewhat more comfortable. 1™] 
Third injection ferrivine 1 gm. Reaction not 9 °®®vere, but 
patient again vomited. Temperature 99°. 12th: Rash 
beginning to fade (nine days after first injection). Papules 
on scrotum still moist. S. pallida present. Site of mtra- 
mine injection swollen and tender. Superficial veins of both 
arms thrombosed from insertion of deltoid to b inches above 
the wrists. 14th: S. paliida still present. 16th : S. pallida 
abundant in chancre. 17th: Site of intramine injections 
infiltrated and painful. Much albumin present munn^with 
epithelial casts. Ulceration of fauces more marked. Treat¬ 
ment with salvarsan and mercury commenced. 

From the above account it will be seen that the local and 
general reactions which follow the injection of these pre¬ 
parations are by no means pleasant. In the case of intra¬ 
mine the pain is undiluted torture, and lasts so for two or 
three days. One of us had previously treated four cases with 
intramine and the same local reaction occurred in these. In 
two of them abscesses have buret outwardly, one of which is 






1216 Thb Lancet,] DR. OAMMIDGE: DIAGNOSIS OF DEXTROSURIA & PSEUDO-I^ffiVULOSURIA. [Junk 17,1916 


of some discomfort in the scar from pressure of braces. 
March: Slight contractions of the supra-spinatus can now 
be demonstrated. Abduction is possible against resistance 
to the extent of a right angle with the trunk ; the flexion of 
the forearm nearly normal. The patient can now raise his 
arm above his shoulder without much effort. He can 
perform all ordinary movements with ease and quickness. 
There is a certain amount of weakness, of course, but apart 
from this 1 consider the arm on the affected side almost as 
good as the sound one. There is a difference in circum¬ 
ference of just over an inch measured around the most 
prominent part of the biceps of each arm, and the condition 
is still improving. 

The case is interesting from the surgical aspect on account 
of the rapid recovery (seven months) following an anasto¬ 
mosis where such a disproportion in size existed between the 
nerves involved, the spinal accessory being a small path for 
the functions of the fifth cervical; but being the only avail¬ 
able nerve at the time I had to make the most of the 
material at my disposal, and I think that the result more 
than justifies the procedure, there being now quite good 
flexion of the forearm and abduction of the whole arm to 
a right angle of the trunk against resistance, with ability on 
the part of the patient to perform all the ordinary move¬ 
ments necessary to everyday life, to dress and undress 
himself without assistance, and to carry ordinary articles 
which do not put an undue strain on a recently paralysed 
arm. The early signs of recovery seen in the biceps were 
also striking, occurring as they did before similar ones in the 
deltoid, from the point of view of central regeneration of the 
nerve fibres. 

Lesions of the musoulo-spiral, median, and ulnar nerves, 
and even of the brachial plexus itself are fairly common, but 
an opportunity of suturing individual cervical nerves before 
they have entered into the formation of the plexus is seldom 
met with. The small size of the nerve, the great depth from 
the surface, and the dense fibrous tissue of the scar, often 
involving adjacent important structures, present innumerable 
difficulties in isolating the divided ends and in suturing, 
which can only be overcome by careful dissection, endless 
patience, and an untiring spirit not only on the part of the 
surgeon but also on the part of the anaesthetist; but when 
that which to all intents and purposes amounts to a complete 
recovery is attained, it repays a thousandfold for the time 
and trouble and care bestowed upon a case which at first 
sight offers so little prospect of success. 

I am indebted to Lieutenant-Colonel Kay, officer in charge. 
Military Hospital, Devonport, for permission to publish these 
notes. 

Devonport. 


THE DIAGNOSIS OF DEXTROSURIA AND 
PSEUDO-LiEVULOSURIA. 

By P. J. CAMMIDGrE, M.D. Lond.. M.R.C.S.. 
L.R.C.P. Lond. 


The increasing number of cases diagnosed as “ diabetes ” 
in which the patients on investigation have proved to be 
passing urine free from dextrose referred to me for treatment 
during the past year or two and the apparent frequency of such 
cases among our troops prompt me to write a short and pre¬ 
liminary note on the methods by which dextrosuria may be 
differentiated from “ pseudo-laBvulosuria,” a condition for 
which it is commonly mistaken. It is a matter of considerable 
clinical importance that they should be clearly distinguished, 
for dextrosuria can only be controlled by suitable restriction 
of the carbohydrate intake; while pseudo-laevulosuria is 
benefited by an entirely opposite line of treatment—namely, 
a diet containing an abundance of carbohydrate with 
reduction or temporary elimination of proteins. When 
dextrosuria and pseudo-lsevulosuria occur together, as is 
often the case, the most satisfactory results are obtained by 
a series of alternating diets calculated to deal with each in 
turn. 

In order to eliminate the difficulties that arise in testing 
the urine for sugar with Fehling’s solution it is advisable to 
employ Benedict’s more sensitive and reliable test as a 
routine. It is a single solution which keeps indefinitely, 
does not react with creatinine, uric acid, and other inter¬ 
fering substances, and is about ten times as sensitive to 
sugar as Fehling’s solution. With 0*3 per cent., or over, of 
dextrose it gives a characteristic reaction on boiling, but 


with smaller quantities the preoipitate forms only on cooling. 
A similar delayed reaction is characteristic of pseudo- 
Irevulose (iso-glucuronic acid), which does not reduce 
alkaline copper solutions as readily as dextrose. The 
formation of a precipitate as the solution cools is sugges¬ 
tive, therefore, of pseudo-lsevulose or a small quantity of 
dextrose. To differentiate the two, Borchardt’s modification 
of Seliwanow’s test is employed. A mixture of 4 c.c. of the 
urine and 1 c.c. of Seliwanow’s reagent (resorcin, 0 5gm. ; 
hydrochloric acid, sp. gr. 1*195, 30 c.c. ; distilled water 
30 c.c.) is heated to boiling in a water bath for a few 
minutes. If pseudo-lsevulose or true lsevulose is present the 
solution assumes a purple-red colour, but dextrose alone 
gives no colour change. To differentiate pseudo-laevulose 
from true lsevulose the solution is cooled, made alkaline with 
solid sodium carbonate, and extracted with 2 or 3 c.c. of 
ethyl acetate. If true laevulose is present the ethyl acetate 
extract is red or pink, but if the positive result was due to 
pseudo-lsevulose the watery solution retains the pigment, and 
the extract is yellow or brown. The diagnosis may be con¬ 
firmed by preparing the para-bromphenylosazone and taking 
its melting-point. The osazone of pseudo-laevulose melts at 
256° C., that of true laevulose at 197° C., and the osazone of 
dextrose at 220° C., while the hydrazone of glycuronic acid 
melts at 236° C. 

In conjunction with Mr. H. A. H. Howard, I have devised 
a method by which dextrose may be estimated in the 
presence of pseudo-lsevulose, Ac., and the amount of the 
latter may be determined by difference. This is based upon 
the fact that pseudo-laevulose, also true laevulose and 
glycuronic acid, is precipitated from alkaline solutions by 
calcium, while dextrose remains in solution. The total 
reducing power of the urine is first determined by some 
reliable method, of which I find Scales's or Bang’s to be the 
most satisfactory. Into a 15 c.c. centrifuge tube are then 
placed 10 c.c. of the urine, 4 c.c. of a solution of calcium 
chloride (10 per cent.), and 1 c.c. of sodium hydrate 
solution (30 per cent.), and the contents are well mixed. 
The tube is centrifuged for three or four minutes to separate 
the precipitate as much as possible, and the clear super¬ 
natant fluid filtered off. The reducing power of 7 *5 c. c. of 
the filtrate, corresponding to 5 c.c. of the original urine, is 
then determined in the same way as for the total sugar. 
The result, allowing for the dilution, gives the percentage of 
dextrose, and the difference between this and the “ total 
sugar ” shows the percentage of pseudo-laevulose (also true 
laevulose and glycuronic acid). If true laevulose was found 
by the qualitative tests, a very rare occurrence in my experi¬ 
ence, it may be estimated by ascertaining the reducing 
power of the filtrate from a specimen of the acidulated urine 
treated with a saturated solution of lead acetate, since the 
lead salts of dextrose and true laevulose being soluble remain 
in solution, but the insoluble pseudo-laevulose salt is 
precipitated out and remains behind on the filter. 

I have prepared this note in the hope that it may be 
the means of helping some who find that their cases of 
“glycosuria” and “mild diabetes” do not respond to 
regulation methods of treatment in the way they expect to 
arrive at an explanation, and also with the certainty that it 
will lead to a revision of the diagnosis in many instances 
where patients have been rejected for life insurance, Ac., 
owing to the presence of “ traces of sugar ” in the urine. I 
hope to deal at length with the clinical, pathological, and 
chemical aspects of the subject on a future occasion, when 
circumstances are more propitious and I have had further 
time for investigating it. 

Nottingbam-place, W. 


Thb Society of Education.—A research com¬ 
mittee of the Society of Education has undertaken an 
inquiry the object of which is by means of a questionnaire to 
collect from adults information as to the ways in which 
they, as children, became aware of the facts of sex, birth,, 
and parenthood. It is felt that a mass of such information, 
together with an expression of personal opinion upon the 
recognisable effect of such means of securing information, 
should provide considerable illumination of the problem of 
sex-education. The committee is seeking the cooperation 
of adult persons who are willing to assist the inquiry 
by answering the questionnaire, and, with a view to 
obtaining unfettered reply, asks that the forms should be 
filled in and returned anonymously. Application for tho 
forms should be made to the secretary of the Research 
Committee, Society of Education, 9, Brunswick square, W.C. 
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GUNSHOT WOUND OF RIGHT ORBIT AND 
MAXILLA; 

MUCH DESTRUCTION OF BONE AND SOFT PARTS; ADAPTATION 
OK ARTIFICIAL EYE AND CHEEK. 

By Sir William J. Collins, K.C.V.O., M.S., M.D., 
B.Sc.Lond., F.R.C.S.Eng., 

OPHTHALMIC SURGEON TO THE KING GEORGE H08PITAL, ETC. 


Private-aged 32, was severely wounded on the right 

side of the face by a bullet at Ypres on Oct. 30th, 1914. He 
was taken prisoner by the Germans, but while in hospital 
was placed under the care of two French surgeons, also 
prisoners—viz., Dr. Bettremieux and Dr. Ballenghien, both 
of Roubaix. From notes made by the latter, which 1 have 
seen, it appears that on Nov. 9th, 1914, the patient had an 
enormous wound of the right side of the face, extending from 
the ear to the nose, the soft parts including the right globe, 
and portions of the eyelids were destroyed and there were 
fractures of the right malar, superior maxillary, lacrymal 
and nasal bones causing a large opening between the nose 
and the right orbit. Seven operations were performed 
between Nov. 12th, 1914, and March 4th, 1915, at first for 
the removal of the remains of the globe and of sloughs, and 
later of a plastic nature with a view to restore the cheek. 
Deafness of the right ear having supervened paracentesis of 
the tympanum was performed. 

The patient was admitted under my care at the King 
George Hospital on June 29th, 1915, and I performed two 
further plastic operations, suturing together the palpebral 
margins and also closing the sinus into the nose. I 
felt that the aid of art might then be more usefully 
called in rather than attempt any further effort at blepharo- 
plasty. I accordingly designed an artificial cheek of painted 


TWO CASES OF STRANGULATED UMBILICAL 
HERNIA. 

By F. L. Harman Brown, M.B., C.M.Edin., 

HONORARY SURGEON OF THE COVENTRY AND WARWICKSHIRE 
HOSPITAL; 

AND 

E. W. G. Masterman, M.D. Durh., F.R.C.S. Eng., 
D.P.H., 

SENIOR HOUSE SURGEON. COVENTRY AND WARWICKSHIRE HOSPITAL. 


The two following cases appear to us worthy of record on 
account of their peculiar difficulty and successful issue. The 
patients were both unusually fat, middle-aged women, both 
were operated on within three days, and both left the 
hospital on the same day. They suffered from chronic 
emphysema, asthma, and albuminuria. 

Ca9E 1.—The patient, aged 55, was admitted to hospital on 
March 2nd, 1916, with a history that she had had complete 
intestinal obstruction for three days and had been vomiting 
all she took. The patient vomited in the ward soon after 
admission. She was an immensely stout woman, and was 
said to have weighed 18 st. before this illness (she weighed 
16 st. 91b. when discharged). She had had au umbilical 
hernia for several years. On admission the patient was in 
great pain, and she'had a large, nodular, irreducible and very 
tender mass half buried in the thick deposit of fat over the 
abdominal muscles. Temperature, 97° F.; pulse, 104. The 
condition of the patient was very unfavourable. She had 
chronic bronchitis and emphysema, and her face was 
chronically cyanosed ; there was a considerable quantity of 
albumin as well as some blood and pus in the urine. In 
consequence of these conditions the operation was done 
entirely under local anmsthesia, codranine being used. 

The herniated mass was dissected out of the subcutaneous 
fat and the narrow opening in the abdominal fascia was 
enlarged. On opening the sac the contents were found to 
consist largely of omentum, much of which was deeply 
congested, and partly of large intestine. All the sac 
contents were adherent to each other and to the peritoneal 
covering. The omentum was ligatured and removed along 
with a great part of the coverings of the hernia, and the 
remainder of the peritoneal covering adherent at the neck 
being carefully divided it was returned together with the 
intestine and the stump of the omentum to the abdomiual 



Reproductions of photographs illustrating Sir William Collins's case of gunshot wound of right orbit and maxilla. 


and moulded copper-plate, with eye attached, set in a pair 
of spectacles, similar to a contrivance I had previously 
employed in a case where I had removed an eye and superior 
maxilla for sarcoma. 1 Mr. Eastgate, of Messrs. Sillis, 
Strudwick, and Co., took great pains in constructing this 
apparatus, and his mechanical and artistic skill have, as the 
series of accompanying photographs serve to show, achieved 
a highly satisfactory result. 

The first photograph shows the condition of the wound in 
the early days, the second after the kindly and skilful work 
of Dr. Ballenghien, the third represents the state on leaving 
the King George Hospital, and the fourth the appearance 
with the artificial cheek and eye applied. 

Albert-terrace, Regent's Park, N.W. 


cavity. The wound was then sewn up in layers. The patient 
bore the operation well. The vomiting ceased at once and 
she passed ilatus a few hours later. On account of the 
condition of the chest she had to be propped up in a sitting 
posture from the first, and her cough and asthmatic breathing 
were very troublesome for the next fortnight. She had an 
enema with successful result on the 6th and the 9th, and her 
bowels were open naturally on the 11th. The wound healed 
by first intention and, after being fitted with a proper belt, 
the patient left the hospital in good condition on April 8th. 

Case 2.—The patient, aged 47, was admitted on March 5th, 
1916. She was very fat (weight on leaving 13 st. 7$ lb.), but 
not like the previous case. She had had an umbilical hernia 
for 16 years, gradually growing larger. She had had several 
attacks of semi-obstruction, and three months before a 
severe one which was thought to be commencing strangula¬ 
tion. She had never worn any belt or truss. Ou March 3rd 


1 Sec The Lancet, Sept. 29th, 1894, p. 736. 













1218 The Lancet,] ROYAL SOCIETY OF MEDICINE: SECTION OF DISEASE IN CHILDREN. [June 17,1910 


the patient was seized with severe pain in the hernia, and 
daring that night she commenced vomiting. The bowels 
were opened slightly on that night bat not since. Just before 
admission she had had an enema. 

On admission the general appearance of the patient seemed 
very much better than that of the patient in the previous 
case, and the vomiting had then quite ceased for 24 hours, 
bat the temperature was 97*6° F. and the pulse 104; the 
tongue was furred, and there was a trace of albumin in the 
urine. The hernia formed a rounded, tightly distended, and 
very tender mass of about the size of a large orange, lying in 
the immensely thick, fatty layer of the abdominal wall. The 
skin over the mass was tight and distended. 

Under anaesthesia by ether an incision was made over the 
most prominent part of the mass and gangrenous intestine 
presented itself, which at once gave way with the escape of 
gas. As it was impossible to deal with the strangulated 
mass directly, the opening in the abdominal wall was 
enlarged, the peritoneal covering of the sac was cut away at 
its neck, and the whole mass was drawn forwards. It was 
then seen that a loop of transverse colon was strangulated in 
the sac, together with a considerable mass of omentum. The 
latter was transfixed and tied off. The two ends of the 
colon were clamped, and the whole hernia, sac and contents, 
was cut off. The two ends of the divided colon were now 
united end to end and returned to the abdomen, and the 
wound in the abdominal wall was closed in layers. The 
patient bore the operation exceedingly well. She slept 
soundly the night following, after 1/4 gr. morphia given hypo¬ 
dermically. On the next afternoon the temperature rose to 
101*4°, and remained at about 100° for the next three days, 
after which it sank to normal. Flatus was passed and the 
bowels were opened on March 7th; no vomiting and no 
cough, although the breathing was asthmatic in character. 
She had no abdominal symptoms from the time of the 
operation, and having been fitted with a special belt she left 
the hospital in good condition April 8th. 


A CASE OF TENDON TRANSPLANTATION FOR 
WRIST-DROP. 

By Arnold K. Henry, M.B., B.Ch. Dub., 
F.R.C.S. Irel., 

LATE SUBOBOX TO THE SKBBIAH MILITARY HOSPITAL, POSHABEVATZ. 


The patient, a Serbian, who had been wounded in 
November, 1914, came to me io September, 1916. His 
wounds numbered five; all were due to bullets, and all 
had been received simultaneously, four in the right upper 
extremity and one in the left shoulder. Only two of these 
wounds were relevant to the wrist-drop. Of these, one was 
a fracture of the lower end of the right humeral shaft and 
the other of the upper third of the right radius. In both 
places a mass of callus could be felt. The extensor and 
supinator muscles of the right forearm were wasted, but 
cutaneous sensation over the distribution of the radial 
branch of the musculo-spiral nerve was scarcely affected. 
Thus it was probable that the musculo-spiral trunk had 
escaped harm from the wound which had fractured the 
humerus, and that the seat of nerve injury lay in its 
posterior interosseous branch, either where this passed 
round the radius in the forearm or in the upper arm beside 
the fractured humerus. The uncertain position of the lesion 
and the presence of much callus made the prospect of 
successful nerve suture so inconsiderable that I decided to 
correct the wrist-drop by tendon transplantation. 

With the forearm supinated on a board, a long incision 
internal to the flexor carpi radialis exposed its tendon from 
the muscle belly to the anterior annular ligament. Two 
sutures of fine chromic gut were passed through the tendon 
at points half an inch apart, close to the annular ligament. 
The tendon was divided between these sutures and freed 
towards its fleshy origin. Fortunately the patient had a 
palmaris longus muscle in the right arm, and I divided 
its tendon close to the annular ligament and sutured the 
proximal end of it to the distal portion of the flexor carpi 
radialis tendon, so as to supply a frail substitute for that 
muscle. The wound was then covered by a towel wet with 
hot saline and the arm pronated. A long incision exposed 
the extensor communis digitorum tendons; these were 
slightly freed, their adjacent surfaces were scraped, and the 
four were sutured together just proximal to the wrist to 
form a single broad extensor tendon. The forearm was again 
supinated and the ends of the proximal suture through the 
flexor carpi radialis were caught in the tip of a Kocher’s 
forceps. This was passed between the flexor longus pollicis 


and the profundus digitorum, and gently forced through,the 
interosseous membrane at the middle of the forearm. By 
means of the suture the flexor tendon was easily drawn to 
the extensor aspect of the forearm through the aperture in 
the tissues held wide for it by the jaws of the forceps. The 
four extensor communis tendons were pulled proximally, and 
when they were taut enough to half extend the wrist the 
free end of the flexor tendon was sutured to the place where 
the four had been united. The incisions were then closed. 

The rapid advance of the Germans prevented me from 
following the case for longer than a month, but at the end 
of that time the position of the wrist was good and its condi¬ 
tion encouraging, for the patient, although he could not yet 
actively extend his wrist, was able to keep it extended in 
pronation for a short while after it had been placed for him 
in that position. Further, on the twenty-first day after 
operation he wrote his name with the right hand for the 
first time since his inj ury, and he wrote it distinctly. 

Bray, Go. Wicklow. 


Utebitd Societies. 


ROYAL SOCIETY OF MEDICINE. 


SECTION FOR THE STUDY OF DISEASE IN CHILDREN. 

Exhibition of Cases. — Communications. 

A meeting of this section was held on May 26th, Dr. E. 
Gautlby, ex-Presideht, being in the chair. 

Dr. Cautley showed two cases of Optic Neuritis (? Cerebral 
Tumour). The first case, a boy aged 6 years 8 months, 
attended as an out-patient at the Belgrave Hospital for 
Children on April 17th under Dr. H. R. Prentice, who admitted 
him the following week with the subjoined notes :— 
“ April 10th: Headache for two weeks. Wakes up scream¬ 
ing at night. Anorexia, furred tongue, offensive breath, 
(?) vomiting, B.O. April 17 th: Not so well; headache, 
retching, drowsiness. Arm reflex greater on the left than 
right side ; normal abdominal reflexes; knee-jerks equal and 
brisk. Gait unaffected. Optic discs swollen, and haemor¬ 
rhage on the left disc. He vomited during the afternoon 
but did not complain of headache.” Since being in hospital 
he had not suffered from headache or vomiting. Mr. Bishop 
Harman’8 report on the eyes on May 9th was as follows: 
“Bilateral papillitis, 15 D. elevation. Fine interstitial 
haemorrhages at left disc, no exudation. No disorder of fixa¬ 
tion.” There was no albuminuria. The gait was a little stiff. 
The second case was that of a girl, aged 11 years, admitted 
to Belgrave Hospital on April 27th. One month previously she 
had two fits. Since then she had had almost constant head¬ 
ache and vomiting the result of the headaches. On April 26th 
she had another fit. She was a strong, highly coloured, 
healthy-looking girl. Her abdominal reflexes were practically 
absent; the deep reflexes were depressed, the left rather 
more marked than the right; plantar reflexes absent. Her 
head was tilted somewhat towards the right shoulder, which 
was a little raised. The gait was somewhat unsteady, 
(?) cerebellar, and she tended to fall backwards and to the 
left. Her left side was a little weaker than the right and 
showed slight incoordination, probably sensory; and for the 
same reason the left movements were clumsy. The eye* 
showed nystagmoid movements, lateral and rotatory, and 
slight left convergent squint. Perhaps there was a little 
weakness of the left facial nerve, and there was double optic 
neuritis. Mr. Bishop Harman’s report (May 9th) was as 
follows: “Nystagmus on extreme duction, tendency to left 
convergent squint; well-marked papillitis in each eye, about 
2 D. elevation, a trifle more on right side ; no hsemorrhages 
or exudation; slight silkiness of right macular region.” Since 
being in hospital no special symptoms had been noted and 
she had not suffered from headache or vomiting. 

Dr. Cautley also showed a case of Infantilism in a boy 
aged 6 years 8 months (sixth child). He was said to have 
been a puny baby, but to have grown up to 3 months of age. 
At the age of 9 months he only weighed 4£ lb., and from 
13 to 18 months of age he remained stationary at 6 lb. 1 oz. 
He was entirely breast-fed for one and a half years and 
partially so for another six months. Proprietary foods were 
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given up to the age of 4} years, and since then he had had 
ordinary diet. His mother suckled her previous baby for 
18 months, up to her confinement with this child. During 
the first year of life he was remarkably somnolent; and at 
the age of 3 years he had diphtheria. At times he was 
troubled with constipation, and occasionally with cramps 
in the hands and feet. He had had no such troubles 
during the two months he had been under observation. 
Condition on May 18th: height, 26} in. ; weight, 16 lb. 14 oz.; 
head, 17 in. He was pot-bellied, markedly rachitic, and the 
liver had dropped well below the costal margin. There were 
enlarged tonsils, adenoids, and moderate adenitis. The skin 
was elastic and complexion rather dull. He spoke fairly 
clearly, and mentally appeared about 4 to 5 years of age. 
He had 20 good teeth, the first having been cut at the age 
of 2 years. His appetite was poor. On April 22nd he 
developed pertussis. This induced convulsions, once on 
April 24th and four times on the 25th, and was followed by 
general bronchitis. On admission on March 25th he weighed 
151b. 12 oz., and on April 20th he had gained 28oz. Since 
then the pertussis and bronchitis had caused loss of weight. 
The Wassermann reaction was negative. There appeared no 
special cause for his backward development beyond mal¬ 
nutrition and unsuitable feeding during early life. He had 
been taking polyglandin and improved, but the improvement 
may have been due to food and nursing. 

Dr. W. Mitchell Smith showed a case of Giantism in a 
girl aged 12 years 9 months. Family history : Patient was 
the seventh of ten pregnancies ; two miscarriages ; five died 
at or soon after birth ; three living and well; brother, aged 
20 years, height 5 ft. 9* in., weight 16 st. ; a brother, aged 
11 years, normal; and present case. Father suffered from 
diabetes ; once 17st., now 14 st. Mother healthy. Maternal 
grandmother reputed to be 32 st. at time of her death. 
Present condition : Height, 5 ft. 4} in.; weight, 17 st. 7 lb. 
Very obese, with equal distribution of fat; large framework, 
especially across the hips. Pubic hirsuties. Menstruating 
regularly since last Christmas. Blood pressure 125 mm. Hg ; 
urine normal; optic discs normal. Mentality normal for girl 
of her age (Standard YII.) ; excellent memory, placid dis¬ 
position, gross eater. Skiagram of sella turcica showed that 
—(1) it was very well developed for a girl of her age; 
(2) there was no erosion of the anterior or posterior part to 
indicate a tumour of any size. 

Dr. J. Walter Carr showed a case of Juvenile General 
Paralysis in a boy aged 8 years. There was nothing in the 
family history to suggest syphilis, and the patient did not 
present any of the stigmata of the disease. He had not had 
any previous illness of importance. For about six months 
his walk had been getting increasingly jerky, and he had 
sometimes fallen down. For the last three months his 
pupils had been noticed to be unequal. Recently his speech 
had been getting indistinct and mumbling. Formerly he 
was rather bright at school, but of late had ceased to make 
any progress; had been unable to write, and had lost his 
memory. He had not had any convulsions. He was a healthy- 
looking, rather excessively stout boy. He showed marked 
mental impairment, with distinct delusions of exaltation; 
for instance, he talked of having knocked down a policeman 
and killed two Germans. He had incontinence of urine 
and often of faeces also. The left pupil was larger than 
the right and reacted very sluggishly to light; the right pupil 
reacted normally. The left optic disc was very considerably 
paler than the right. He had a distinctly spastic gait, with 
double ankle clonus and exaggerated knee-jerks. The 
triceps and supinator jerks were also increased. It was 
not possible to be sure whether the plantar reflexes were 
flexor or extensor. There was no ataxy. The Wassermann 
reaction of the blood was positive. 

Mr. A. S. Blundell Bankart showed a case of Hemi- 
hypertrophy, partly crossed, in a boy aged 6 years. 
Asymmetry of the face and limbs was noticed soon after 
birth. The condition had remained stationary, except in so 
far as the child had grown. The right side of the face, right 
half of the tongue, right thigh, and right leg were decidedly 
larger than the corresponding parts on the left side. The 
left forearm was decidedly, and the left arm was slightly, 
larger than the right forearm and arm respectively. 
Skiagrams of the forearms and the legs showed that the 
bones on the enlarged side were slightly thicker than those of 
the smaller side (?). There was no increase in length. The 
left testicle was slightly larger than the right. 


Dr. C. O. Hawthorne showed a case of Double Optic 
Neuritis in a boy, aged 9 years, without other evidence of 
intracranial or nervous disease, or of disease in the thoracic 
or abdominal viscera. There was some degree of anaemia, 
but by no means extreme, and the Wassermann reaction 
was negative. He had been under observation in hospital 
for 14 days, and except for some headache on the first day 
he had seemed quite well and happy. Acuity of vision, 6/5 
each eye. The history was of occasional attacks of head¬ 
ache commencing eight months ago, sometimes very severe, 
and in recent weeks often accompanied by vomiting. There 
was no admitted violence to the skull or of illness other 
than the above. There was a history of “ consumption ” in 
the mother’s family and of “fits” in that of the father; 
a sister had a “ tubercular knee.” 

Mr. £. D. D. Davis showed a case of Ulceration of the 
Soft Palate of Unusual Origin in a girl aged 13 years, who 
had been sent to Charing Cross Hospital by Dr. J. D. 
Rolleston with the history that she had been admitted to 
the fever hospital for diphtheria on April 14th. One week 
before admission to the fever hospital she complained of 
sore-throat, but was otherwise quite well. Cultures of the 
fauces showed no diphtheria bacilli and direct smears 
showed no Vincent’s organisms. When seen by Mr. Davis 
on May 19th there was a large irregular ulcer involving the 
left half of the uvula, soft palate, and left pillar of the 
fauces, with considerable loss of the left half of the palate. 
The ulceration was atypical of lupus, tubercle, or syphilis, 
but the Wassermann reaction was positive. There was no 
other lesion of the nose, pharynx, larynx, or ear. Mr. Davis 
also showed a case of Lupus of the Hard Palate and Gums 
for comparison with the above. 

Dr. Cautley (for Dr. P. Ha mill) showed : 1. A case of 
Recurrent Jaundice. The patient, a girl aged 13 years, had 
been under observation since November, 1914, suffering from 
recurrent attacks of jaundice. From then up to the present 
time she had not been entirely free from pigmentation. 
During the exacerbations bile was present in the urine, the 
faeces were clay-coloured, and the liver was enlarged. In 
the intervals her general health was good. Since January, 
1916, the spleen had begun to enlarge, and had extended 
more than 1 in. below the costal margin. During an 
exacerbation the blood count was found to be : Red 
blood cells, 3*78 million; white blood cells, 10,800 
per c.mm. ; haemoglobin, 70 per cent. ; colour index, 
0*9 per cent. Differential count : Polymorphonuclears, 
62 per oent., total number 5620; lymphocytes, 45 per 
cent., total number 4860; eosinophiles, 1 per cent., total 
number 100; basophiles, 2 per cent., total number 220. 
Very slight anisocytosis and poikilocytosis; no nucleated 
red cells seen. Corpuscular fragility normal. Loewi's 
pancreatic reaction was negative. 2. A case of Unilateral 
Enlargement of the Tongue. The patient, a girl aged 5 years, 
was admitted to hospital with unilateral enlargement of the 
tongue. It was with difficulty that the tongue could be 
retained in the mouth. The enlargement appeared to affect 
the right side only, and involved the floor of the mouth. The 
papillte were enlarged, but did not resemble the minute 
vesicles commonly seen in cases of lymphangiectasis. Skia¬ 
grams did not reveal any corresponding hemihypertrophy of 
the cranial bones. 

Mr. Paul Bernard Roth showed a case of Congenital 
Defect of the Left Ulna in a girl aged 9 years, which was 
described in The Lancet of May 23rd, 1914, p. 1457. 

Dr. J. Lawson Dick .read a paper on the Teeth in 
Rickets. 

Dr. Eric Pritchard read a paper on the Rational Treat¬ 
ment of Rickets, with an illustrative case. 

ROYAL ACADEMY OF MEDICINE IN 
IRELAND. 

Section of Surgery. 

Injuries to Peripheral Nerves.—Bullet Injuries of Nerves and 
their Treatment. 

A meeting of this section was held recently, Mr. Alex. 
Blayney being in the chair. 

Major F. C. Purser read a paper on Injuries to Peripheral 
| Nerves. He showed first what might be expected in a 
| nerve which was wholly divided and then sutured under 
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(Similarly it may be shown 
(N7 that<A B _>_0) 

(A) ~(N/ 


The reader may meet with some difficulty in following the 
chapter on Association and some of the subsequent pages, 
since the equations which are true when A and B are 
independent, are applied to cases where there is a relation 
between A and B. For instance if, and only if, A and 
B are independent, or— 

(A B) _ CM) 

(B) “ C/9) ’ 

(A B) A B 4- A p 

(B) = (B) + 03) 

• ar - (A)(B) 

AB- (N) 

It is quite true, as stated in the book again and again, that 
A and B are independent if ^ 

(A _ 

are positively or negatively associated if But¬ 
in this last case the difference between _ 

(B) (N) 

than the difference between Q — and — 

(B) (fi) 

pointed out on p. 31. In this case one is advised to use the 

correct ratio rather than the approximation to show 
sfi) 

the considerable positive association between A and B. The 
figures noted for this special case are— 

(A B ) __ rjQ (A) __ .gry (A. ft) 

(B) (N) (3) 

and clearly the difference between *70 and *40 is much greater 
than that between *70 and 67. The reader is afterwards 
surprised to find that the measure of the association and the 
Mean Square Contingency Coefficients are all based on the 

difference between (A B) and This is obviously 


= —and that they 


(A) 

and is less 


as, indeed, is 


= -40 


based on the difference between 


(A B) 
(A) 


and 


^ and which is shown to be faulty. 


or between 
In the next 


(B) 

edition it is to be hoped that this difficulty will be 
cleared up. The rest of the book dealing with frequency 
distribution, measures of dispersion, correlation, the theory 
of sampling, &c., is too technical in its nature to discuss 
profitably in a review. We have only noted one misprint— 
(a B) (a /3) for (a B) (A 3), on p. 28. 

In conclusion, we heartily congratulate the author for 
producing a book that should be of great value to biologists, 
and all students of economics and vital statistics. 


The Pathology of Tumours. 

By E. H. Kettle, M.D., B.S.Lond., Assistant Patho¬ 
logist and Lecturer on Pathology, St. Mary’s Hospital 
Medical School. With 126 illustrations. London : H. K. 
Lewis and Co., Limited. 1916. Pp. viii. + 224. Price 
10#. 6 d. net. 

The subject of tumour formation still remains one of the 
most enigmatic in the whole field of pathology, in spite of 
the concentration of research directed to its elucidation in 
nearly all countries. It is therefore one of special interest 
to the pathologist, and at the same time of great practical 
importance to the practitioner who desires to keep in touch 
with the results of recent research, and to apply them in so far 
as they afford suggestions for prevention of the disease and for 
the improvement of treatment. Dr. Kettle in the book before 
us has collected and summarised the general information at 
present available upon the subject of tumours in a very 
satisfactory manner. His book is of convenient size, 
succinct, and yet readable. The established facts he presents 
in a clear and intelligible manner, while his account of 
theoretical or speculative considerations is incisive and 
critical. 

He has divided a short book into three parts, the first 
dealing with the general biology of tumours, the second with 
their general pathology, and the third with special pathology. 
In the first part the structure and growth of tumours are 
dealt with, with special reference to the questions of 
innocency and malignancy. The author discusses the modes 


of dissemination of malignant tumours, and refers at some 
length to the process of permeation as described by Sampson 
Handley. His presentation of the main theories put forward 
to explain the origin of tumours is brief, but perfectly 
concise and critical. One of the best divisions of this part 
is that dealing with the experimental study of cancer, in 
which a clear account is given of recent work upon the 
study of transplanted tumours in animals. The second 
part begins with a consideration of questions of termino¬ 
logy and classification. The Classifications of Powell 
White and Adami are given at length, but for use 
in this book the ordinary histological nomenclature is 
adhered to. The innocent connective-tissue tumours are 
first described, then the sarcomata, next the innocent 
epithelial tumours and the carcinomata. The following 
groups are then considered separately—endotheliomata, 
hypernephromata, melanomata, and. teratomata. The 
descriptions given are in each case clear and easy to follow. 
They are also illustrated by reproductions of microscopic 
sections, for the most part from specimens observed by the 
author. The third part is devoted to the special pathology 
of tumours, which are considered according to their regional 
incidence. This part is also well illustrated and conveniently 
arranged. 

We have every confidence in recommending Dr. Kettle’s 
work as a convenient and useful handbook for the practitioner 
and the student. It possesses a useful index, rendering 
reference to any particular point easy. 


LIBRARY TABLE. 

Twelve Lectures on the Modem Treatment of Gonorrhoea in 
the Male. By Dr. P. Asch (Strassburg). Translated and 
annotated by F. E. Gardner, M.D., Lecturer, New York 
Polyclinic. London: W. Heinemann. Pp. 104. Price 
6s. net.—This is a small compact volume containing a series 
of 12 lectures on the modern treatment of gonorrhoea and 
covering all the essentials of an important subject which 
still receives too scant attention in English surgical text¬ 
books. A chapter of special value deals with abortive treat¬ 
ment and the methodical treatment of acute gonorrhoea by 
irrigation, with details of the necessary technique. A good 
account is given of the selection of suitable cases for 
treatment, of the risks that may be encountered, and how 
they are to be avoided. Common complications, such as 
prostatitis, orchitis, and cystitis, are adequately described, as 
well as the treatment by urethroscopy and lavage. The 
book is essentially practical and can be recommended to 
those who, without much previous experience of the disease, 
are now called upon to treat it. 

Orthopadio Surgery. By Edward H. Bradford, M.D., 
Professor of Orthopaedic Surgery Emeritus in Harvard 
University; and Robert W. Lovett, M.D., Professor of 
Orthopaedic Surgery in Harvard University. Fifth edition. 
Profusely illustrated. London : Bailliere, Tindall, and Cox. 
1916. Pp. x. -f 416. Price 15#. net.—This edition of a 
well-known text-book differs very little from the last issue, 
which was noticed in The Lancet of Nov. 2nd, 1912. 
Except for a few additional paragraphs on syphilis and on 
the Abbot treatment of scoliosis, the text is hardly altered. 
Of the 369 illustrations, however, 21 are new and 12 of those 
in the last edition have been omitted. As we have said before, 
the book is a useful practical guide to the treatment of 
deformities and diseases of the bones and joints. It makes 
no pretentions to be a complete treatise and is in no sense a 
rival to such a work as Tubby’s “ Deformities,” but the fact 
that a fifth edition has been called for so soon after the 
appearance of its predecessor is evidence of its acceptability 
to the medical public. 

Notes on Galvanism and Faradism. By E. M. Magill, 
M.B., B.S.Lond. London: H. K. Lewis and Co. 1916. 
Pp. xvi.-220. Price 4# 6 d. net—This small handbook is 
meant to serve as an introduction to a difficult subject. It 
is mainly intended for masseuses preparing for their qualify¬ 
ing examinations. The author has a style whose lucidity is 
useful in explaining electrical principles that prove puzzling 
to most beginners, and it is probable that a good many indi¬ 
viduals with higher aims than the masseuse would derive 
benefit from a study of this book. All the ordinary types of 
apparatus are described and their proper use explained, but 
the illustrations are reproduced almost wholly from the 
catalogue of one manufacturer. Special care has been taken 
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to teach how electrolytic barns may be avoided, and the 
proper treatment is indicated when this very undesirable 
accident arises. Apart from galvanism and faradism, the 
use of the alternating current and static electricity is dealt 
with, and there is also a chapter on the use of radiant heat. 
The book seems to be well adapted for the purpose for which 
it has been prepared. 

The Structure of the Fowl. By O. C. Bradley, M.D. Edin. 
London : A. and C. Black. 1915. Pp. 153. Price 3#. §d. 
net.—This quite short handbook is intended less for the 
student of comparative anatomy than for the agriculturist, 
whose business demands some knowledge of the domestic 
fowl in health and disease. But it is nevertheless an entirely 
trustworthy guide to the more scientific reader who desires 
to preface a wider acquaintance with bird anatomy by the 
salient facts of this study ; for all the essential details, even 
histological, are given with abundant illustrations of a simple 
and easily intelligible kind. The author in his preface places 
candidly before us the difficulties which he experienced in 
determining what to leave out in a necessarily short treatise. 
But we have found no conspicuous lacunae in what should 
prove a very handy expose of the principal features of bird 
anatomy. 


JOURNALS. 

The Quarterly Journal of Medicine . Edited by William 
Osler, J. Rose Bradford, a. E. Garrod, R. Hutchison, 
H. D. Rolleston, and W. Hale White. Vol. IX., No. 35. 
April, 1916. Oxford: At the Clarendon Press ; London, 
Edinburgh, New York, Toronto, and Melbourne: Humphrey 
Milford. Subscription, 25#. per annum; single numbers, 
8#. 6 d. net each.—The contents of this number are : 1. An 
Experimental Investigation on Diarrhoea and Vomiting of 
Children, by Edward Mellanby. This paper is a record of 
some interesting and suggestive observations on experi¬ 
ments undertaken to elucidate the pathology and treat¬ 
ment of diarrhoea and vomiting in children. The substance 
chiefly investigated is the active and toxic one 
/3-imidazolylethylamine, which, it is known, can pro¬ 
duce diarrhoea and vomiting, a fall of blood pressure, 
depression of the respiratory centre, and coma. Among the 
chief conclusions arrived at are: That there is a marked 
delay in the absorption of toxic substances normally in the 
intestine, such as /3-imidazolylethylamine, when animals are 
injected with large quantities of fluid; that water in the 
intestines delays the absorption of toxic substances, as also 
does the digestion of foodstuffs and the presence of bile in 
the intestines. It was also found that the resistance of the 
animal to the action of toxic substances is. very greatly 
increased by the injection of fluid into the circula¬ 
tion, and conversely that an animal with a diminished 
amount of fluid, particularly after the loss of a small 
amount of blood, has little power of resistance against 
toxic substances; that an animal’s resistance is greatly 
increased after it has absorbed food, particularly meat, 
from the intestine. Dr. Mellanby points out how sus¬ 
ceptible the body is to loss of fluid, and suggests that 
in the light of his experiments a child suffering from 
diarrhea and vomiting is in an ideal position to allow 
toxic substances, normally present in the alimentary canal 
and its mucous membrane, to be absorbed rapidly and exert 
their full toxic action. He suggests further that the 
important essential in treatment is to get the volume of 
the body fluids of the child back to, or above, normal.— 
2. The Quantitative Determination of Amylase in Blood- 
serum and Urine as an Aid to Diagnosis, by Percy Stocks. 
Some important conclusions are arrived at, notably that an 
amylolytic ferment is present in the blood-serum and urine of 
all healthy individuals, and that the amount is practically 
constant in the blood-serum, that in the urine being subject 
to diurnal variations due chiefly to the digestive functions. 
The ferment is derived from the pancreas and is absorbed 
directly into the blood. The ratio of the amount in the 
blood to that in the urine, calculated on the total daily 
excretion, may be disturbed where there is renal in¬ 
sufficiency or where there is severe passive congestion. 
With these exceptions any increase of the ferment in the 
blood-serum denotes pancreatic mischief. The highest 
values found were in a case of acute pancreatitis. Dr. 
Stocks is of opinion that the estimation of the amylolytic 
capacity of the blood-serum and the urine is a most delicate 
and reliable test for disease of the pancreas.—3. Urticaria 


Tuberosa of Willan, by J. A. Nixon. A historical survey is 
given of the literature upon this condition, with a general 
account of its clinical characters and a description of five 
cases. The importance of distinguishing the condition from 
rheumatoid arthritis is emphasised, and the effects of 
treatment are given. 

Annals of Tropical Medicine and Parasitology. Vol. X., 
No. 1.—Dr. H. Harold Scott, Government bacteriologist, 
Jamaica, contributes to this number an interesting report of 
his study of the so-called 11 vomiting sickness ” of that 
island. The nature of this illness has hitherto remained 
obscure, but Dr. Scott’s detailed investigations show that it 
is an intoxication produced by partaking of a decoction of 
the ackee fruit, an article of diet in common use at a certain 
season of the year among the negro population of Jamaica, 
the tree being found in many of the gardens of the lower- 
class inhabitants. The ripe fruit before use is boiled with 
yams, salt fish, or other substances, the soup, or pot-water, 
being given to the children, while the more solid contents 
are consumed by the adults. Under certain circumstances the 
ackee fruit becomes poisonous, and the toxic matter is 
readily extracted by boiling water. Children are the usual 
victims of the illness, which is very fatal. The tree, though 
common in Jamaica, is seldom found in any other of the 
West Indian Islands, and it is noteworthy that in none of 
them does “ vomiting sickness ” occur. In The Lancet of 
Oct. 30th, 1915, we drew attention to this subject, the 
Governor of Jamaica in his annual report for the fiscal year 
1914-15 having referred to Dr. Scott’s preliminary investiga¬ 
tions.—In a paper entitled “Ankylostomiasis: Simplified 
Diagnosis and Treatment,” Dr. G. Duncan Whyte, of Swatow, 
places on record what he regards as a simple and reliable test 
for determining the presence of ankylostomes in a patient, 
and also a method which hs has found to be of great help in 
carrying out the treatment of this disease.—The Value of 
Differential Blood Counts in the Diagnosis of Malaria is 
discussed by Captain E. Randolph Armstrong, I.M.S., whose 
three main conclusions are that (1) the increase of large 
mononuclear leucocytes found in malarial bloods is a fairly 
persistent change; (2) this change of ratio, evidenced by a 
differential count, is sufficiently specific to form a reliable test 
of infection ; and (3) the phenomenon persists after the time 
when parasites disappear from the blood-stream (i. e., when 
parasites are no longer discoverable by practical micro¬ 
scopy) and so permits of a post-febrile diagnosis being 
made.—Mr. Henry F. Carter, F.E.S., describes three 
new African midges, all of them members of the family 
Chironomidae and referable to that section, the sub-family 
Ceratopogoninae, which contains the great majority of the 
biting or blood-sucking midges at present known.—Farther 
work on the redaction of the alkalinity of the blood in 
cholera, and sodium bicarbonate injections in prevention of 
uramia, are subjects discussed by Sir Leonard Rogers, 
whose observations have shown that the alkalinity of the 
blood is nearly always very much reduced in severe cases of 
cholera, and that the early and repeated administration of 
sodium bicarbonate intravenously has lowered the mortality 
from uraemia to one-fourth of its former rate. 1 It is now 
clear to Sir Leonard Rogers that the rule he had 
adopted is a sound one, and one which should never 
be neglected—namely, to give alkalies intravenously in 
all cases of cholera with each saline injection after the 
first, as well as with the first injection in late admis¬ 
sions with deficient urinary secretion. As a supplement 
to this paper Mr. Satis Chandra Banerjee, L.M.S., contributes 
a note on the technique of the estimations of the alkalinity 
of the blood.—A very interesting article on Immunity to 
Yellow Fever is furnished by Assistant Surgeon-General 
H. R. Carter, of the United States Public Health Service. 
In it is discussed whether the immunity acquired by an 
attack of yellow fever is permanent or only temporary, the 
question of human carriers in this disease being also con¬ 
sidered. The conclusion of the author is, after many years' 
study and practical experience, that for all administrative 
purposes the immunity conferred by an attack of yellow 
fever may be regarded as being permanent, and that recur¬ 
rent attacks, infective to the insect-transmitter, Aedes 
calopos (stegomyia), do not occur. The evidence against 
the existence of human carriers in this disease is, in Dr. 
Carter’s opinion, even stronger than that against the 
occurrence of secondary attacks. 

1 TffE Laitcet, July 31st, 1915, p. 221. 
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Hospital Sunday, 1916. 

Another year of the great war is drawing near 
its close, and on Sunday, June 25th, for the second 
time since the long-drawn and stupendous struggle 
began, the Metropolitan Hospital Sunday Fund 
will appeal to the generosity of London and of the 
nation. At the first glance it may seem an 
inauspicious occasion upon which to press the 
claims of institutions associated in the minds of 
us .all with the relief of the working classes in 
sickness or in injury, suffered when pursuing 
their normally peaceful avocations. But, as a 
matter of fact, in no year since hospitals 
have existed in London has their claim been 
stronger upon the public gratitude, and in no 
year has their need been greater or more obvious 
to all. It is a claim which, beyond all others, should 
be ignored by none in the places of worship in 
which it will be heard, and by none of those pre¬ 
vented by circumstances from attending divine 
service upon the day appointed. The Fund has 
met with generous support before. We have our¬ 
selves appealed on its behalf in years of peace and 
prosperity, in leaner years when trade was declared 
to be bad and money scarce, and in those years, 
which seem long ago, when the cloud of the 
South African War was dark above this country. 
To-day an infinitely denser shadow hangs over all 
the world, and we are appealing to the general 
public, not to the narrower circle of our usual 
professional readers, to remember all that our 
hospitals have done and are doing to lighten that 
shadow. We ask our readers to realise that the 
difficulties, which they may be feeling financially, 
fall with double and treble weight upon the insti¬ 
tutions for which they should find alms on Hospital 
Sunday. The war has depleted the personnel of 
these charities, has filled their wards to overflowing, 
and has raised for them, as for everyone, the price 
of every kind of supply and service. Prices indeed 
for them have risen in many respects more than 
for the lay public who, when in health, are not 
affected by the scarcity of drugs or of those 
descriptions of food most desirable for the sick 
and injured. It is not the abnormal costliness of 
wonted personal luxuries which causes anxiety 
in hospitals. Their expenditure is upon things 
necessary for the lives of others. 

When war broke out, the army of 160,000 
men which our country had prepared for the 
remotely possible contingency of continental 
service, suffered severely in its first encounter 


with the enemy; the hospitals of London opened 
their doors to the first wounded that arrived 
in the metropolis, and those doors have stood 
open ever since. Military hospitals have been 
established by scores since those early days 
to meet the needs of armies not of hundreds 
or of thousands but of millions of men; yet 
to the full extent of their capacity the civil 
hospitals of London, general hospitals and 
specialised institutions alike, have treated soldiers 
and sailors for the wounds and diseases which 
war has inflicted on them. Meanwhile the 
organisation of the new military hospitals with 
promptitude and speed in the midst of war has 
been rendered possible by the knowledge and 
experience gained in time of peace in those 
institutions for which the Metropolitan Hospital 
Sunday Fund asks support. It is from their staffs 
and from those trained in their schools that 
surgeons and physicians have been gathered 
to form new staffs for hospitals, which less 
than two years ago were not dreamt of. From 
the same sources were drawn nurses fitted by years 
of hospital training to take their part in tending 
the wounded and in instructing the untrained 
women who came forward to share the task. We 
have been referring to hospitals at home rather 
than to those nearer the seat of war. But what of 
the work done not only in France and Flanders, 
but in Eastern Europe and in Africa, by men and 
women trained in our great voluntary hospitals ? 
What of those who have tended, not their 
wounded and sick countrymen only ? French and 
Italians, Belgians and Serbians have alike reason 
to be grateful to British surgeons and nurses, 
and the proportion of those who directly or 
indirectly owe their training and efficiency to a 
metropolitan hospital is very high. But while the 
Metropolitan Hospital Sunday Fund addresses itself 
for this reason to the whole public, and while its 
collections are held beyond London and the suburbs, 
it is mainly from these that it draws support. 
It appeals to no class in time of peace, but to the 
charitable of all classes. Now in time of war it 
solicits assistance from all classes alike, and not 
least from those who have had wounded friends or 
relatives restored to them by surgical and medical 
skill acquired in British hospitals. These in 
themselves would constitute a vast body of 
contributors, while those whose relatives have 
served against the enemy and escaped all injury 
and all disease will recognise that their indebted¬ 
ness is as great, while they consider the records 
of past wars in which disease has accounted 
for more deaths than shot and shell. Let them 
recall the death-roll due to typhoid fever alone in 
the South African War, and remember that wherever 
this fell enemy has been fought and kept at bay 
among our present armies it has been with weapons 
forged in the pathological laboratory by men trained 
in our hospitals in time of peace. 

At the same time, if it behoves all to think of the 
hospitals of London with gratitude for what they 
have done in the present time of war and for the 
profit which the nation is deriving from their 
patient work during years of peace, we must not 



1224 The Lancet,] 


FIGHTING THB FLY. 


[June 17, 1916 


forget that it was for usefulness in peace that they 
were designed, founded, and supported in the past. 
They are there to relieve suffering among the civil 
population no less than they were before, and the 
need of the! civil population for their aid is 
not lessened by war. Our industries continue, 
though dislocated and diverted in many instances in 
order that the needs of the army may be supplied. 
The younger men have gone, but the older and Weaker 
men and the women and children remain, a great 
number of women having taken the places of men in 
operations in which accident and disablement 
from various causes are apt to occur. The work 
done for those directly the victims of war is in 
addition to, and not in substitution for, the 
hospitals’ normal functions. Let us not then, 
even though war charities rightly claim our 
attention, neglect the obligation of benevolence 
in other directions. Let us rather remember that 
the hospitals are still working amidst difficulties even 
greater than those to which they are accustomed, 
and performing their normal tasks with revenues 
more insufficient and more precarious than before. 
The future is uncertain. The hospitals desire to 
face it with no burden of debt to hamper their 
energies in the future, but “war-time economy” 
with them is not a matter of retrenchment in¬ 
volving self-denial. Their normal life is regulated 
with the strictest frugality, and the only method 
of saving open to them is to reduce the number 
of the patients whom they treat. This, we all 
hope, they will never be compelled to do, for the 
demand for their aid increases as London grows. 
Hope, however, without active intervention will 
effect nothing, and within a few days the Metro¬ 
politan Hospital Sunday Fund will afford an 
opportunity for all to intervene. The appeal is to 
all, without distinction of rank or wealth. The 
richest and the poorest can give according to their 
means, and many of the latter will be rewarded by 
the feeling that they are making part repayment of 
a personal obligation. The indebtedness of the 
public to the hospitals has never been greater than 
to-day. 


Fighting the Fly. 

With the return of the summer the fly comes 
into its heritage and, unless it is to be left in 
undisputed possession, much time and thought 
must be given to the means for dealing with this 
pest and its attendant evils. In winter under a 
low average temperature the house-fly breeds with 
difficulty and even its usual mode of survival, 
whether as pupa or fully-formed insect, is still a 
matter of discussion. The view more generally 
held is that the adult fly survives the winter in 
warm unswept corners, and more than this, 
Professor F. M. Howlett demonstrated quite 
recently in the “ fly-room ” of the Imperial College 
at South Kensington that the house-fly can continue 
to breed in an ordinary room during the winter 
months. But on the other side of the Atlantic 
many years of observation have led Dr. L. O. 
Howard to the belief that it is the pupa which 
usually survives. However this may be, as 


soon as the warm weather returns the fly seeke 
out the dung-heap and the dust-bin wherein to lay 
eggs; the eggs soon hatch out, the whole life- 
history of the maggot is accomplished in a couple 
of weeks, and generation follows generation until 
the kitchens and messes of camps and the d welling- 
rooms of the poor swarm with the unsavoury brood. 
Many measures have been suggested and tried for 
meeting the evil, some applicable to one stage of 
the fly’s life-history, some to another. To tap the 
supply at its Bource and to destroy all the hiber¬ 
nating larvae and insects by one great campaign 
would at first sight seem to be the measure most 
deserving of effort, but for this purpose the winter 
habitat must be accurately known, and, as we have 
seen, this information is not yet ours. Short of this, 
the larvae maybe destroyed in their breeding-grounds 
before they have become a source of danger to the 
community. Or, when the breeding cannot be, or 
has not been, controlled, the adult fly may be 
trapped or poisoned; if not killed it may be 
prevented from reaching offal and excreta and so 
becoming infected, or from settling on food and on 
the helpless infant and sick person, and passing 
on to them the infective material which it has 
collected. 

In rural districts the excreta of horses and 
cattle so greatly exceed in quantity the other 
breeding-grounds of the fly that the manure-heap 
is the principal object to be dealt with. In England 
farms are for the most part scattered evenly over 
the country, and there is no great accumulation of 
manure from this source; in rural France human 
life is all concentrated in the villages, each house 
in the village is a farm and has its own manure- 
heap, and the dwelling rooms are therefore in 
August black with flies which are accepted as the 
ordinary gift of summer. At the present time, too, 
not only the normal rural inhabitant but the whole 
population of military camps at home and abroad 
is exposed to inconvenience and risk from this 
source. Manure is too valuable a product to 
be lightly destroyed, and means must be sought to 
secure the destruction of the larvae without spoiling 
the fertilising properties of the manure itself, A 
simple and effective method is to surround the 
manure-heap with a ring of dry straw into which 
the mature larvae migrate to pupate, when they can 
be swept up twice a week and cremated with the 
straw. In a recent publication 1 Professor E. 
Blanchard, of Paris, summarises the various 
chemical agents which have been employed for 
this purpose chiefly in America. Chloride of lime 
is efficient, but makes the manure unusable. Borax 
kiUs the larvae apparently without damaging the 
manure, but is expensive and still upon its trial. 
Professor Blanchard himself favours a mechanical 
method, which also comes from America, in which 
the manure is raised on a platform above a shallow 
concrete basin. Water is pumped periodicaUy upon 
the pile to favour fermentation, and to avoid the 
moist fermenting stuff the larves migrate from the 
pile, fall into the basin, and are drowned. An 

i La Lutte contra La Mouche. Par Professor R. Blanchard. Ligue 
Sanltatre Francalse, Bulletin No. 5. Paris: 72, Rue de Rome. Price 
2 francs. 
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overflow from the basin leads into a pit 
whence the water is pumped, and this becomes 
at the same time a valuable source of liquid 
manure. A physical method of destruction was 
touched on by Lieutenant-Colonel S. M. Copeman 
in an interesting paper in the last issue of 
The Lancet. Whilst experimenting with the 
lethal effect of tetra-chlor-ethane on the larva 
in a tightly packed heap, Colonel Copeman 
found that the larva were also dead in a 
control heap to which the chemical had not been 
applied. He then directed his attention to the 
temperature in the interior of the manure-heap, 
and found it to average 70° C. in the first few 
days after the heap had been made, and at the 
end of a fortnight to be still in the neighbour¬ 
hood of 60° C. Professor Howlett undertook an 
inquiry as to the lethal temperature for fly larva 
and he was able to state that they would hardly 
survive long at a temperature above 41° C. Here, 
then, is the basis of a purely physical method of 
dealing with the larvae, simple and inexpensive. 
Colonel Copeman believes that the close packing 
has no deleterious effect on the fertilising power 
of the manure, and this, if confirmed, con¬ 
stitutes a further recommendation for this 
method. 

The problem of dealing with the larvaB naturally 
varies according as the neighbourhood is an urban 
or a rural one. In urban districts where there is 
little storage of horse manure and human excreta 
are carried away by water, the fly-breeding princi¬ 
pally takes place in the domestic house refuse, and 
it is the decaying remnants of food, animal and 
vegetable, to which attention must be directed. In 
the ideal household there is little waste, nothing 
that can be used as food for man or flies is thrown 
away, and any organic residue is burned, leaving 
only the dry ash to be removed. This is the end 
to be aimed at, both in peace and war time, 
but especially now that economy in food is 
one of the citizen's first duties. Frankly, it is 
hardly to be hoped that such home destruction 
of organic matter can be complete; gas-cooking 
makes it more difficult. The dustbin and sanitary 
pail will still contain material to attract the fly 
and suitable for fly-breeding. There is now the 
choice between preventing the fly’s access to this 
material by means of well-fitting covers, or allow¬ 
ing the fly to lay its eggs and then removing the 
material for cremation before the larva have had 
time to mature. A recent writer, Mr. G. H. Hardy, 
has advocated the latter as the better method, since 
the female fly, if allowed to lay in the bin or 
pail, will do so in preference to other localities 
in the house or its surroundings. The resulting 
brood then meets its certain doom at the hands 
of the municipal authority which collects the 
house-refuse not less frequently than twice a 
week. To make assurance doubly sure the scheme 
may go further and provide the pail lids with a 
trap whereby the flies may enter and not escape to 
carry particles of filth into the house again. On 
one or other of the very varying lines of policy 
advocated we trust that success will be achieved 
and the breeding of the fly checked. 


Medical Practitioners and the 
Military Service Acts. 

We publish this week a copy of a circular letter 
addressed to all members of the medical profession 
by Sir Alfred Keooh, Director-General of the 
Army Medical Service, in which he draws attention 
to the particular provisions of the Military Service 
Acts, and of the Regulations made thereunder, which 
concern the medical profession. A memorandum 
is enclosed with this letter setting out the terms 
of the national organisation of the medical pro¬ 
fession in relation to the needs of the navy, the 
army, and the civilian population, and the document, 
which will be found on p. 1237 of this issue, should 
clear up the difficulties in which many of our 
•readers have found themselves. 


J notations. 


“Ne quid nimis.' 


THE PETROL CENSUS. 

On or before Tuesday, June 20th, every medical 
practitioner “using or keeping motor spirit for 
the purpose of supplying motive power to motor¬ 
cars and motor-cycles kept for the purpose of his 
profession,” is required to make a return stating 
(1) his registration number; (2) whether he keeps 
a motor-car or a motor-cycle; (3) his average con¬ 
sumption of motor spirit per month during the 
three months ending April 30th, 1916; (4) his 
present stock of motor spirit; (5) his estimated 
requirements of motor spirit per month until 
the end of 1916; and (6) the purposes other 
than professional for which he uses his car. 
Failure to make the return is not only a 
summary offence against the Defence of the 
Realm (Consolidation) Regulations, 1914, but, in 
case it is found necessary to restrict the sale of 
petrol or other motor spirit, any person liable to 
make a return and who fails to do so will be unable 
to obtain further supplies. The prescribed form for 
making the return can be obtained at any money 
order office in the United Kingdom, and the 
particular form prepared for medical practitioners 
is known as Petrol Form 2. Other forms have 
been prepared for other classes of users, but 
with these we are not concerned at the moment. 
Whether taking stock of petrol, which ought to 
have been done months ago, will have any appre¬ 
ciable effect in removing the harassing conditions 
under which country practitioners at present obtain 
their supply—and some of them can obtain no 
supply at all—is doubtful. Much to the point was 
the letter sent out to garage owners last week by 
the Petrol Subcommittee, in which an attempt 
was made to regulate the priority of the supply 
of petrol according to a classified list. In this 
classification it is an encouraging sign to see that 
the requirements of medical practitioners are placed 
immediately after the essential requirements of the 
Government and the carriage of munitions and the 
materials for munitions of war, and before the 
requirements of fire-brigades, ambulances, police, 
and local government authorities, and all com¬ 
mercial and pleasure cars. This is as it should be; 
but the classification will be of little use if the 
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Committee does not take steps to control the dis¬ 
tribution of the spirit, and thereby to ensure that 
medical men, in view of their attenuated numbers 
and their great responsibilities, can get from local 
dealers a supply up to the limits of the require¬ 
ments stated on their returns. 


THE FOOD-SUPPLY OF THE GERMAN PEOPLE. 

Much has been written and more said about the 
sources of food-supply available to the Central 
Powers when cut oif by war conditions from a large 
part of the usual external supplies open to them 
in peace-time. The view has found free expression 
in this country that a condition of real want, more 
or less slow, will be the inevitable result of this 
isolation. On the other hand, we have seen how 
Dr. Eltzbacher and his collaborators reviewed the 
situation soon after commencement of hostilities, 
and claimed that by the application of scientific 
methods the problem could be solved—with a 
restricted and altered diet-sheet it is true, but 
still solved. The article by two of the best known 
of these collaborators, of which the third and con¬ 
cluding part appears in this number of The Lancet, 
takes the matter one stage farther. Dr. Kuczynski 
and Dr. Zuntz admit that some but not all of the 
methods which they desired for safeguarding the 
food-supply were taken in the first winter of 
conflict, and attempt to show how the lost ground 
could be made up for 1915 by care and yet more 
elaborate methods. The article is frankly critical 
of the German administration and was evidently not 
written for foreign consumption. We commend it 
to all serious students of food problems. 


COMPULSORY NOTIFICATION OF VENEREAL 
DISEASE IN SWEDEN. 

In one of the appendices attached to the report 
on proposed legislation against venereal disease in 
Sweden, to which we have already referred, is a 
paper by Dr. Sederholm, whose views on certain 
aspects of these problems do not coincide with 
those of his colleagues on the Board of Health. He 
is of the opinion that venereal disease should be 
notifiable, as it is already to a certain extent in 
Sweden, and that the campaign against this evil 
should be carried on as energetically as against 
the acute infectious diseases, tuberculosis and 
alcoholism. But, he admits, the compulsory notifi¬ 
cation of venereal disease is attended with far 
greater difficulties than that of other infectious 
diseases. As in the case of leprosy and tuberculosis, 
the victims of venereal disease greatly dread the 
publicity that a badly administered system of notifi¬ 
cation would cause. A further barrier to the success 
of notification is the complicated problem of prosti¬ 
tution. In the country districts prostitution plays 
a relatively insignificant part in the spread of 
venereal disease ; and here, where every man knows 
his neighbour’s business and mode of life, compul¬ 
sory notification might speedily lead to the 
detection of the source of infection and to sys¬ 
tematic treatment. In the large towns, where the 
spread of venereal disease is intimately connected 
with prostitution, the problem is far more compli¬ 
cated. The patient often does not know the name 
and address of the person from whom the disease 
has been contracted, and for obvious reasons 
he may be unwilling to help the authorities in 
tracking down the source of infection. And here 
Dr. Sederholm sees in the regulation of prostitution 


a way out of the dilemma. Regulation has been 
conducted in the past under the supervision of the 
police, and is, he admits, a faulty measure from 
legal, social, and ethical points of view. As it now 
exists in many parts of Sweden it is deplorably 
ineffective, as well as open to grave abuses. But 
by a transfer of regulation of prostitution from the 
police to the sanitary authorities, by the careful 
avoidance of all publicity in connexion with notifi¬ 
cation, and by the education of the public in 
general, and of the subjects of venereal disease in 
particular, as to the nature of this disease, Dr. 
Sederholm anticipates an appreciable reduction of 
the incidence of this disease, all the more because 
of the recent advances in its early diagnosis and 
treatment. It is, however, evident that before new 
legislation is adopted in Sweden in connexion with 
venereal disease, great efforts will be made in many 
quarters to oppose alterations in the present 
system, faulty though it be, as in Sweden there is 
a strong “ abolitionist ” feeling against regulation 
in every form. _ 

THE CULTIVATION OF MEDICINAL HERBS. 

The efforts to foster the cultivation of medicinal 
herbs in this country are deserving of every 
encouragement if they can be shown to be shaping 
towards practical ends. It has been suggested 
that florists whose trade has been injured by the 
war should take up the cultivation of medicinal 
herbs in order to compensate themselves for their 
loss. This is a sensible view, but quite apart 
from and quite above this consideration it is 
desirable that we should no longer be dependent 
on Central European sources for any drugs which 
can profitably be produced at home. We have 
recently had an opportunity of examining a collec¬ 
tion of medicinal plants and their dried products 
shown by Mrs. M. Grieve, F.R.H.S., at the Women 
Workers’ Exhibition at Knightsbridge. 1 This collec¬ 
tion included balm, filix mas, valerian, aconitum, 
and the English lavender, for all of which, we 
understand, there is a demand at the present 
moment, while it gave indications of the plants 
which could be successfully grown by florists in 
substitution for their more decorative wares, and at 
the same time demonstrated the possibility of pro¬ 
ducing fine specimens of crude drugs in this country. 
But something more is required than the mere 
demonstration of successful individual efforts if we 
are to compete seriously with the countries of 
Central Europe in the production of drugs. The 
whole question of the cultivation of plants and the 
facilities for preparing the drugs in pharmaceutical 
form will have to be scientifically considered in all 
its bearings, and extended trials will have to be 
made before it will be possible to gauge whether 
the industry can be established on a commercial 
basis. The cost of cultivation, gathering, and 
drying of the herbs as compared with the yield 
of the alkaloids and active principles are among 
the important considerations which will have 
to be investigated, and there is also the question 
of suitability of soil and climate. Belladonna is 
a weed in this country, but the cost of ex¬ 
tracting its alkaloid would weigh heavily against 
the cost of cultivation. English lavender will 
grow to perfection with little trouble on English 
soil, but many other components of the materia 
medica require much care and labour if they 

1 Mrs. Grieve is responsible for a School of Medicinal Herb Growing 
at The Whins, Ohalfont 8t. Peter (Bucks), where pupils are trained to 
1)0 teachers or market growers. 
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are to be brought to perfection, while the failure 
of such a crop might easily be more costly to the 
grower than the failure of a crop of vegetables 
or flowers. Here, again, there is much room for trial 
and experiment, and it is possible that even in 
medicinal herb-growing some sort of balance may 
be obtained by cultivating the plants in such a 
way that should one crop fail another may 
take its place. Fox-glove, lily of the valley, and 
Solomon’s seal are examples of plants possessing 
similar principles, and it is unlikely that all 
three would fail in the same year. If cultivation 
on a large scale should prove satisfactory a wide 
field would be open for research work, but the 
Government would have to subsidise laboratory 
workers for the purpose. That valuable thera¬ 
peutic agencies hitherto undiscovered lie hidden in 
the tissues of plants is almost certain. Medicinal 
folk-lore is bound up with much superstition and 
fancy, but from time to time the “old woman’s 
remedy” is found to be not wholly devoid of virtue. 
In the present war we have had the use of garlic 
revived, and there is an interesting paper on Succus 
Allii in the Control of Suppuration in Wounds, by 
Dr. A. D. S. Cooke and Mr. V. Gabriel, in The Lancet 
of Sept. 11th, 1915, p. 603, while the therapeutic 
value of potato juice was extolled by Mr. Heaton 
Howard in The Lancet of April 11th, 1914, p. 1035. 
These facts, we think, show a primd facie case for 
encouraging a movement which would add to the 
commercial prosperity of the country and inci¬ 
dentally might afford suitable outdoor employ¬ 
ment for invalided sailors and soldiers, as well as 
for women. 


OSTEOGENESIS IMPERFECTA. 

A useful account of this little-known condition 
is given by Dr. H. C. Cameron in a paper which 
appears in the Proceedings of the Royal Society of 
Medicine 1 for last April. A living case of the disease 
was exhibited and also the skeleton of another 
patient who had died in Guy’s Hospital. The causa¬ 
tion of the disease is quite obscure, suggesting some 
derangement of internal secretions; it appears in 
early infancy and is not definitely related to defects 
in feeding. The condition consists in deficient 
ossification and consequent fragility of the long 
bones, with abnormalities in the development of 
the bones of the skull. The shafts of the long 
bones are curved and* tortuous, and there is 
shortening of the limbs, more marked in the 
proximal than in the distal portions. Fractures 
result from very slight stresses; in one case the 
ribs gave way with distressing cracking noises 
whenever the child was lifted up. The fractures 
tend to heal and the resulting callus is laid down 
irregularly, an annular thickening resulting at the 
point of union. In the skull the fontanelles, 
both anterior and posterior, remain large, and 
there may be a persistent frontal suture. The 
skull bones are thin and ossification is defective, 
the lateral aspects of the skull remaining largely 
membranous. Owing to this there are bulging in 
the temporal regions and changes in the shape of 
the orbits, causing the eyes to look downwards and 
producing a superficial resemblance to a condition 
of mild hydrocephalus. There is, however, no 
distension of the fontanelles, and diagnosis between 
the two conditions should not be difficult. The 
bulging in the temporal regions may be so marked 
as to produce alteration in the position of the ears; 

1 Section for the Study of Disease in Children, p. 43. 


it may be unilateral or symmetrical. In the dis¬ 
cussion that followed the exhibit other peculiarities 
were pointed out, such as the “underhung” 
appearance of the lower jaw and the existence in 
some instances of continued pyrexia, suggestive of 
an infective condition. Skiagraphic examination 
of the skull bones reveals a peculiar formation, the 
normally continuous bones being replaced to some 
extent by a “ mosaic ” of small plates, suggesting 
separate attempts at ossification. A blue colour of 
the sclerotics was noted in the case exhibited, and 
may be characteristic of the disease. 


THE METROPOLITAN WATER-SUPPLY. 

The condition of the Metropolitan water-supply 
during the month of February, 1916, was influenced 
by the heavy rainfall of that month. The mean fall 
at 12 stations, selected as giving equal representa¬ 
tion for all parts of the Thames basin, was 
4*66 inches, being 2*67 inches above the average 
mean rainfall for that month during the previous 
33 years. All the samples of water collected 
at the different works were clear, bright, and free 
from suspended matter. The results of the chemical 
examination of the raw waters of the Thames and 
Lee showed deterioration as judged by the albu¬ 
minoid nitrogen, permanganate, and colour tests. 
New River water improved in quality, as judged by 
the same tests. The filtered waters improved 
except the East London (Lee) water as regards 
colour. Compared with the 1915 averages all the 
raw and filtered waters yielded results worse than 
their respective averages, except the Thames and 
New River in respect of the albuminoid nitrogen 
test. The three raw waters contained more bacteria 
than their respective averages for 1915, but the 
filtered waters, generally speaking, yielded not 
unsatisfactory results. Thus, whereas 95*2, 85*7, 
and 33*3 per cent, of the raw Thames, Lee, and 
New River water respectively contained typical 
B. coli in one cubic centimetre (or less) of water, 
84*5, 52*4, and 45*6 per cent, of the filtered waters 
derived from these supplies respectively contained 
no B. coli, even in 100 times as much water— 
namely, 100 cubic centimetres. While the tendency, 
therefore, of stormy weather is to increase the 
impurity of the raw river water, the public supply 
is safeguarded by the efficient work of storage and 
filtration. _ 

SELECTION FOR INSURANCE. 

The Assurance Medical Society was founded in 
1893 by the late Dr. T. Glover Lyon to promote the 
discussion of the medical aspect of life assurance 
with a view of obtaining increased information 
and unity of opinion, and the late Dr. James E. 
Pollock, who gave the first presidential address, 
laid down that “this is not an association for 
the advancement and discussion of purely medical 
knowledge,” but that a primary object of the 
association was to arrive at a greater uniformity 
of opinion as a body. In his presidential address 
this year Dr. Arthur T. Davies queries whether 
this uniformity has yet been obtained, and con¬ 
cludes that, although the society’s records bear 
witness to a stock of increased information, the 
unity of opinion has only been achieved to a limited 
extent, and he suggests as a motto for the society 
E diversitate unitas. The advances in medical 
knowledge are ever widening the boundaries of our 
horizon with regard to human life and the way we 
view its diseases, and experienced examiners are 




1228 The Lancet,] 


THE INCIDENCE OF MALARIAL ATTACKS. 


[June 17,1916 


tending more towards the late Dr.P. H. Pye-Smith's 
dictum: “Reject all you must—pass all you can.” No 
one, hQwever, has yet been found to put into practice 
Dr. Pollock’s idea when he said: “It might almost 
be stated that a money value might be assigned 
and a rate found for every condition of life 
in health and disease.” Everything here depends 
upon prognosis, defined by Dr. Pollock as “ the 
power of weighing evidence and applying your 
general knowledge to the future of individual 
cases,” and the fact is recorded by Dr. Davies in his 
address that in spite of the opportunity often 
possessed by referees of becoming acquainted with 
the life of the applicant, the results of their exami¬ 
nations were, on the whole, less satisfactory than 
those made at the head office. A measure tending 
towards uniformity was the establishment in 1896 
of a central bureau of offices to deal with deferred 
rejected lives, and Dr. Davies suggests that a 
similar inter-hospital bureau would prove of value 
and tend to advance medical science. We cordially 
agree with this view; in many departments of 
medicine the lack of any machinery whereby to 
correlate hospital experience closely is being felt. 


THE INCIDENCE OF MALARIAL ATTACKS. 

In the issue of II Morgagni of March 31st Dr. 
L>uigi Facciola seeks to prove that the incidence of 
malarial attacks during the year is not in accord 
with the supposed propagation of these fevers by 
means of the mosquito. In malarial districts the 
attacks of fever, whether primary or recurrent, are 
met with at ail periods of the year, but their 
frequency and clinical characteristics vary according 
to the season. They occur most frequently in 
summer and autumn, and, according to the locality 
and the year, then constitute more or less severe 
epidemics which generally begin about the end of 
June or early in July and cease in November or 
December. These aestivo-autumnal fevers are 
usually primary and generally severe, such as 
malignant tertian and true quotidian; others are 
mild, such as mild tertian and quartan. During 
the winter the attacks, which always become 
less frequent in the late autumn, are usually 
more benign and for the most part are recur¬ 
rences of those occurring in the epidemic season. 
In spring there is an increase in the number 
of cases, varying in different years, generally 
mild and consisting almost exclusively of mild 
types, such as single or double tertian, and single, 
double, or triple quartan, while primary severe 
fevers are rare and the mild types are recurrences 
of those occurring in the epidemic season of the 
year before. In summer and autumn one or two 
generations of mosquitoes are produced, and it is at 
this time, beginning from the third week of June, 
that a certain number of them become infected. 
Towards the end of summer or in autumn— 
September to November—many of them take 
refuge in dwelling-places and woods, and at the 
onset of the cold weather they no longer bite and 
the larger number of them die. Some of the 
females, however, survive, and with the spring, 
being already fecundated, leave their retreat 
and deposit their eggs. The maturation of 
the new generation into perfect insects may 
take place in April, or later in May and June, 
according to the species and locality, and shortly 
afterwards they begin to bite human beings and 
other mammals, but do not become infected until 
the end of June. There is thus an evident corre¬ 
spondence between the incidence of attacks of 


malaria during the year and the life and habits of 
the anopheles. In fact, in spring there are no 
infected insects, as there are only relapses of fevers 
of the preceding year; from the spring cases the 
anopheles take the specific material which, inocu¬ 
lated into man, initiates and develops into the 
epidemic estivo-autumnal fever, and the first in¬ 
fected insects are only found towards the end of 
June, when the new season epidemic begins. The 
anopheles are then more numerous, and hence 
the percentage of those infected is also raised 
in the summer, when attacks are more fre¬ 
quent ; in advanced autumn attacks of fever 
and anopheles decline together, and in winter 
the epidemic ceases beoause the majority of 
insects perish. Dr. Facciola, however, believes that 
there is merely coincidence of circumstances and 
not correlation between these two sets of pheno¬ 
mena, and asks, if it be true that the mosquitoes 
take the germs of the mstivo-autumnal epidemic 
from the relapse cases of June, since they are not 
usually found infected before this period, if relapsed 
cases are scarce, and if according to Grassi it is 
difficult to find more than two infected out of a 
hundred anopheles, even at the period when malaria 
is most severe, how does it happen that the new 
epidemic in the first half of July arises in a strikingly 
sudden manner ? Again, at the onset of winter the 
hibernating females which resist the cold bite 
from time to time, but not being then infected, how 
can the primary cases be explained which are 
sometimes met with during that season ? And 
since during the winter only cases of recurrent 
sestival fever are usually seen, how is it that all 
through the spring mild cases continually recur? 
Dr. Facciola adduces evidence to show that the 
theory of a prolonged incubation does not afford 
sufficient explanation of these phenomena, and 
believes, on the contrary, that it must be sought in 
the influence of external heat, and perhaps of some 
other agent which acts on the organism which is 
the cause of these fevers. In temperate zones, 
during the severe heat of summer and part of 
autumn, the fever becomes more virulent and pro¬ 
duces malignant and continuous types. In winter 
the cold modifies it and it becomes quartan. In 
spring there is a slight recrudescence of cases, the 
so-called pre-epidemics of Celli, which, however, are 
mild. This behaviour and varying characteristics 
of malarial fevers during the course of the year are 
comparable with their distribution on the earth; in 
cold climates the almost exclusive type is the 
quartan, in the tropics the continuous remittent. 
Thus, according as the external heat is raised, 
either with the season in a given climate or by 
approximation to the equator, it renders the 
malarial parasites more virulent and less intermit¬ 
tent in their function, because they acquire greater 
resistance against that unknown state of the blood 
which determines the suspension of their activity 
in the apyretic intervals. In this connexion also it 
may be mentioned how latent germs of malaria in 
the body are influenced by external environment 
such as change of residence. This theory is claimed 
by Dr. Facciola to explain the severity of the 
aestivo-autumnal epidemic and the mildness of that 
in spring. Many of the spring attacks are recur¬ 
rences of the severe forms of the hot season, 
resuscitated and transformed into benign types by 
the warmth; others are recurrences of mild tertians 
and quartans contracted in the second half of the 
preceding year, or primary attacks from infection 
taken in the preceding aastivo-autumnal epidemic. 
The attacks of the aestivo-autumnal epidemic are in 
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the majority of instances primary onsets of latent 
infection in a severe form, others are recurrences 
of severe forms contracted in the second half of the 
preceding year, or severe attacks of recent infection 
and in a less degree recurrences of the mild attacks 
of the spring of the same year in a malignant form. 


THE INDEX AND TITLE-PAGE TO THE LANCET: 

JANUARY TO JUNE, 1916. 

In view of the Government restrictions upon the 
supply of paper, and the shortage of paper quite 
apart from these restrictions, we cannot include, as 
usual, in all the copies of The Lancet the Index 
and the title-page which are due at the end of this 
month. The Index and title-page will, of course, be 
prepared, and copies will be supplied gratis to sub¬ 
scribers who intimate their wish to receive them 
to the Manager, The Lancet Office, 423, Strand, 
London, W.C. Such applications should please be 
sent in at once. _ 

At a special meeting of the Section of Surgery 
of the Royal Society of Medicine to be held on 
Wednesday, July 12th, at 5 p.m., Dr. Fred H. Albee, of 
New York, will give a cinematograph demonstration 
of his methods and technique of bone surgery, in¬ 
cluding bone grafts for Pott’s disease, inlay grafts 
for fracture of long bones, and peg grafts for 
fracture of the neck of the femur. 


The Cavendish lecture will be delivered by 
Sir John Bland-Sutton on Friday, June 23rd, at 
8.15 p.m., at the West London Hospital. The 
subject will be: “ The Fate of Patients who have 
had Stones Removed from the Kidney.” 


THE BELGIAN DOCTORS 1 AND 
PHARMACISTS’ RELIEF FUND. 


A meeting of the Central Committee of the Fund was 
held on June 8tb, at the office of The Lancet, when Sir 
Rickman Godlee, the chairman of the Committee, reported 
the receipt, through the International Commission for Relief 
in Belgium and Mr. Herbert Hoover, of an acknowledgment 
of a cheque for £800 sent by the Committee for distribution 
to medical men and pharmacists in Belgium. The distribu¬ 
tion had been made through the agency of the Aide et 
Protection aux M6decins et Pharmaciens Beiges 8inistr6s. 
This sum was the first of three monthly donations of £800 
which it had been agreed by the Committee should be trans¬ 
mitted to Belgium in the manner and for the purpose 
described. Mr. Hoover .enclosed also for the consideration 
of the Committee a transcript of the proceedings of the 
Belgian Committee, which sufficiently showed the urgent 
need of the money sent and the wise way in which it was 
allocated. The Committee thereupon decided to continue 
sending these monthly grants for three more months. 

Professor H. G. Greenish was elected a member of the 
Committee, and will cooperate with Dr. Des Voeux in 
organising the consideration of individual cases of distress 
of Belgian pharmacists in this country. 

The total receipts of the Fund up to June 8th were £19,250. 

Subscriptions. 


The subscriptions to the Belgian Doctors’ and Pharmacists’ 


Relief Fund received since the last list was published are 

as follows 

Dr. G. H. D. Carpenter 
(thirteenth and four¬ 
teenth donations— 

£ *• d. | 

South-West Londdn 
. Pharmacists’ Associa¬ 
tion, collected by Mr. 

£ s. d. 

total £14) . 

Mrs. Victor Williams ... 

2 0 0 

2 2 0 

J. Krall. 

25 0 0 


Subscriptions to the Fund should be sent to the treasurer 
of the Fund, Dr. H. A. Des Voeux, at 14, Buckingham-gate, 
London, S.W., and should be made payable to the Belgian 
Doctors' and Pharmacists’ Belief Fund, crossed Lloyds Bank, 
Limited. 


THE FOOD-SUPPLY OF THE GERMAN 
PEOPLE. 

(Concluded from p. 1186.) 

In the third chapter of their little practical manual 
Dr. Kuczynski and Dr. Zuntz deal with the measures neces¬ 
sary to regulate the approaching harvest in the light of the 
experience gained and set out in the previous chapters 
(The Lancet, Feb. 26th and June 10th). The authors 
assume that the prohibition of exportation of foodstuffs and 
fodder must be more strictly observed than in the first year 
of war, and that their importation will be encouraged. 
They go on to consider the minor administrative details 
necessary to ensure these ends. Their arguments , as before , 
are given in their own words. Where dates are given the 
year, if unstated, is 1915. 

Control of the fresh supplies of rye , wheat , and oats .— 
By order of the Government the remaining supplies of 
wheat and rye were taken over from Feb. 1st, and by 
an order of Feb. 13th the supply of oats was taken over from 
Feb. 16th. In consideration of the fact that the new harvest 
year begins with a reduced supply and that the harvest is 
unlikely to be so copious as in 1914, the taking over of 
the harvest from the outset is imperative. By so doing more 
generous rations will be possible—e g., farmers will be able 
to give 10-5 kg. of bread corn a head per month to their 
labourers and servants in place of the 9 kg. of last 
February, and keepers of horses can be allowed at least 
2 kg. a head of oats for their animals in place of the 
1*5 kg. of last year. On March 12th, the supplies of 
barley were taken over. If the rye, wheat, and oats are 
controlled this measure may not be neoessary, but it could 
be resorted to if the supplies shrank very seriously, especially 
as the production of barley groats is to be encouraged to 
meet the shortage in rice and pulse. There is no ground for 
prohibiting the making of malt coffee, as that beverage 
contains about 50 per cent, of the nutriment of the barley. 

Observation of the prohibition of the use of bread com as 
fodder .—By order of the Government of Oct. 28th, 1914, 
the feeding of animals with rye and wheat capable of being 
made into bread, and also with flour was forbidden. On 
Jan. 6th the prohibition was extended to bruised grain, to 
rye and wheat mixed with other fruits, to any meal that can 
be used in bread mixed with flour, and to bread—with the 
exception of spoiled bread and scraps; and finally scraps 
that could be used as food were also included. It is con¬ 
ceivable that such prohibitions might be dispensed with if 
the new harvests were taken over by the Government at the 
outset, but there would still be the danger that those who 
were allowed supplies for themselves and others dependent 
on them would during winter make use of bread corn as 
fodder. The authors therefore recommend that these pro¬ 
hibitions be made to hold good for the coming harvest year. 

Restrictions in connexion with the use of oats as fodder .— 
By an order of Jan. 21st the use of oats for fodder in any 
form was forbidden except for solipeds. After the oats had 
been taken over by the Government on Feb. 16th a certain 
liberty was allowed for the use of oats in feeding calves, 
lambs, draught and breeding animals. This liberty may be 
ventured upon for the new harvest year after a certain 
daily ration has been assured to each soliped, except in the 
case of oxen used as draught animals. 

Maximum, prices for rye and wheat. —The maximum 
prices fixed in October, *1914, for rye and wheat were 
higher than the average prices of the last 40 years, 
and the majority of the population would probably wish 
them to be reduced. It is, however, to be borne in mind 
that for various reasons the coming harvest is likely to be 
a moderate one, and therefore a lowering of the maximum 
prices cannot be recommended. At the same time, the 
maximum ’prices should not be raised unless the average 
yield per hectare should be lower than the average of the last 
ten years. In any case, a raising of prices should not take 
place, the authors think, immediately after the harvest, lest 
such an action should lead to the retarding of threshing and 
the holding back of cereal supplies. 

Fixing of a moderate maximum price for barley and oats .— 
In Oot., 1914, the maximum price per ton of inland barley 
whose weight per hectolitre was not more than 68 kg. was 
lower than that of rye by M. 13 to M. 15 in barley 
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producing districts, and M. 10 in districts where the barley 
was used as fodder, the object being to protect the rye 
stores. The plan of leaving the heavy barley free from 
price restrictions resulted in the almost total disappearance 
of light barley from the market and a great rise in price of 
the other kinds. Whereupon the maximum price of all 
inland barley was made equal to that of rye (Dec. 19th, 1914). 
To lighten the burden for retailers the sale of barley up to 
three tons was not restricted as to price. When the barley 
was taken over by the Government the maximum price was 
raised by M.59, aad the special price for sale up to three 
tons was also raised. This was done in order to compensate 
the barley dealers who could no longer sell small quantities 
at their own prices, and also to give the farmers whose 
barley had been taken the opportunity of dealing in other 
fodder materials of high value. 

On Oct. 29th it was officially declared in the Norddeutsohe 
allgemeine Zeitung that .no maximum price was necessary for 
oats, as the military authorities had so far been able to supply 
their needs at suitable prices ; but on Nov. 5th, 1914, a maxi¬ 
mum price was fixed which was from M 3 to M. 17 per ton 
lower than that of rye. On Dec. 19th, 1914, it was announced 
that these prices did not hold good for sales to retailers or 
consumers of not more than three tons, but when the 
supplies were taken over by the Government the maximum 
for such sales was raised by M.50. For the new supplies 
the authors agree that it seems desirable, owing to the 
altered circumstances, for the maximum prioes of oats and 
barley to be at least as low as that of rye. 

Retaining of the regulation* for grinding oom into bread 
dour. —According to the regulation of Jan. 5th, rye flour was 
to contain at least 82 per cent, of the rye, and wheat flour 
80 per cent, of the wheat. The district authorities can now 
allow the wheat and rye to be ground. in such a way as to 
produce 10 per cent, of superfine flour. By an order of 
April 29th the Government decreed that produce should be 
allowed to the semolina factories, of which there are about 
10 or 15 in Germany, for the manufacture of semolina. The 
authors recommend that these regulations be adhered to at 
any rate for the first six months of the new harvest year, in 
spite of the growing scarcity of bran. After six months or so, 
if the cereal supplies are ample, the flour may be allowed to 
contain a lower percentage of the grain, to provide a supply 
of bran and also the luxury of finer flour. 

Simplification of the regulations controlling flour-mixing 
and bread-making .—According to a measure of Jan. 5th 
only fine wheat flour might be sold unraixed. Other wheat 
flour must contain 30 per cent, of rye flour, and this must not 
be superfine rye flour. Bread might not be baked from 
unmixed wheat flour, or from unmixed superfine flour of 
either wheat or rye. Wheat bread must contain 30 per 
cent, of rye, and may further contain up to 20 per cent, 
of potato flour. Bread might be made entirely of rye flour 
if that flour contained at least 93 per cent, of the grain. 
Otherwise it must be mixed with potato flour, which might 
itself be mixed with barley, oat, or rice flour. Ac. For the 
new harvest these regulations can be simplified. By the 
forbidding of baking at night and consequent prevention 
of a superfluity of white bread, the baking of bread from 
pure wheat flour has been rendered allowable for the future. 
The mixing of potato flour with rye flour should be con¬ 
tinued, but for the first few months there should be a 
prohibition on the use of the various forms of dried potatoes, 
so that the fresh potatoes, which decrease in nutriment by 
keeping, should be used first. The scanty supplies of rice, 
maize, pulse, Ac., should be kept entirely for household 
use. In baking bread, superfine flour, either of wheat or 
rye, should not be used. Rye bread may be made from 
unmixed rye flour containing at least 93 per cent, of the 
grain. Finer rye flour must only be used when mixed 
with mashed or grated potatoes, and the percentage of 
potato to rye flour must be, weight for weight, at least 
as 25 is to 75. In making rye bread no wheat flour must be 
used, and up till March 1st, 1916. no preserved potatoes. 

Increasing of the flour-rations of the population entitled to 
maintenance. —On Feb. 9th the rations allowed for people 
entitled to maintenance was 225 grammes per head daily, 
and on March 3rd this was reduced to 200 gm. For the 
future, even if the harvest should be a very poor one, at 
least 250 gm. may be allowed per head. In case of a 
satisfactory harvest it is possible that the accustomed 
allowance of 340 gm. may be allowed, but the authors 


emphasize the fact that care is necessary not to increase 
the rations to such an extent that the people, who have 
grown accustomed to a careful use of bread, should be 
encouraged to grow careless. A ration of 250 gm. to 
300 gm., according to the yield of the harvest, is to be 
recommended, and it may be left to individuals how much 
shall be used as flour and how much baked into bread. 

Control of the potato-supply. —To prevent the mistakes of 
last year in this matter a careful regulation of the potato 
crops must be made at the outset. In the opinion of 
the authors it is desirable that large quantities of potatoes 
should be dried immediately. While their nutritive value is 
highest—i.e., when they are freshest—it is well to use the 
overplus freely for fattening pigs. The central authority, how¬ 
ever, must without delay make arrangements for buying up all 
the stores that will be necessary for the population, according 
to information supplied by the communes, allowing a minimum 
of 1 pound a head daily. The central authority should 
further guarantee the necessary potato-supplies to the drying 
factories, and the latter should be obliged to store their dried 
potatoes until March 1st, while the former must arrange a 
loan up to three-quarters of the maximum price which is 
reckoned from the maximum price of the fresh potatoes and 
the cost of drying. By a stock-taking before March 1st the 
central authority will be able to decide what quantities of 
dried potatoes must be reserved for human consumption, and 
what can be set aside for fodder. 

Maximum price for eating-potatoes. —By an order of 
Nov. 23rd, 1914, the maximum price of potatoes for cooking 
was fixed at from M. 50 to M. 61 a ton, according 
to the kind and the district. On Feb. 15th this was 
raised by M. 35 a ton to limit their use as fodder and so 
increase the supply. On April 15th a tax for damage, 
storage, loss, Ac., was allowed when supplies were 
sold to the Government, communes, Ac., which began 
at M.20 a ton, and increased to M.80 in June. The 
original maximum prices were fairly low, the later very 
high, and the indemnification for storage, Ac., was much 
too high. The authors consider that it would be advisable 
to fix a maximum price after the next harvest in case of 
copiouB supplies at not much over that of November, 1914, 
and in case of a poor crop pit about that of February, with 
an additional payment of storage similar to that of last 
April, and only moderately rising. 

Maximum price* for pigs. —By an order of Feb. 25th 
a maximum price for pigs of from 60 to 100 kg. was 
fixed at M. 49 to M. 66 per 50 kg. according to weight 
in life. In May this price was raised, and since then 
the price for fattened pigs has risen to over M. 100 per 
50 kg. This price corresponds to a price of barley of over 
M.364 a ton, and of potatoes of over M.93 a ton. As a maxi¬ 
mum price for barley (unless the harvest should fail) has been 
recommended at M.220 to M. 237, and that for potatoes at 
M.60to M.70, the maximum price of pigs if adjusted to these 
prices should be from M 60 to M.65 per 50 kg. From December 
onwards, to cover a suitable profit for the producers, the 
maximum price might be fixed at from M.70 to M.75 per 
50 kg. This reduction in price - must be brought about 
gradually. If sufficient supplies cannot be bought at these 
prices for the needs of the people, a power of compulsion 
must, the authors contend, be made over to the communes, 
by which power also an immoderate use of foodstuffs as 
fodder can be avoided. 

Wholesale and retail maximum prices. —If the producers 
are obliged to adhere to the regulation of prices it is only 
fair that the consumers should also be bound by them. 
Maximum prices must therefore be fixed for retailers also, 
and must be reckoned according to the conditions obtaining 
in any given place. 

Prevention of damage caused by mild creature*. —The 
damage to the harvest caused by rabbits, pigs, roebuck, 
deer, Ac., must be strenuously guarded against. Indemnifi¬ 
cation for loss does not compensate for the shortened 
supplies. Hitherto the local authorities have had more 
interest in the hunting tenants than in the feeding of 
the population. The landowners must be empowered to kill 
the game that harm the crops, and if the local authorities 
refuse to grant this right the authors would advise facilities 
for a prompt appeal to a higher court. 

Foodstuff* to be obtained from trees and forests. —The State 
forests are already free for the obtaining of fodder and the 
supporting of pigs, and private forests must also be thrown 
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open for the gathering of the fruits by women and children, 
or the feeding of pigs, according to the local conditions. 
The leaves of trees, hedgerows, &c., in the roads must also 
be widely used as green fodder and, when dried, as hay, 
particularly in localities where the hay crop is sparse. The 
hay should be made at once while the leaves are at their best. 
It is now the time also to make preparations for obtaining 
the nutriment from winter sap-wood both in setting up mills 
and in establishing chemical methods of extracting the 
nutriment, by boiling and by pressure. Besides the direct 
use of the prepared sap-wood as fodder there is the conversion 
of the cellulose into sugar with its accompanying gain in 
alcohol by methods which have already been discussed. This 
has the further advantage that the distilleries will use fewer 
potatoes, and the authors emphasise the advisability of 
removing as soon as possible the legislative and technical 
difficulties which lie in the way of the production of alcohol 
from wood and similar substances. 

Compulsory notification of the harvest yield , and of occasional 
supplies. —Up till the present the harvest yields of single 
holdings have not been recorded, indeed, reports had merely 
been made in November of each year of the average yield per 
hectare in the various fruits. During the first year of the 
war, however, it became necessary to have more exact infor¬ 
mation, and by an ordpr of Feb. 1st all who possessed stores 
in wheat, rye, oats, and flour were obliged to notify to the 
authorities in whose district the supplies were stored. This 
compulsory notification must be extended after the next 
harvest. Immediately after the bringing in of the crops 
their quantities must be notified, and this must apply to all 
kinds of fruits. By an order of Feb. 2nd a stocktaking 
of the stores of the food-stuffs and fodders was to be 
made every quarter, and the incomplete or false notification 
of stores was to be severely punished. The intervals allowed 
for the authorities to collect these numbers should, the 
authors think, be as short as possible. 

Ihe counting of the cattle. —In 1913 and 1914 the 
live-stock in general were counted on Dec. 1st, 1914, and 
the pigs on June 2nd. In the fir*t half of 1915 there were 
two countings of the pigs. These countings were not 
sufficiently frequent, while the voluntary appointment of 
a date for counting might easily lead to false results. Owing 
to the fact that from April 15th the Government has 
neglected to order a census of the pigs, it is at present 
unknown how far the numbers have increased since the last 
census was taken. It is advisable, therefore, that while the 
war lasts a census of agricultural animals should be taken 
on August 1st, Dec. 1st, and April 1st; and further, a census 
of pigs on Oct. 1st, Feb. 1st, and June 1st. The next count 
should take place at latest on August J.st. These counts can 
be simple ones, but a further count should be made of milch 
cows and special counts of pigs of under 8 weeks, one of 
pigs of from 8 weeks to 6 months, one of pigs from 6 to 
12 months, including breeding boars and breeding sows, and 
one of pigs of one year or more, including both sexes of 
breeding pigs. _ 


THE SERVICES. 


Army Medical Service. 

Lieutenant-Colonel A. L. A. Webb, C.M.G., to be Deputy 
Assistant Director-General, vice Lieutenant-Colonel H.P. W. 
Barrow. 

Royal Army Medical Corps. 

H. G. G. Cook to be temporary Lieutenant-Colonel whilst 
in charge of the Welsh Hospital, "Netley. 

Temporary Captain Alic Phillips to be temporary Major. 

Temporary Captain R. C. Brown, relinquishes the rank of 
temporary Major on ceasing to be employed at the Spring- 
burn and Woodside Hospital, Glasgow. 

Temporary Captain E. Black to be Major. 

Temporary Lieutenant T. H. T. F ramp ton to be temporary 
Major. 

Temporary Lieutenants to be temporary Captains: T. M. M. 
Horsfall, F. M. Kirwan, J. H. Robertson, L. F. E. Jeffcoat, 

D. Kelly, H. Webb, R. J. Bruce, W. S. Pickup, K. M. B. 
Simon, D. A. Hutcheson, H. Bates, F. E. McGee, E. I. P. 
Pellew, W. H. McKinstrey, W. E. L. Fowler, E. R. Welsh, 
H. S. Millar, T. L. Kenion, W. M. Thunder, G. R. C. Wilson, 
B. Beamish, T. MacKinlay, W. H. Hardy, C. C. G. Gibson, 
N. G. Meade, B. S. Taylor, R. T. Herdman* A. D. Forbes, 
J. E. M. Wigley, J. Macqueen, H. B. Elton, J. D. Wilkinson, 
S. Cross, B. Cuppage, A. J. Davoren, H. Blundell, 
A. Cameron, R. Donald, F. W. Fawssett, A. U. Millar, 


A. B. McPherson, A. R. Moore, W. Oliver, V. J. Ruttledge, 
T. Readman, H. D. 8mart, H. K. Wallace, J. J. K. Pentony, 
J. N. Martin, A. Farquhar, G. Habgood, G. H. Thompson, 

B. M. Hunter, A. H. Thomas, I. H. 8. Hawes, W. A. 
Wheeldon, A. Whitby, G. W. Stanley, T. H. Fowler, A. J. 
Dempsey, T. Bennett, C. L. Lakin, R. Grant, G. W. B. 
Waters, J. R. Burn, B. N. Norman, S. H. Booth, J. J. 
Foley, W. J. Jameson, J. E. Forster, P. L. Watkin-Williams. 
J. CfOsburne, H. B. Wilson, E. J. Tyrrell, J. D. Benjafield. 
R. Power, A. E. Henton, W. R. Honeyburne, W. J. G. 
Henderson, W. Cooper, J. F. West, G. Clarke, J. M. 
Coates, C. W. Wilson, M. J. Gallagher, S. Batchelor, R. 
Hamilton, H. W. Binks, G. J. Fraser, H. S. Groves, L. R. 
Lempriere, R. McLean, G. McNeill, A. Verling, A. S. 
Wilson, W. F. Rhodes, F. E. Chapman, G. Hamilton, 
M. Macnicol, P. Templeton, E. R. Lyth, F. M. Harvey, 
T. B. Evans, F. R. Brown, A. McL.Cato, E. G. Goldie, J. M. D. 
Mitchell, G. P. Taylor, J. C. Michell, J. Low, E. B. Codings, 
J. Anderson, E. S. White, T. T. Apsimon, H. G. Davison, 
J. Clark, T. Kirkwood, A. E. Thompson, A. B. Northcote, 
H. R. Hurry, F. W. W. Griffin, A. N. Clemenger, D. C. 
Evans, R. R. Scott, L. W. Shelly, I. Alluan, J. L. Williams, 
F. E. Reynolds, C. B. Heald, J. Cunningham, L. G. McCune, 
B. G. Klein, W. T. Buchan, E. Coleman, J. Proctor, D. C. 
Welsh, W. L. Christie, J. L. Dimond, D. A. Powell, R. H. 
Drennan, W. A. Easton, H. P. Sheppard, A. Massey, W. R. 
Meredith, J. Corcoran, F. B. Gurd, P. M. O’Sullivan, L. E. 
Williams, D. E. S. Wishart, G. Allison, H. C. Martin, T. D. 
Cumberland, R. C. Coatsworth, M. E. Gorman, T. H. Crews, 
H. P. Hamilton, F. W. Clement, W. Edmonson, C. Salkeld, 
A. J. Clayton, J. K. M. Dickie, H. W. Scott-Wilson, L. A. 
Carr, J. T. Courtice, H. A. Cates, A. E. Lyster, L. E. 
Ashley-Emile, R. Nunn, N. W. Jenkin, A. J. Lewis, 
H. J. McCurrich, P. A. Doyle, K. B. J. Vickers, G. B. 
Crawford, D. Fettes, B. N. Sinclair, J. L. Callaghan, 
W. H. Brown, A. S. Richmond, D. A. Fletcher, G. M. Shaw, 
J. V. Williams, H. G. Murray, C. H. MacLean, M. Manson, 
H. W. Scawin, M. O’Brien, R. Fraser, W. D. Lawrie, W. S. 
Campbell, N. A. A. Hughes, L. W. Evans. R. N. Porritt, 

D. W. Torrance, R. I. Douglas, J. B. Scott, C. A. Brisco. 
F. W. Campbell, P. R. Browning, C. W. Green, W. J. B. 
Brown, J. F. Ryan, G. B. Burwell, E. F. G. Ward, D. A. 
Macfarlane, K. E. Millan, J. S. Stewart, N. M. Grace, G. S. 
Cronk, W. F. Clark, J. H. Box, A. G. Howson, H. L. Jarman, 
W. J. Symes, M. A. Collins, W. J. Grant, and G. A. Greaves. 

To be temporary Captains: B. J. Collingwood, T. L. 
Wormald, A. W. C. Lindsay, D. Macnisb, and H. F. 
Strickland. 

Temporary Honorary Lieutenants to be temporary Hono¬ 
rary Captains while serving with No. 6 British Red Cross 
(Liverpool Merchants’ Mobile) Hospital: H. Browning, 
H. W. Jones, and F. C. Wilkinson. E. M. Eaton to be tem¬ 
porary Honorary Captain whilst serving with No. 2 British 
Red Cross Hospital. 

Temporary Honorary Lieutenants to be temporary Lieu¬ 
tenants : P. A. Dargan, L. M. Davies, and L. W. Jones. 

To be temporary Lieutenants: J. N. Cruikshank, A. 
Davidson, J. B. Fisher, M. M. Frew, T. R. Fulton, G. Kirk- 
hope, D. Kennedy, W. N. Montgomery, W. C. Gore, R. E. J. 
St. John Griffin, J. S. Kinross, D. W. Smith, P. G. Russell, 

E. H. Eastwood, N. B. Capon, C. E. Wise, F. W. Clark, J. 
Jaffe, J. B. P. McLaren, O. C. M. Davis, J Devine. J. 
Cross, J. Glaister, Z. A. Green, H. R. Tighe, T. W. Bailey, 
J. Crean, A. G. L. Smith, J. G. Forbes, R. O. Lee, D. H. A. 
Galbraith, S. F. Harris, C. R. Reckitt, J. W. Thomas, T. H. 
Jackson, W. S. King, T. O. Robson, A. E. Burroughs, W. H. T. 
Jones, J. A. Giles, E. N. Glover, H. J. C. Gibson, J. A. 
Edmond, E. J. Mannix, E. Lanzon, and R. B. Bryan. 

To be temporary Honorary Lieutenants: F. C. Ormerod, 
A. G. Morris, D. G. C. Tasker, S. Hutchinson, and A. J. 
Bado. 

Temporary Lieutenants relinquishing their commis¬ 
sions :—L. B. Graham, J. J. McConnell, H. H. R. Clarke, 
T. H. Harker, H. G. G. Jeffreys, S. E. Holder, G. E. 
Kinnersley, J. MacDonald, J. L. Atkinson, M. J. McCarthy, 

D. Hoodie, J. Rae, M. S. Fraser, D. G. Perry, R. Hamer, 
W. H. MacKinlay, G. Gardner, R. Spears, T. G. Elsworth, 
J. P. Kltson, A. S. McNeil, J. Jones, P. K. Muspratt, H. W. 
Kerfoot, J. A. Evans, R. H. Bonnycastle, G. A. Wyon, 
J. Coffey, J. T. Dickson, J. M. Taylor, F. Radcliffe, 
W. Stewart, P. MacDonald, W. J. M. Marcy, R. L. B. Smith, 

E. V. Frederick, and A. W. G. Murray. R. M. Chance on 
account of ill-health. 

Canadian Army Dental Corps: Captain F. A. Harwood 
(Canadian Militia) to be tempoi^ary Captain. 

Territorial Force. 

Royal Army Medical Corps. 

Welsh Border Mounted Brigade Field Ambulance: Captain 

F. H. Lacey, from a General Hospital, to be Captain. 
Lieutenant D. P. H. Gardiner to be temporary Captain. 

Home Counties Casualty Clearing Station: Lieutenants 
to be Captains: T. W. Hancock, W. L. Hibbert, A. G. 
Williams, and H. R. Parsloe. L. A. Celestia and F. F. T. 
Hare to be Lieutenants. 
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East Lancs Field Ambulance: Lieutenant A. W. Berry 
to be Captain. 

London Mounted Brigade Field Ambulanoe: Lieutenant 
F. P. Smith to be Captain. 

South Eastern Mounted Brigade Field Ambulance: Major 
F. B. Treves to be temporary Lieutenant-Colonel whilst 
commanding a Field Ambulanoe. 

London Field Ambulance: Captain (temporary Major) 
J. W. Bird to be Major. Major J. W. Bird, D.S.O., to be 
temporary Lieutenant-Colonel. 

Welsh Field Ambulance: Major H. T. Samuel to be tem¬ 
porary Lieutenant-Colonel whilst commanding a Field 
Ambulance. 

Highland Casualty Clearing Station: Captain A. Don to 
be temporary Major. Captain (temporary Major) J. Innes 
relinquishes his commission on account of ill-health. 
A. E. Campbell, late temporary Lieutenant, R.A.M.C., 
to be Lieutenant. 

London Sanitary Company: Lieutenant P. E. Lander to 
be Captain. 

Lowland Casualty Clearing Station: Major J. McKie, from 
a Field Ambulance, to be Major. Major J. McKie to be 
Lieutenant-Colonel. 

West Riding Casualty Clearing Station: Major L. P. 
Demetriadi to be temporary Lieutenant-Colonel. 

Welsh Casualty Clearing' Station: Major A. P. Swanson, 
from Attached to Units other than Medical Units, to be 
Major. Major A. P. Swanson to be temporary Lieutenant- 
Colonel. 

London (City of London) Sanitary Company: The under¬ 
mentioned Lieutenants to be Captains: R. J* S. McDowall, 
S. A. Mann, and J. P. Elias. 

Highland Field Ambulance: J. Anderson to be Lieutenant. 

Lowland Field Ambulance: T. M. Metcalfe to be Lieu¬ 
tenant. 

Eastern General Hospital: Lieutenant-Colonel J. B. 
Bradbury resigns his commission. 

Southern General Hospital: Major R. Coombe is restored 
to the establishment. 

East Anglian Field Ambulance: Lieutenant W. K. 
Legassick to be Captain and remain seconded. 

Home Counties Field Ambulance: Captain G. Eustace, 
from Attached to Units other than Medical Units, to be 
Captain. 

North Midland Field Ambulance : Captain F> W. Johnson 
to be temporary Major. 

Northumbrian Field Ambulance: Robert Welch and John 
Searle Burton to be Lieutenants. 

London General Hospital: Lieutenant-Colonel W. Pasteur 
is seconded for duty at a Military Hospital. 

Attached to Unite other than Medical Unite. —Major R. W. 
Forrest relinquishes his commission on account of ill-health. 
Captain E. P. I. Coke relinquishes his commission on 
account of ill-health. Captain H. G. L. Allford, from a 
Field Ambulance, to be Captain. Lieutenants J. B. Smith 
and E. T. Roper to be Captains. 


VITAL STATISTICS. 


HEALTH OF ENGLISH TOWNS. 

In the 96 English and Welsh towns with populations 
exceeding 50,000 persons at the last Census, 7975 births and 
3998 deaths were registered during the week ended Saturday, 
June 10th. The annual rate of mortality in these towns, 
which had declined from 17*0 to 12-5 per 1000 in the six 
preceding weeks, further fell in the week under notice to 
12-0 per 1000 of their aggregate civil population estimated at 
17,312,295 persons for the year 1915. During the first ten 
weeks of the current quarter the mean annual death-rate 
averaged 14-9, against 14*5 per 1000 in London. Among the 
several towns the death-rate last week ranged from 5T in 
Enfield, 5*8 in Ilford, 6T in Aberdare, 6*3 in Walthamstow, 
and 6'5 in Wakefield, to 17*6 in Ipswich and in Sunderland, 
18*1 in Oxford, 191 in Gloucester, 20-3 in Gateshead, and 20*7 
in 8tockton-on-Tees. 

The 3998 deaths from all causes were 165 fewer than 
the number in the previous week, and included 300 which 
were referred to the principal epidemic diseases, against 
326 and 335 in the two preceding weeks. Of these 300 
deaths, 102 resulted from whooping-cough, 70 from 
measles, 63 from infantile diarrhoeal diseases, 52 from 
diphtheria, 9 from scarlet fever and 4 from enteric 
fever, but not one from small-pox. The annual death- 
rate from these diseases was equal to 0*9, against 1-0 
per 1000 in each of the two preceding weeks. 
The deaths attributed to whooping-cough, which had 
been 128, 131, and 125 in the three preceding weeks, 
fell to 102, and included 22 in London, 13 in Bir¬ 
mingham. 11 in Manchester, and 4 each in West Ham 
and Liverpool. The deaths referred to measles, which 
had been 103, 85, and 104 in the three preceding weeks, fell 
to 70, of which 24 were recorded in London, 6 each in 


Birmingham, Manchester, and Sheffield, and 4 each in 
West Ham, Stoke-on-Trent, and Liverpool. The fatal oases 
of diarrhoea and enteritis (among infants under 2 years), 
which had been 62, 53, and 58 in the three preceding 
weeks, rose to 63; 14 deaths belonged to London, 4 to 
Leeds, and 3 each to West Bromwich, Birmingham, Man¬ 
chester, and Sunderland. The deathsattributed todiphtheria, 
which had steadily declined from 65 to 32 in the eight pre¬ 
ceding weeks, rose to 52, and included 11 in London, 5 in 
Middlesbrough, 4 in Liverpool, and 3 in Carlisle. The deaths 
referred to scarlet fever, which had been 15, 16, and 8 in 
the three preceding weeks, numbered 9, of which 2 occurred 
in London and 2 in Liverpool. The 4 fatal cases of enteric 
fever were three below the average in ihe earlier weeks of 
the quarter, and included 2 deaths in London. 

The number of scarlet fever patients under treatment in 
the Metropolitan Asylums Hospitals and the London Fever 
Hospital, which had steadily declined from 1778 to 1343 in 
the nine preceding weeks, further fell to 1313 on Saturday 
last; 166 new cases were admitted during the week, against 
139, 161, and 163 in the three preceding weeks. These 
hospitals also contained on Saturday last 1274 cases of 
diphtheria, 211 of whooping-cough, 191 of measles, 37 of 
enteric fever, and 1 of small-pox. The 968 deaths from all 
causes in London were 49 in excess of the number in 
the previous week, and corresponded to an annual death- 
rate of 11‘7 per 1000. The deaths referred to diseases of the 
respiratory system, which bad fallen from 405 to 117 in 
the 12 preceding weeks, rose to 130 in the week under notice. 

Of tne 3998 deaths from all causes in the 96 towns, 149 
resulted from violence, 329 were the subject of coroners' 
inquests, and 1210 occurred in public institutions. The 
causes of 27, or 0*7 per cent., of the total deaths were 
not certified either by a registered medical practitioner or 
by a coroner after inquest. All the causes of death were 
duly certified in Sheffield, Leeds, West Ham, Bradford, 
Newcastle-on-Tyne, and in 75 other smaller towns. Of the 
27 uncertified causes, 6 were registered in Liverpool, 5 in* 
Manchester, and 2 each in Darlington and Gateshead. 


HEALTH OF SCOTCH TOWNS. 

In the 16 largest Scotch towns with an aggregate popula¬ 
tion estimated at 2,372,000 persons at the middle of this year, 
1120 births and 586 deaths were registered during the week 
ended Saturday, June 10. The annual rate of mortality in 
these towns, which had been 15*0, 14*4, and 14*7 per 1000 in 
the three preceding weeks, fell to 12*9 per 1000 in the week 
under notice. During the first ten weeks of the current 

J uarter the mean annual death-rate in these towns averaged 
6*0, against 14*9 per 1000 in the large English towns. Among 
the several towns the death-rate last week ranged from 
6*1 in Falkirk, 8*9 in Leith and in Kirkcaldy, and 9*8 in 
Kilmarnock, to 15*6 in Ayr, 16*1 in Motherweil, and 16*2 in 
Dundee, 

The 586 deaths from all causes were 82 less than the 
number in the previous week, and included 52 whioh 
were referred to the principal epidemic diseases, against 
66 and 54 in the two preceding weeks. Of these 52 deaths, 
13 resulted from measles, 12 from infantile diarrhoeal 
diseases, 10 from scarlet fever, 9 from whooping-cough, 
6 from diphtheria, and 2 from enteric fever, but not one 
from small-pox. The annual death-rate from these diseases 
was equal to 1*1, against 0*9 per 1000 in the large English 
towns. The deaths attributed to measles, which had 
been 25, 34, and 26 in the three preceding weeks, 
fell to 13, of which 9 were recorded in Glasgow 
and 2 in Dundee. The deaths of infants (under 
2 years) from diarrhcBa and enteritis, which had been 
4, *10, and 7 in the three preceding weeks, rose to 12, 
and included 5 in Glasgow, and 2 each in Dundee and 
Motherwell. The fatal cases of scarlet fever, which had 
been 4, 3, and 5 in the three preceding weeks, rose to 10, 
and included 3 each in Edinburgh and Faisley. The deaths 
attributed to whooping-cough, which had been 17, 9, and 10 
in the three preceding weeks, numbered 9, of which 5 occurred 
in Glasgow and 2 in Motherwell. The 6 deaths referred 
to diphtheria were equal to the average in the earlier weeks 
of the quarter, and comprised 3 in Edinburgh, 2 in Glasgow, 
and 1 in Falkirk. The fatal cases of enteric fever were 
recorded in Glasgow and Dundee. 

The deaths referred to diseases of the respiratory system, 
which had been 106, 101, and 83 in the three preceding 
weeks, rose to 92 in the week under notice, but were 34 
below the number registered in the corresponding week of 
last year. The deaths from violence numbered 20, against 
18 and 34 in the two preceding weeks. 


HEALTH OF IRISH TOWNS. 

In the registration area of Dublin 219 births and 139 deaths 
were registered during the week ended Saturday, June 10th. 
The deaths corresponded to an annual death-rate of 17*7, 
against 11*7 in London and 12*9 per 1000 in Glasgow. 

Of the 139 deaths of all ages, 22 related to infants under 
1 year and 26 to persons aged 65 years and upwards. The 
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deaths referred to the principal epidemic diseases numbered 
7, and comprised 3 from infantile diarrhoea, 2 from measles, 
and 1 each from scarlet fever and whooping-cough. 

The causes of 2 deaths were uncertified, and 5 others were 
the subject of coroners’ inquests, while 54, or 39 per cent., of 
the total deaths occurred in public institutions. 

During the same period 192 births and 126 deaths were 
registered in the city of Belfast. The deaths were equal 
to an annual rate of 16*3, against 16*0 per 1000 in the 
previous week, and included 21 of infants under 1 year and 
24 of persons aged 65 years and upwards. The deaths from 
the principal epidemic diseases numbered 6, and included 
3 from measles, and 1 each from scarlet fever, whooping- 
cough, and infantile diarrhoea. The causes of 3 deaths 
were uncertified, and 1 other was the subject of a coroner’s 
inquest, while 29 of the total deaths occurred in public 
institutions. 



ELFRED CHALMERS AUSTIN, F.R.C.S. Edin., 
M.R.C.S.Eng., L.R.C.P Lond., 

TEMPORARY HONORARY CAPTAIN, R.A.M.C. 

The death occurred early on the morning of June 5th, at 
the age of 39 years, of Dr. E. C. Austin, medical super¬ 
intendent of the Withington Hospitals of the Manchester 
board of guardians. Just over six weeks ago Dr. Austin 
contracted pneumonia; a week later both lungs were 
affected, empyema and finally pneumococcal septicaemia 
supervening. 

A student of St. Mary’s Hospital Medical School, London, 
he qualified in 1899, taking the Edinburgh Fellowship four 
years later. He first held the post of resident obstetric officer 
to his own school hospital, and later he was house physician 
to the Leicester Infirmary and Fever House, and afterwards 
assistant medical superintendent at the Kensington Union 
Infirmary. For a time he was in general practice at Barnard 
Castle, but he gave this up about four years ago, on appoint¬ 
ment as medical superintendent of the Hope Hospital under 
the Salford board of guardians. In March, 1915, on the 
resignation, through ill-health, of Dr. S. Orchard, since 
deceased, he was appointed by the Manchester guardians 
medical superintendent of their Withington hospitals ; the 
guardians a few months since decided to transfer the 
Withington hospitals for use as a war hospital, and at the 
time Dr. Austin’s illness began he was busily engaged on the 
consequent reorganisation, having been granted a temporary 
honorary commission as captain in the R.A.M.C. whilst in 
charge. He published in The Lancet in 1904 an 4 4 Account 
of 70 Cases of Lobar Pneumonia, with Analysis of Clinical 
Features and Post-mortem Changes,” and it is a melancholy 
coincidence that he should himself have fallen a victim to a 
disease in which he took a keen scientific interest. He was 
a hospital administrator of great experience, keenly interested 
in surgery, and himself a good operator. 

He leaves a widow and two small daughters to deplore 
their loss. 


PROFESSOR SILVANUS THOMPSON. 

The death of Silvanus Phillips Thompson, professor of 
physics in the City and Guilds Technical College and 
Principal of the College at Finsbury, took place suddenly on 
Monday last. Professor Silvanus Thompson was best 
known as a singularly clear exponent of electrical science, 
particularly in regard to its many applications to practical 
affairs. He was a most convincing demonstrator at the 
lecture table, and his experiments were invariably brilliantly 
carried out. He was author of several works on practical 
electricity, dynamos, arc lamps, telegraphy, telephony, and 
so forth, while latterly he turned a good deal of his 
attention to the improvement of modern lighting methods. 
He was first President of the Illuminating Engineering 
Society, a position he occupied for five years. The valuable 
services he rendered to the cause of good lighting are very 
generally recognised. He was particularly active in helping 
the development of the system of lighting known as the 
“eye-rest” system. Many of the beautiful examples of 
artificial internal illumination in our public buildings, in 
which the light is directed on the object and not on the eye, 
are due to Professor Silvanus Thompson’s studies on the 
subject and his powerful advocacy of the method. His 
researches covered a wide ground, so much so that he was 
generally regarded to be a good all-round physicist. 




4 4 Audi alteram partem.’* 

THE TREATMENT OF GONORRHCEA: 

A SUGGESTION. 

To the Editor of The Lancet. 

Sir, —The results of ordinary methods of treatment of 
gonorrhoea of the urethra are not infrequently so unsatis¬ 
factory that one is tempted to wonder whether the system of 
“continuous irrigation” applied so successfully to that 
malignant affection, gonorrhoeal ophthalmia (when coming 
under notice at an early stage), might not be applied in a 
modified manner to urethral gonorrhoea. Continuous irri¬ 
gation on the lines adopted for gonorrhoea of the conjunctiva, 
though very desirable, would not, I fear, be feasible for the 
urethra, requiring, as it would, the tying of a catheter into 
the urethra, elaborate arrangements for conducting the 
irrigating fluid to and from the urethra, and the confine¬ 
ment of the sufferer strictly to bed so long as irrigation is 
being carried out. The feasibility of cohtinuous irrigation 
on these lines has, doubtless, been carefully considered also 
by others, but regretfully dismissed as impracticable, as by 
myself. 

Continuous • irrigation in a modified form .—In its ideal 
form this form of treatment may be impracticable, as ideals 
often are, but could we not compromise, attempting a 
modified form of this method of treatment by the very 
frequent use of some bland, slightly astringent solution 
introduced into the urethra by means of a small metal or 
glass syringe. The treatment should, I consider, be started 
as early as possible after the disease has been noticed, the 
irritability of the urethra to be first overcome, if necessary, 
by the use of a local anodyne and of a morphia suppository, 
this preliminary treatment to be performed only by the 
attendant oi nursing orderly. The patient should, I think, 
use the syringe every 15 minutes, injecting sufficient solu¬ 
tion each time to gently distend, without using too much 
force, the penile portion of the urethra. 

Removal of toxins .—The constant washing away of toxic 
material could not fail, one would think, to be beneficial, 
and might tend, I imagine, to prevent that deep excoriation 
of the mucous membrane of the urethra, which is presum¬ 
ably associated with a prolonged contact of toxins with the 
mucous membrane, and which is possibly the precursor of 
those troublesome strictures so commonly met with in the 
later stages of severe cases of gonorrhoea. Again, is it not 
through these deep lesions of the mucous membrane that the 
bacteria gain access to the blood and to the lymph streams, 
and if we could, by the constant washing away of toxins, 
prevent these severe surface lesions, is it not possible that 
many of the troublesome sequelae of gonorrhoea might be 
averted ? 

Difficulties will be met with even in starting the simple 
method of treatment now advocated, but it seems to me that 
it should be possible, with patience, to overcome them. For 
example, it is certain that the objection will be raised that the 
patient could not be relied on to carry out the syringing as 
often as is desirable. Supervision will, of course, be neces¬ 
sary, but if the patient has been sufficiently impressed with 
the dread possibility of slowly narrowing strictures and of 
gonorrhceal arthritis and other troublesome sequelae, and if, 
on the other hand, he be encouraged to hope that 
by the diligent use of the syringe he may not merely 
escape these dangers, but is likely to shorten his stay 
in bed and detention in hospital, and thus to reduce 
the sum to be deducted from his pay for hospital 
stoppages, it will, I think, be found that the patient is willing 
heartily to cooperate. Time sometimes hangs heavy on the 
hands of a man kept in bed for what is, in the early stages 
of the disease, only a local affection. If given something 
useful to do the time will possibly pass more quickly than 
if left to himself to brood over his misfortunes. Needless to 
say, the patient should always be warned as to the danger of 
conveying infection from the urethra to the eyes, and should 
be instructed to invariably wash the hands after using the 
syringe, the latter article always to be placed into antiseptic 
lotion after use. 

Douching hy nursing orderlies .—By all means let the occa¬ 
sional irrigation by nursing orderlies using douche cans with 
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rubber pipes and glass nozzles be continued ; this procedure, 
if not performed with too great a pressure of fluid, cannot 
fail to do good, and may serve to impress the patients with 
the necessity for the thorough washing away of the foul 
material lying in the urethra. When there are many 
patients to attend to and much ward work to do other than 
irrigation, it is, in my experience, difficult for the nursing 
orderlies to perform the irrigation as often as is desirable. 
Patients therefore should be encouraged to carry on the 
good work with the syringe in the intervals. The extra 
expense involved in the purchase of syringes may perhaps 
be an objection. If, however, the stay of the patient in 
hospital be shortened as a result of the treatment, as I 
strongly feel will be the case, the effect will be not a loss but 
a saving of time and money. 

I bring this system forward for consideration in the belief 
that it cannot do harm and may, if thoroughly carried out, 
do much good, so answering to the requirements considered, 
it is said by Hippocrates, the old-time healer, to be essential 
to a good remedy.—I am, Sir, yours faithfully, 

J. W. S. Seccombb, 

June 10th, 1916. Major. R.A.M.C. 


TESTS FOR DIACETIC ACID AND FOR 
ACETONE IN THE URINE. 

To the Editor of The Lancet. 

Sib,—I n his interesting paper on “ A Case of Acute 
Diabetes, with Comments, especially in regard to Acidosis,” 
in The Lancet of June 3rd, Dr. Walter 6. Smith gives as an 
example of “errors culled from text- books ” the statement 
that certain substances, for instance, salicylic acid, give the 
same reaction in the urine as diacetic acid gives (with per- 
chloride of iron solution). He adds that the reaction is some¬ 
what similar, but that no practiced eye would confound the 
colours. I wish to call attention to the fact that the urine of 
a patient taking salicylates may be made, by the addition 
of a solution of perchloride of iron, to give exactly the 
•same tawny port-wine oolowr as that which is often 
regarded as a sure sign of the presence of diacetic 
acid in the urine. 1 It depends on the relative quantities 
of the reagent and of the salicylic contents of the urine, 
whether the tawny port-wine colour or the more usual 
bluish-red colour is produced. In another place (p. 1117) 
Dr. Smith says, “ Both creatinin (Weyl) and acetone respond 
to Legal’s test.” 8urely the great point made by E. Legal 
(1883), when he used the nitroprusside test for creatinin 
(Weyl) as a test for acetone in the urine, was to finish up 
the test by adding acetic acid in order to get rid of the 
colour, or the confusing portion of the colour, due to the 
necessary presence in the urine of creatinin. 2 

I am, Sir, yours faithfully, 

Harley-street, W., June 13th, 1916. F. PARKES WEBER. 


THE INFLUENCE OF DIET ON THE 
DEVELOPMENT OF CAMMIDGE’S 
REACTION IN THE URINE. 

To the Editor of The Lancet. 

Sir,—I t is gratifying to learn from the annotation appear¬ 
ing in The Lancet of June 10th under the above heading 
that, although it is now over 13 years since I first described 
the so-called pancreatic reaction in the urine, it is still of 
sufficient interest to merit investigation and comment. I 
am naturally pleased to see that the recent observations 
made by Dr. C. J. 0. Van Hoogenhuyze and Dr. 8. Nagasaki 
confirm its clinical value, but it would seem from some of 
the statements made that they are not acquainted with 
many of the developments whch have taken place since ray 
original publication. In order to remove some of the mis¬ 
apprehensions to which your annotation may possibly give 
rise. I should like to point out (1) that Howard and I proved 
in 1914 * that the “pancreatic” reaction is due to the presence 
in the urine of a dextrin, the formula of which we gave; 
(2) that the reducing substance split off on hydrolysis with 
hydrochloric acid is a pentose—viz., xylose—and that the 

i In a suspected case of diabetic corn*, or of threatening coma, this 
point may, I think, become one of considerable importance. 

* Sec the account of Legal's test given in Maly's Jahreaber. d. 
Thiercbemie, 1883, vol. xiii., p. 71. (From Legal’s account in Nos. 3 
and 4 of the Bredau ftrztl. Z itschr. for the same year.) 

Observations on the Composition and Derivatives of Urinary 
Dextrin, The Lancet, Sept. 26th. 1914 p. 791. 


“pancreatic” crystals are consequently a xylosazone ; (3) 
that I described a quantitative method of performing tne 
reaction, giving accurate figures by which one urine may be 
compared with another, under the name of the “ iodine 
coefficient,” in 1913 4 ; and (4) that Dr. Chalmers Watson 
drew attention to the relation of the “pancreatic” reaction 
to the carbohydrate content of the diet as far back as 1910, 
I believe, and that this question and the effects of treatment 
on the amount of dextrin in the urine were fully dealt with 
by me in a paper I read before the Medical Section of the 
Seventeenth International Congress held in London three 
years ago. 5 

A method of carrying out the test by comparing the 
reducing power of the urine before and after boiling with 
hydrochloric acid, similar to that employed by Dr. Van 
Hoogenhuyze and Dr. Nagasaki, was experimented with in 
my laboratory some four or five years ago but abandoned, 
chiefly owing to the difficulty then experienced in ascertaining 
the exact end-point of the reduction, in favour of the more 
accurate iodine coefficient. The latter is directly dependent 
upon the amount of dextrin the urine contains, and that alone ; 
whereas the figures obtained by comparing the reducing 
power of the urine before and after hydrolysis include the 
glycuronic acid, sugar, &c. If one of the methods of esti¬ 
mating the reduction that gives a sharp end-point is employed 
and the results are interpreted in a qualitative rather than 
in a quantitative sense, they can be employed no doubt 
with advantage for rapid clinical work ; but it must be 
remembered that, like the original “ pancreatic ” reaction, 
the findings must be considered in the light of the olinical 
symptoms and be confirmed, if possible, by analysis of the 
faeces. I am. Sir, yours faithfully, 

Nottlngham-place, W., June 12th, 1916. P. J. CAMMIDGB. 


THE FEES OF LOCUM TENENTS. 

To the Editor of The Lanoht. 

Sib, —May I through your columns contradict an impression 
which has unfortunately gained ground that it is almost 
impossible to get substitutes at reasonable fees. Since the 
war began many hundreds of vacancies have passed through 
my hands, and I am glad to say that, thanks to the loyal help 
of many men retired from practice and others ineligible for 
the army, the supply has so far been equal to the demand. 
The fees at present obtaining are £7 Is. a week for normal 
practices, less if hospitality is offered to a wife or others. 
Somewhat higher fees are paid in manufacturing north 
country and colliery districts. If principals would refuse to 
pay excessive fees the few men who are trying to take an 
unfair advantage of their country's difficulties would soon be 
brought to reason.—I am, Sir, yours faithfully, 

Percival Turner. 

Adara-streei ' Adelphi, W.C.. June 12th, 1916. 


SHORTAGE OF DOCTORS FOR THE ARMY 
AND NAVY. 

To the Editor of The Lancet. 

Sir, —In The Lancet of Jan. 16th, 1915, I suggested that 
many of the school examining doctors could be relieved of 
that work by local practising doctors. The Board of Educa¬ 
tion is now reporting on this proposal. In The Lancet of 
May 20th, 1916, I suggested that in order to relieve panel 
doctors their work should be carried on by local non-panel 
doctors. I have referred this proposal to the Insurance 
Commissioners. I wish further to suggest that the three 
Local Government Boards of the United Kingdom should 
relieve their public vaccinators and, if need be, the district 
medical officers of army age by appointing local (over age) 
practising doctors to carry out vaccination and district Poor- 
law treatment. 

I am informed that there are some 1000 vaccinators in 
Scotland, 812 in Ireland, and 3000 in England and Wales. 
Out of these 4812 vaccinators about half would be of military 
age. This scheme would exist only for war time. I have 
heard it suggested that the 37,290 registered midwives in 
England should vaccinate, thus following the system of a 
number of European nations, but this proposal need not be 
entertained.—I am. Sir, yours faithfully, 

Liverpool, June 11th, 1916. ROBERT R. RENTOUL. 

4 Glycosuria and Allied Conditions. Edward Arnold, 1913, p. 275; 
The Iodine Coefficient of the Urine, Seventeenth Internet. Conz. of 
Med., Medical Section, p. 305. Ibid. 
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The Casualty List. 

The following names of medical officers appear among the 

casualties announced since our last issue :— 

Killed. 

Captain W. S. Armstrong, R.A.M.C., was a student at 
St. George’s Hospital, London, qualifying in 1903. He 
had held appointments in Newfoundland, and was for a 
time assistant medical registrar at St. George’s Hospital. 

Wounded. 

Captain D. A. R. Haddon, R.A.M.C., attached to the Royal 
Scots (Lothian Regiment). 

Lieutenant E. V. Sullivan, R.A.M.C., attached to the Royal 
Field Artillery. 

Captain C. F. White, R.A.M.C., attached to the Royal 
Engineers. 

Misting. 

Captain F. S. Park, Canadian Army Medical Corps, attached 
to the Canadian Mounted Rifles. 

Captain W. R. W. Haight, Canadian Army Medical Corps, 
attached to the Canadian Mounted Rifles. 

Officially Reported Killed in Action in the Naval Battle of 
May 31st and non' Officially Reported to have been 
saved by the Germans. 

Surgeon-Probationer D. J. T. Oswald, R.N.V.R. 

Surgeon-Probationer A. Joe, R.N.V.R. 


Deaths among the Sons of Medical Men. 

The following sons of medical men must be added to our 
list of those who have fallen during the war : — 

Second Lieutenant F. J. Cathcart, Royal Field Artillery, 
only son of Mr. C. W. Cathcart, F.R.C.S. Edin. 
Midshipman M. Austen, R.N., H.M.S. Queen Mary , only son 
of Fleet-Surgeon T. Austen, R.N. 

Second Lieutenant R. de W. Harvey, Dorset Regiment, 
attached to the King’s Royal Rifle Corps, only surviving 
son of Mr. H. Harvey, M.R.C.S., L.R.C.P., of Wyke 
Regis, Dorset. 


OBITUARY OF THE WAR. 


ARTHUR W. TANNER, M.D.Tor., 

LIEU TEH AWT-COLONEL, CANADIAN ARMY MEDICAL CORPS. 

We regret to announce the death of Lieutenant-Colonel 
A. W. Tanner, commanding the 10th Canadian Field 
Ambulance, from wounds received on June 3rd. Born at 
Watford, Ontario, in December, 1875, Dr. Tanner graduated 
at Toronto University in 1899, and settled in practice at 
Moosomin, Saskatchewan. There he rapidly made his mark 
as a general practitioner and most capable surgeon. In 1910 
he joined the 16th Canadian Light Horse, allied with the 
16th (the Queen’s Lancers), and within a month of the 
beginning of the war he was given his Lieutenancy in this 
Brigade. From being a combatant officer, he transferred 
to the Canadian Army Medical Corps, and last year was 
appointed Assistant Director of Medical Services of the 10th 
Canadian Military District, which included the Provinces of 
Manitoba and Saskatchewan. As such he was in medical 
charge of the Sewell Camp in Manitoba, and later was largely 
instrumental in bringing together and establishing the 
10th Field Ambulance. This unit arrived in England on 
March 13th of this year, and within a month was at work 
at the front. Here Colonel Tanner immediately impressed 
all with whom he came into contact as a most capable 
officer with administrative abilities of the first order. His 
death represents a very distinct loss to the Canadian Army 
Medical Service. 

Surgeon-General G. Carleton Jones, D.M.S., Canadian 
Expeditionary Force, writes: “I have only known Colonel 
Tanner a short time since he joined the Expeditionary 
Force in England, but from what I saw of his work 
both here and in France I was particularly struck with 
his natural ability for military medical work. I feel his loss 
very much, as it means that the Service is deprived of a most 
capable and useful officer. ” 


FRANCIS FREDERICK LOBB, M.R.C.S., L.R.C.P. Lonp., 

FLEET-SURGEON, ROYAL WAVY. 

Fleet-Surgeon F. F. Lobb, who lost his life on H.M.S. 
Queen Mary in the battle of May 31st, was 42 years of age. 
He received his medical education at St. Mary’s Hospital, 
qualifying in 1898, after 
which he held house 
appointments at his own 
hospital as well as at 
the London Fever Hos¬ 
pital and the Female 
Lock Hospital. Joining 
the Royal Navy, he was 
on H.M.S. Thmshni the 
time of the Delagoa Bay 
blockade, and landed at 
Mossels and Lambert’s 
Bay, receiving the South 
African medal. In the 
Gambia River expedi¬ 
tion of 1901 he was on 
shore for ten days and 
organised a base hos¬ 
pital. Besides the 
medals for the services 
which we have noted, 

Fleet-Surgeon Lobb re¬ 
ceived the thanks of the 
Colonial Office for his report on Pitcairn Island in 1908, and 
the medical service of the navy has lost in him a valuable 
officer. Fleet-Surgeon Lobb was unmarried. 


GEORGE MOORE JOHNSON, M.A., M.B., B.Ch. Oxon., 

SURGEON, ROYAL NAVY. 

Surgeon G. M. Johnson, who met his death on H.M.S. 
Defence in the naval battle on May 31st, was 37 years of 
age, and the elder son of Mr. G. W. M. Johnson, of Childs’ 
Bank, and of Mrs. Johnson, of Shortlands, Kent. He was 
educated at Charterhouse School and Magdalen College. 
Oxford, proceeding to the London Hospital, from which he 
took his M.B., B.Ch. in 1908. He then held the posts of 
house physician and later house surgeon at the Radcliffe 
Infirmary, Oxford. After gaining some experience in general 
practice, he went to Trinity, Newfoundland, in January, 1913, 
and practised there till after the outbreak of war, returning to 
England in January, 1915. He then held the posts of assistant 
tuberculosis officer and school medical officer for East Suffolk, 
till he applied for a post as surgeon io the navy, when he was 
appointed to H.M.S. 

Defence and served in 
her till he met his death. 

One of his colleagues 
writes of him : “ Always 
fond of sport and good at 
all games, he was a good 
shot and a keen and 
successful fisherman 
and boatman; indeed, 
in the course of his 
professional duties in 
Newfoundland he 
often went out in 
such weather that 
the fishermen would 
be anxiously waiting 
his return. He had 
a very keen sense 
of his duty to 
his medical work, 
to which he ap¬ 
plied abilities con¬ 
siderably above the average. His friends—and they 
were many—felt certain that he would have done good 
and distinguished service in his profession. Gifted with 
a superb body, he had a boundless store of energy and 
lived his life with a zest and keenness it was a pleasure 
to watch, but beyond all was his unusual capacity of 
forming real friendships socially and professionally, and his 
early death will make him sadly missed by a very wide 
circle.” Surgeon Johnson leaves a widow, to whom we offer 
our sympathy. 
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JAMES MacCORMAC CALDWELL JOHNSTON, 
M.B., Ch.B. St. And., 

LIEUTENANT, ROYAL ARMY MEDICAL CORPS. 

Lieutenant J. M. C. Johnston, whose death in action was 
reported last week, was 32 years of age, and was the elder 
son of Dr. Robert Johnston, of Dundee. He received his 

early education at 
Dundee High School, 
where he excelled 
both in his studies 
and in the various 
branches of athletics. 
His medical training 
was begun at the 
University of Edin¬ 
burgh and completed 
at the University 
of St. Andrews 
(University College, 
Dundee), where he 
graduated M.B., 
Ch.B. in 1913. He 
then acted as house 
physician to the 
Dundee Royal Infir¬ 
mary and started in 
private practice in 
Perth. He was always 
keen on his professional work, in the }>erformance of which 
he never spared himself. In the summer of 1915 he 
obtained a commission in the Royal Army Medical Corps, and 
left for France at the end of September attached to the 76th 
Field Ambulance. He met his death by shell-fire on May 27th 
while in the act of dressing a wounded soldier in the trenches. 
A medical friend writes of Lieutenant Johnston : “ Endowed 
with good capacity and many high personal qualities, he 
gave great promise of success in his profession. He was 
very popular with his brother officers in France, and was 
held in esteem because he excelled in good work, and was 
most unremitting in ministering to the wounded under 
very trying conditions.” He possessed, we are also told, 
in a rare degree the confidence and affection of the men 
under him. 


JOHN SIDES DAVIES MacCORMAC, L.R.C.P.&S. Edin., 

SURGEON. ROYAL NAVY. 

Surgeon J. S. D. MacCormac. who was among the victims 
of the great naval battle of May 31st, was aged 44, the 
elder son of Mr. William MacCormac, of Banbridge, 

co. Down, Ireland, and 
a descendant of Dr. 
Henry MacCormac, 
of Belfast, a pioneer 
of the open-air treat¬ 
ment of phthisis. 
Educated at the 
Belfast Academical 
Institution, he first 
studied medicine 
under his cousin. 
Dr. William Aylmer 
Lewis, of Oswestry, 
later going to Edin- 
burgh, where he 
qualified in 1894. 
He then acted for a 
time as dispensary 
doctor at Loughbrick- 
land, co. Down. Later 
he started practice in 
Leicester, where he 
remained for some 
years, afterwards coming to London, where he was appointed 
an anaesthetist to the Royal Dental Hospital, Leicester- 
square. He became also a lecturer on ambulance work to the 
London County Council, as well as an ambulance examiner 
to the Metropolitan Police. He was an indefatigable worker, 
devoted much time to research, and was the author of several 
medical and surgical treatises, including “ Prolonged Nitrous 
Oxide Amcsthesia in Dental Surgery.” He also invented 
and improved a number of medical appliances and surgical 
instruments. 


He had always had a leaning towards military matters, and 
was at the age of 17 a trooper in the Oswestry Squadron of 
the Shropshire Yeomanry ; founded, and was captain of, the 
First Banbridge Troop of the Boys’ Brigade, and held a 
commission as lieutenant in the Leicester Volunteers. 
When war broke out he at once offered his services to the 
Admiralty, was appointed surgeon to H M.S. Statesman and 
sent to the Mediterranean, being transferred later to 
H. M. S. Black Prince. 

Surgeon MacCormac was, it will be seen, a man of wide 
and varied interests. He was a member of the Orange 
Institution in Ireland, a Past-Master in Freemasonry, and a 
musician of no mean order, playing the harp, piano, guitar, 
and banjo. On the Black Prince for a time he conducted the 
ship’s band. He was a straight rider to hounds, a good shot, 
and keen trout fisherman. He spoke French and Armenian, 
and wrote his diary in the latter language, as he said 
then no one could pry into the secrets of his patients. 
Those who knew him speak of him as being of a sunny, 
lovable nature, generous to a fault, and always full of hope, 
no matter how depressing the conditions. A wide circle of 
friends in London and elsewhere will regret his death. He 
leaves a widow, the daughter of the late General Sir Charles 
MacGregor, Quartermaster-General in India, and a little 
daughter aged seven. 


Auxiliary R.A.M.C. Widows and Orphans Fund. 

To our brief report in last week’s number of the meeting 
held at the Royal Army Medical College on June 1st to con¬ 
sider the desirability of establishing a benevolent fund for 
the Services auxiliary to the Royal Army Medical Corps, we 
can now add the text of the two resolutions which were 
unanimously carried :— 

(1) That a fund In connexion with the officers of the auxiliary 
branches of the Royal Army Medical Corps be formed and that a com¬ 
mittee be appointed representative of the three branches to formulate 
a scheme and to report to a further meeting. 

(2) That the aforesaid committee be also requested to consider and 
report as to the possibility of establishing a (General Helief Fund for 
the rank and file of the same forces. 

The following officers were elected to form the provisional 
committee, with power to add to their number :—Colonel 
W. Culver James (T.F.), Colonel J. Atkins, C.M.G., 
Lieutenant-Colonel Sir John Collie, Lieutenant-Colonel 
H. H. Tooth, C.M.G. (T.F.), Major Ewen Maclean (T.F.), 
Major G. Newton Pitt (T.F.). Captain R. J. Stirling (S.R.I.X 
and Lieutenant-Colonel F. W. H. Davie Harris as secretary. 
The further meeting to consider the draft scheme has been 
fixed for Monday, June 26th, at 2.45 [p.m., in the Royal 
Army Medical College theatre. 


Central Medical War Committee. 

A meeting of the Central Medical War Committee was 
held on June 14th, when Colonel Blenkinsop, R.A.M.C., and 
Colonel Thom, R.A.M.C., attended, and a very succinct 
statement was made both as to the actual and immediate 
medical needs of the army, and as to the future 
probable demands for medical officers, in bulk and in weekly 
detachments, for the different zones of war. It was explained 
how far the need could be met, now and in the near future, 
by graduates from the Overseas Dominions, now approaching 
examinations, and by the acceptance of senior men for medical 
garrison duty, in addition to the men secured under the 
Enrolment Scheme of the Central Medical War Committee. 
It was definitely announced that the War Office had decided 
to give commissions in the Royal Army Medical Corps to 
medical men between 45 and 55 willing to take whole-time 
general service in the United Kingdom. This action on the 
part of the War Office will be welcomed by a large group 
of medical men who have hitherto been debarred from 
offering their services to the country, and who will thus 
set free medical officers in the Territorial Force who have 
received the military training necessary for foreign service. 

The announcement was made to the Committee that the 
Central Medical War Committee, the Scottish Medical 
Service Emergency Committee, and the Reference Com¬ 
mittee of the Royal Colleges had been definitely recognised 
by the Army Council. 

The chairman of the Central Medical War Committee, Mr. T. 
Jenner Verrall, stated that the percentage of enrolled men was 
steadily becoming a very substantial one, the exact figures not 





The Lancet,] 


THE WAB. 


[June 17,1916 1237 


being given at the time, and the general impression received 
of a review of the work of the Committee, taken in connexion 
with Colonel Blenkinsop’s categorical figures, was that 
although the Committee had much difficult work ahead, 
their task was one which could be accomplished. 

Professor Henry Littlejohn placed his resignation in the 
hands of the Committee in the event of it being desired to 
add an English member on the Committee in his place, but 
the Committee felt that, quite apart from Professor Little¬ 
john’s personal and great services to the Committee, it was 
desirable to have Professor Littlejohn on the Central 
Medical War Committee as a link between that body and 
the Scottish Medical Service Emergency Committee, of which 
body he was also a member. Professor Littlejohn was 
unanimously desired to withdraw his resignation. 


Medical Practitioners and the Military 
Service Acts. 

The present position will be made clear to all our readers 
by the letter from Sir Alfred Keogh, Director-General of the 
Army Medical Service, which follows, and with which is 
included a very useful Memorandum on the whole subject 
from the War Office. 

To Members <>/ the Medical Profession. 

I am extremely anxious to draw your attention to the 
particular provisions of the Military Service Acts, and of 
the Regulations now made thereunder, which concern the 
medical profession. For this purpose I have thought it may 
be convenient that a special Memorandum should be pre¬ 
pared on the subject, which should note the main points of 
practical importance to practitioners and the chief con¬ 
siderations, medical, military, and civil, that have been 
involved in the problem. 

1 enclose such a Memorandum with this letter, and I am 
convinced that it is of the highest importance that every 
practitioner should familiarise himself at once with the 
exact position, in regard to himself and to the profession 
generally, which has been brought about by the new condi¬ 
tions, as therein set out. 

I desire to emphasise the fact, which will he clear to you, 
I think, on reading the terms of the Memorandum, that the 
ccheme must of necessity depend for its successful working 
upon the support and cooperation of the whole profession. 
It is, I believe, impossible to exaggerate the importance of 
this effective cooperation ; by this alone will it be possible to 
justify and maintain the very special arrangements now 
sanctioned by Parliament for the medical profession in 
relation to military service. 

I need hardly remind my professional brethren that in the 
present circumstances of*the nation the medical profession 
is under a very great responsibility for the welfare both of 
H.M. Forces and of the civil population. The profession has 
now been entrusted, in a very special manner, as is explained 
in the Memorandum, with the responsibility of working out, 
in cooperation with the Government, what I may perhaps 
call the mobilisation of the whole of the medical services of 
this country for its civil needs, on such lines as shall enable 
the pressing requirements of the Army to be met with the 
least possible injury to the civil population. A higher 
responsibility, a more inspiring opportunity, could hardly 
be imagined for any profession; and, as a member of the 
medical profession myself, I make no apology for being 
proud that this call has come to it. 

I should like to state how deeply sensible I am of the 
spirit in which large numbers of medical men have rendered 
and are rendering essential service to the nation ; and I wish 
to make it absolutely plain that the purpose of the scheme 
described in the Memorandum is to assist the profession in 
this great task which I am assured it is most anxious to 
fulfil—the task of securing the best possible disposal of the 
energies of the medical men throughout the country by the 
utilisation of the skill of each practitioner in the sphere in 
which he is found to be most needed at a given time. 

I am convinced by my close and continuous observa¬ 
tion of the problem that it is only by means of such a national 
organisation of medical services, effected by the profession 
itself, that the profession can be assured of serving the 
country with the maximum of efficiency and with the 
minimum of disturbance and friction in the case of individual 
practitioners. 

Under the scheme shown in the Memorandum—given the 
keen cooperation of the whole profession—I earnestly hope it 
will prove possible to meet the urgent and ever-varying needs 
of the naval and military forces for medical officers, and at 
the same time to maintain, without risk of a breakdown, 
those medical services which are indispensable to the general 
civil population—services that are especially vital in time of 
war in those industrial areas where medical provision is, even 


in normal circumstances, no more than adequate for essential 
requirements. This great task can only be achieved, on the 
lines shown in the Memorandum, by the strenuous and 
continued efforts of all the members of the profession in 
all parts of the country. 

There is one further point of very great moment which I 
must emphasise, and on which I must make a personal 
appeal to those of my professional brethren whom it directly 
concerns. While the smooth working of the scheme can, 
as already shown, only be effected by engaging the patriotic 
support of every practitioner, I am bound* in a very special 
manner to beg the attention of men between 41 and 45 years 
of age, to the manner in which they, in particular, have it 
in their power to mar or to contribute to its success. 

To every practitioner between these ages, I would say that, 
while not liable to the provisions of the Military Service Acts, 
it is open to him (I hope each one will consider whether it is 
not indeed incumbent on him) to offer himself, by enrolment, 
as one who may be selected, if needs be, for professional 
service with the Forces, at home and abroad. It is estimated, 
on a careful investigation of available figures, that the full 
acceptance, by the men of these ages, of this opportunity of 
rendering service to their country would secure an addition 
of some 40 per cent, to the number of practitioners now 
otherwise eligible for selection (if required) for commissions 
in the Royal Army Medical Corps. 

Practitioners between 41 and 45 years of age are, in fact, 
in a position, by now enrolling, to assist in a peculiarly 
important degree the achievement of the objects of this 
scheme for the organisation of the profession, thus enabling 
the Government both to meet the pressing needs of the Forces 
at home and abroad, and to ensure the maintenance of an 
adequate medical service for the civil population. 

I desire to commend the whole scheme to your careful 
consideration.—I am, yours very truly, 

Alfred Keogh, 

Director-General, Army Medical 8ervice. 

War Office, Whitehall, 8.W., June 7th, 1916. 

The National Organisation oj the Medical Profession in Relation 
to the Seeds of H.M. Forces and of the Civil Population 
and to the Military Service Acts. 

In virtue of the compulsory provisions of the Military Service Acts, 
doctors up to the age of 41, whether married or single, are under the 
same statutory obligation as other citizens to serve in H.M. Forces for 
the duration of the war. The medical man, however, is in a very 
*&] position in the following respects: firstly, he is needed in the 

E and Army to render there the same kind of services that he 
i in civil life; secondly, arrangements can be made in a large 
number of cases for carrying on his civil work, when he joins the 
forces, in a manner that will conserve to him or his family, in addition 
to his military pay, a substantial proportion of the remuneration he 
would have received had he remained in civil life; thirdly, this 
bringing about of an arrangement for carrying on his civil duties la 
often essential in the Interests of the civil population and a necessary 
element in determining which of the men in a given place can most 
wisely be selected for the Army Medical Service; but, fourthly, the 
making of such arrangements must rest of necessity with the members 
of the medical profession. 

For these reasons, two special arrangements have been provided 
under the Military Service Acts in regard to the medical profession: 
(i.) A special procedure as to questions of exemption of doctors from 
ordinary military service ; and (li.) a special procedure for selecting, and 
at the right time In each case, the particular men who can be spared 
from their civil work to serve as doctors with H.M. Forces with least 
injury to the civil population, and for retaining in their civil work 
those who are most needed there in the public Interest. 

8ince both of these processes can be made properly efficienf by means 
only of a professional body having full professional knowledge. Parlia¬ 
ment has enacted in Section 7 of the new Military 8ervlce Act that the 
question whether a given doctor is to be taken to serve the Army or is 
to continue to do his work for the civil population, shall be decided by 
a Central Professional Committee instead of by the ordinary tribunals. 

Now it is clear that before any Central Professional Committee can 
arrive at a wise decision in any given esse, it must be in a position to 
make an accurate comparison of the situation (in different areas, and 
as between different doctors) as regards the existing supply of medical 
attendauce. of the various types necessary for the civil population. 
This is especially Important in regard to the poorer areas, where the 
provision In normal times is often barely sufficient for the minimal 
needs of the people; whereas in several places there can be found a 
considerable redundance of medical men, many of whom can quite well 
be spared before the local supply of doctors would be brought down to 
the level obtaining in normal areas. (The proportion of doctors to 
population is known to vary very widely, being as low as 1 to 5000 
in some areas, and as high as 1 to 800 in others.) And in order to 
be able to make the necessary comparisons equitably, it is necessary 
in the first place that the whole supply of doctors of various types in 
all parts of the country shall have been carefully surveyed, not only 
on a basis of detailed local knowledge, but also on a comparative basis, 
from one central standpoint. It is further important that in the 
process of comparison and selection there shall be within the field of 
consideration the largest possible number of doctors, including par 
ticularly all those in the areas of redundancy as well as the others; for, 
though many thus Included will be over the age for military-medical 
service, these can be brought into effective count by their taking 
practical part in arrangements for carrying on the civil practice of 
some of the men who can in that event, but not otherwise, be spared for 
the Royal Army Medical Corps. 

This very Important task of organised selection requires for its 
proper performance the existence of organisations for collecting de¬ 
tailed local information in all parts of the country, and of a central 
body in close connexion therewith, for appraising the information. 
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when collected, on a sound comparative basts, with a reasonably 
uniform standard, upon equitable professional principles, from a 
central standpoint, entirely free from personal bias or local prejudice. 
It is therefore obviously not a task that could have been undertaken at 
a moments notice, nor properly achieved if only entered upon at this 
advanced period of the war. 

There was, however, available to the Government an organisation 
of the kind required, both local and central, which has for some time 
past been in effective operation in England and Wales, and a similar 
one also in Scotland, having been set up by the medical profession 
itself, in the early months of the war, with the cooperation of the 
Medical Departmental the War Office, for these purposes, long before 
there was any question of compulsory service. 

This national organisation of the medical profession is now in three 
parts: (a) The Central Medical War Committee for England and 
Wales, a body composed of representative medical men of all types m 
the profession (see list below); (b) the Committee of Reference 
appointed (see list below) by the Royal College of Physicians of 
London and the Royal College of Surgeons of London, and consist¬ 
ing of Fellows of those Colleges, to consider cases of doctors on the 
staffs of hospitals and medical schools in the metropolis, and such other 
special cases in England or Wales as may be referred to it.; and 
(c) the Scottish Medical Service Emergency Committee for doctors in 
Scotland, comprising representative men of all types in the profession 
in Scotland (see list below).i 

The first and third of these bodies have local Professional Committees 
under them, each serving a particular geographical area, which repre¬ 
sent and were appointed by the medical men in that area. This com- 
hensive and representative professional organisation has already 
n utilised by the War Office in many ways, and also by the Central 
Tribunal under the Military Service Act in the decision of particular 
doctors’ cases; but its main function has been the selection from time 
to time of suitable medical men to be offered commissions in the 
R.A.M.C., and in particular the establishing and conducting, with the 
Army Council’s approval, of a comprehensive Enrolment Scheme 1 2 for 
all qualified medical men up to 46 years of age—this being the limit for 
general service in the R.A.M.C. 

This Enrolment Scheme is an officially approved arrangement whereby 
any duly qualified medical man under 45 years of age, who is willing, 
is able to enter his name on the Enrolment Register of these Pro¬ 
fessional Committees as prepared to accept a commission in the 
R.A.M.C., if and when offered one, undertaking thereby to accept 
service accordingly, at whatever time (if any) the Committee, after 
considering all relevant circumstances, shall consider that it 1 b his turn 
to be selected by the War Office for that purpose. In recognition of 
the voluntary character of the service thus offered the Army Council 
have undertaken that a man thus offering himself should have always 
at least a month's notice before being taken, that he should not be 
called on to fulfil his obligation of commissioned service for more than 
12 months consecutively, and that he should have a certain stated rate 
of remuneration during the present war. 

Under this scheme a very large number of doctors have enrolled, and 
the Central Committees nave compiled a register from the detailed 
information collected and sent up by their local Professional Com¬ 
mittees, indicating the available men of various types in each area, 
with useful particulars of various kinds in regard to them. 

The Government Departments having official relations with the 
medical profession, e.g., the Local Government Board, the Insurance 
Commissioners, and others, have worked in close cooperation with the 
scheme, and representatives of thoso Departments and of the War 
Office attend the meetings of the Committee. 

This being the officially recognised organisation for coordinating the 
voluntary offers of medical service for the Naval and Military Forces, 
steps were taken by the War Office on the passing of the first Military 
Service Act, and the consequent introduction of compulsory military 
service for all unmarried doctors under 41 years of age, to secure that 
those who had thus volunteered should not be prejudiced thereby, 
and that the fullest use should be made of the scheme in all its 
possibilities. 

With this object the Army Council arranged and announced publicly, 
firstly,'that no doctor who had signified his willingness to accept a 
commission in the R.A.M.C. would be taken as an ordinary combatant; 
and, secondly, that men u ho had enrolled under the national organisa¬ 
tion scheme of the profession above described would not be called up 
under the compulsory provisions of the Act, but would be left auto¬ 
matically by the Recruiting Authorities in the reserve until selected for 
a commission in the Royal Army Medical Corps. This was laid down 
in Army Council Instruction 486, which has been made widely known 
through the professional press. 

Since that date this enrolment has continued, and the Professional 
Committees have largely extended the scope of their information; and 
when the introduction of the second Military Service Bill brought into 
view the application of compulsion for all medical men (as for other 
citizens), married as well as single, up to 41, thus vastly increasing 
the number of doctors that would be liable to compulsory service, it 
became evident that the Government must make still further use of 
the Professional Organisation, In order to cope with the task of solving 
equitably and with due regard to the needs of the civil population the 
many difficult questions involved in the selection of the doctors to be 
used for ihe medical service of the army, and the doctors to be left in 
civil practice respectively. A clause was accordingly inserted in the 
Bill, which is now section 7 in the Act as passed, authorising the 
recognition of Professional Committees in place of the Local and other 
Tribunals, for deciding the cases of all qualified medical practitioners, 
married or single, seeking exemption (on other than conscientious 
grounds) from compulsory service under the Acts. 

The requisite Regulations under this section have now been 
made and issued, and the three Professional Committees named 
above are the committees to be recognised thereunder. It has thus 
become a matter of great importance to every medical man to know and 
to realise thoroughly the present position in respect of the profession, 
generally and individually, both in relation to the Acts and also to the 
whole question of obtaining a sufficient supply of medical men for our 


1 An analogous committee exists also in Ireland, but the present 
Memorandum deals only with Great Britain. 

2 In Scotland the term used is registration, but in this Memorandum 

the one word only Is used throughout for convenience. 


Naval and Military Forces, with as little Injury as possible to the 
medical needs of the civil population. 

It is with a view to facilitating the full comprehension of the various 
points Involved in these questions that the present official Memorandum 
is issued ; and It is hoped that the preceding historical and explanatory 
paragraphs may help in some measure to elucidate the present position 
as set out in the paragraphs here following. 

The Present Position. 

It will be found convenient for these purposes to consider the 
medical profession for the time being, in three categories : (A) Doctors 
under 41 3 who enrol; (B) doctors under 41 who do not enrol; and (C> 
doctors over 41. 

A .—Those under Ul who Enrol. 

(i) As explained earlier in this Memorandum, every doctor under 41, 
single or married, enrolled or not, is, in the same manner as other 
citizens, under the compulsory provisions of the new Acts ; but, if he is 
enrolled, be will, by virtue of the arrangements given in Army Council 
Instruction 486 (above referred to), not be called up by the Military 
Authority; that is to say, the War Office refrains from applying to him 
its compulsory powers as to combatant service if and so long as he is 
enrolled and undertakes to serve, and (if required) serves, as a com¬ 
missioned officer in the R.A.M.C whenever this may be found neoessary 
in his particular case. It is therefore important that every doctor, under 
41, not yet enrolled should at once enrol himself by applying to the 
Central Professional Committee and signing the form which will be 
sent him immediately on application; this should be addressed, if he 
is in England or Wales, to the Central Medical War Committee, 429. 
Strand, W.C., and if he Is in Scotland to the Scottish Medical 
Service Emergency Committee, c/o the Royal College of Physicians* 
Edinburgh. 

To remove certain misconceptions believed to be prevalent, it may 
be well here to repeat that an enrolled doctor does not have to make 
any application to a Local Tribunal for exemption, for the reason that 
the summons to compulsory service, against which alone would he 
have any occasion to appeal to a Local Tribunal, does not reach him. 
He thus has no concern with any Local Tribunal, nor any Local 
Tribunal with him. For an enrolled doctor is not (where it is known to 
the Military Authority that he is enrolled) called up by the Military 
Authority; and If any enrolled doctor does in fact receive a notice 
paper from the Military Authority calling him up for service, all he 
need do Is to send at once to that Military Authority a certified copy of 
the Certificate of Enrolment that he has previously received from the 
Central Committee in London or in Edinburgh; and the Military 
Authority will then, in accordance with A.C.I. 485, cancel the notice 
and the practitioner will remain in reserve unless and until selected 
for a commission in the R.A.M.C. 

(ii) Being thus in the reserve, the doctor will remember that, as 
explained earlier, the decision as to whether and when he Is to be 
selected for a commission In the R.A.M.C. and taken from his civil 
practice to serve as a doctor with the forces, has been delegated to 
the Central Professional Committees. ThuB, every doctor enrolled 
under the schemo will remaim in the Reserve unless and until he Is 
notified that it is proposed to select him for receiving a commission in 
the R.A.M C. 

If and when he is thus selected, he will receive a notification of 
this fact officially from the Central Professional Committee, and on 
receiving this notification, if he is of opinion that his personal or 
professional circumstances, or any other considerations, would justify 
Ills claiming to be left in his civil practice till a later date, or even 
throughout tlie war, he must communicate, in writing, at once to the 
same Central Committee to that effect, when a form will be sent him 
on which to send full particulars of his case. 

He will then receive from the Central Committee a statement of 
their procedure for considering his case, and of any further information 
which they may require from him ; and in due course the 
Committee, after consulting the appropriate local committee, 4 
and after hearing the doctor if he bo desires, will make a final decision. 

In cases where the doctor is on the staff of a hospital or medical 
school in the London County area, the Central Committee will hand 
on the doctor’s application to the Committee of Reference described 
earlier in this Memorandum, and that Committee will consider and 
decide the case on such evidence as they think fit, with the same kind 
of procedure ai above, and will communicate their decision to the 
Central Committee, who will transmit it to the individual and to 
the War Office. 

If it is decided that the doctor is not then to be taken, or not to 
be taken till some specified later date, he will be informed accordingly 
by the Central Committee ; and in any event he will be given at least 
a month’s notice of the date of commencing service. 

If, on the other hand, be is selected, he will be offered by the War 
Office, on the date indicator! to him by the Central Committee, a 
commission In the R.A.M.C. which he will accept in accordance with 
the obligation that he entered into when he enrolled under the scheme. 
In that event his commissioned service will on that occasion be for a 
period not longer (unless he is willing) than 12 consecutive months, 
and the term* and conditions of service will be the same as those 
hitherto obtaining with R A.M.C. commissions in the present war. 
(Information on this can be obtained at any time from the War Office.) 

In this connexion a point arises on which it is important that 
doctors should clearly understand the position under the new 
Acts. Before these Acta the doctor was able at the end of the 
period of his commissioned service in the R.A.M.C. to return to civil 
life with-no furt her obligations. But the Military Service Acts make 
an important difference; for now, on his return to civil life* com¬ 
pulsion applies to him, and if he does not at once enrol again, so sls to 
obtain the conditional immunity from calling up that is then given 
him by Army Council Instruction 485, he will necessarily be called 
up for ordinary service by the military authorities, and will only 
be able to obtain exemption (if at all) from such service through 
the procedure described under B. below. He should, therefore* 


2 The age limits in (A), (B), and (C) mean, in the case ef a married 
doctor, that he is under or over 41 on June 24th, 1916, and of a single 
doctor, that he was under or over 41 on March 2n «. 1916. 

4 The Central Committee will not communicate to the local 
committee any information as to his personal affairs given them 
by the doctor which the latter has requested them to treat aa 
confidential. 
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In order to ovoid this, immediately enrol himself again, and 
thus put himself again, for the time being, outside the com¬ 
pulsory provisions of the Acts and come again into the position 
of being amongst those from whom the Central Professional Com¬ 
mittee can select doctors for commissioned service in the R.A.M.C.; 
and he will be thus selected if and when the Committee thinks it is his 
turn to be taken again. How soon the Committee will determine It to 
be his turn (that is to say, how long the interval will be between the 
end of his first period and the beginning of his second; will be deter¬ 
mined by the appropriate Central Professional Committee, who will 
take into account all the relevant considerations—e.g., the needs of 
the Army, the needs of the civil population, the number of doctors 
available, t.he number who have served for a period, the number who 
have not, and so forth. Doubtless, when the Committee is making its 
selections of doctors month by month for the R.A.M.C., men who have 
not previously served at all will, wherever on a general view of the 
circumstances it seems possible, be taken before a doctor who has 
served a period; and therefore doctors may hope that it will usually be 
found possible to arrange that the second period of commissioned 
service need not be directly consecutive on the first period, but that an 
interval will be possible; it being clear, however, as regards doctors 
under 41, that, in virtue of the compulsory provisions of the Acts, 
their statutory liability to military service holds good, as with other 
dtlsens, for the whole period of the war. 

B. —Those under 4 1 who do not Enrol. 

A doctor under 41 who is not enrolled does not have aoy of the advan¬ 
tages conferred by Army Council Instruction 485 explained above, so that 
an unmarried doctor (not enrolled) under 41 is liable at any time since 
March last to becalled up by the recruiting officer for ordinary combatant 
service under the compulsory provisions of the Acts unless excepted 
by an exemption certificate ; and a married doctor (not enrolled) under 
41 is similarly liable after June 24th, 1916. If, on being thus called 
up, he desires exemption from ordinary service he must apply to the 
local tribunal for it; his claim will (unless it is on the ground of 
conscientious objection) invariably be sent on by the local tribunal, 
under Section 7 of the Act, to the Central Professional Committee in 
London or in Edinburgh, as the case may be. This Committee (or, 
where he is on the staff of a hospital or medical school in the London 
County area, the Committee of Reference to whom every such case is 
referred by the Central Committee) will determine whether it is, or is 
not, necessary that he should be allowed to remain in his civil practice, 
the procedure for investigation being on the same lines as above 4 
explained in respect of enrolled doctors. 

If it is decided that he should so remain, whether for a time or 
Indefinitely, the Committee will recommend exemption for such period 
and subject to such conditions as they deem suitable, and the local 
tribunal will give the doctor a certificate of exemption accordingly. 

If. on the other hand, it is decided that it is not necessary that he 
should be retained, the Committee will so recommend, and the local 
tribunal will then, under Section 7 of the Act, refuse him exemption 
accordingly. The military authority will then call him up for ordinary 
service under the compulsory powers of the Military Service Acts, and 
the War Office will then (unless they think him unsuited for the 
B.A.M.C.) offer him a commission in the R.A.M.C. 

Those who, on the Committee’s recommendation, obtain temporary 
exemption will similarly be called up by the military authority at the 
expiration of the period fixed. 

As every doctor coming under this heading B, whether refused 
exemption or exempted only temporarily, will have been brought in 
under the compulsory provisions of the Acts, and as iby not enrolling) 
he has not availed himself of the privileges offered under A.C.I. 485, 
bis term of R.A.M.C. service will be for the whole period of the war, 
and on the ordinary rates of pay, without any of the special arrange¬ 
ments as to pay or 12 months periods, or otherwise, that have been 
accorded to doctors who offer themselves for service in the R.A.M.O. in 
this war. 

C.— Doctors over Ul. 

Doctors are eligible up to 45 years of age for commissions in the 
R.A.M.C. for general service. But doctors over 41 are not within the 
compulsory provisions of the Act 8 ; they can only be obtained for the 
B.A.M.C. by their consent. If they have already enrolled and thus 
given an undertaking to accept a commission in the R.A.M.C., they 
have pledged themselves to no more than 12 consecutive months of 
service ; and this will also be the case as regards any doctors outside 
the limits of compulsion who now or hereafter enrol under the scheme. 
Many doctors over 41 may, on Inquiry, he found willing to undertake 
an enhanced obligation—i.e., to serve a second period after such 
Interval (If any) as the Central Professional Committee may think 
applicable in each particular case. But as men over 41 are under no 
statutory obligation to serve, the War Office has no intention of 
requiring this enhanced obligation to be undertaken by any of these 
men who volunteer to accept a commission In the R.A.M.O.; this 
matter will be left, in their case, wholly to the option of the 
individual, and the hitherto existing terms and conditions of com¬ 
missioned service in the R.A.M.C. in this war will continue applicable 
to all doctcrs outside the limits of compulsion who offer themselves 
for these commissions. 

The Army Council earnestly hope that all the doctors between hi and 
45 who have not yet enrolled will now enrol, and thus bring themselves 
Into the list of possible candidates for commissions In the R.A.M.C. 
Doubtless, just as in the case of those under 41, many of them cannot 
be spared from their civilian medical work, or are so placed financially 
and otherwise that the l ommlttee would decide that they ought not 
to be taken at all. or not until very late. Possibly a large proportion 
of them will not be required. But, on the other hand, the addition, 
by enrolment of all the doctors between 41 and 45 to the number of 
those under 41 remaining Available now that so many of the much 
younger men have already joined the army, would mean an addition 
of nearly 40 per cent, to the field of selection, and thus obviously tend 
to diminish very greatly the difficulties arising both for their pro¬ 
fessional brethren under 41, for the needs of the civil population, and 
for the requirements of the Naval and Military Forces, in the pressing 
exigencies of the present war. 

War Office, 7th June, 1916. 

•i.e, single doctors over 41 on March 2nd, and married doctors 
over 41 on June 24th, 1916. 


Central Medical War Committee. 

Sir T. Clifford Allbutt, K.C.B., M.D., F .B.S., Regius professor of 
physio, University of Cambridge. 

Sir James Barr, M.D., LL.D., consulting physician, Liverpool Royal 
Infirmary. 

Lieutenant-Colonel K. A. Bolam, M. D., M.R.C.P., honorary physician. 
Royal Victoria Infirmary, Newcastle-upon-Tyne ; professor of medical 
jurisprudence, University of Durham. 

Charles Buttar, M.D., D.P.H., M.R.C.S., L.B.C.P. (ohairman of 
Executive Subcommittee). 

Major Russell Coombe, F.R.C.9., consulting surgeon, Devon and 
Exeter Hospital. 

Major J. Galloway, M.D., F.R.C.P., F.R.O.8., senior physloian. 
Charing Cross Hpspital. 

Sir Rickman Godlee, Bart., K.O.V.O., LL.D., M.B., M.S., F.R.G.8., 
consulting surgeon and Emeritus professor 'of surgery, University 
College Hospital; late President of the Royal College of Surgeons of 
England. 

Major W. J. Greer, F.R.C.S.I., honorary surgeon. Royal Gwent Hos¬ 
pital. Newport. Mon. 

N. Bishop Harman, M.B., F.R.O.S., senior ophthalmic surgeon, West 
London Hospital. 

Thomas Hennessy, F.R. C.S.I., secretary of the Irish Joint Medical 
War Committee. 

Professor Harvey Littlejohn, M.B., F.R.C.S., Dean of the Medical 
Faculty, Bdiuburgh University 

Major Albert Lucas, F.R.C.S., honorary surgeon, General Hospital, 
Birmingham. 

J. A. MacDonald, M.D., LL.D., honorary physician. Taunton and 
Somerset Hospital, chairman of council, British Medical Association. 

Sir Alexander Ogston, K.C.V.O., M.D., LL.D., consulting surgeon, 
Aberdeen Royal Infirmary; Emeritus Regius professor of surgery, 
University of Aberdeen; burgeon in Ordinary to His Majesty the 
King in Scotland. 

Sir William Osier, Bart.,M.D., LL.D., F.B.C.P., F.R.S., Regius pro¬ 
fessor of medicine. University of Oxford. 

Edwin Rayner, M.D., F.R.C.S., consulting surgeon, Stockport 

Infirmary. 

B. A. Richmond, M.D., M.R.O. S„ L.R.C.P., secretary of the London 
Panel Committee. 

A. B. Shipley, F.R.S., Master of Christ's College, Cambridge. 

T. W. Shore. M.D., L.R.O.P., M.R.C.S., Dean of the Medical School of 
St. Bartholomew'‘s Hospital. 

Frederick Taylor. M.D., F.R.C.P., consulting physician, Guy’s Hos¬ 
pital ; President of the Royal College of Physicians of London. 

B. B. Turner, F.R.C.8., London, cha irman of Representative Meeting, 
British Medical Association. 

T. Jenner Verrall,LL.D., L.R.C.P., M.R.C.9., Direct Representative on 
General Medical Council (chairman of the Committee). 

Aif^d h Cox H M r B an ’ J-Secretaries, 429, Strand, W.C. 

It is proposed to enlarge the committee by the addition of two 

membershaving experience of provincial industrial practice. 

Committee of Reference. 

Representatives of Royal College of 8urgeons, England:— 
Surgeon-General Sir Watson Cheyne, Part., K.C.M.G., O.B., President 
of the Royal College, for whom when absent Sir Rickman J. Godlee, 
Bart., K.U.V.O. (ex-President of the Royal College), is deputed 
to act. 

Lieutenant-Colonel William F. Haalam, F.R.O.S. 

Lieutenant-Colonel D'Arcy Power, F.R.C.S. 

Charles Ryall, F.R.C.8. 

Representatives of the Royal College of Physicians, London 
Frederick Taylor, M.D., F.R.C.P., President of the Royal College 
(chairman). 

Major Sidney Martin, M.D., F.R.C.P. 

Lieutenant-Colonel W. Pasteur, M.D., F.R.C.P. 

Captain H. G. Turney, M.D., F.R.C.P., F.R.C.S. 

SecretaryF. G. Hallett, Conjoint Board. 

Scottish Medical Service Emergency Committee. 

The President of the Royal College of Physicians of Edinburgh. 

The President of the Royal College of Surgeons of Edinburgh. 

The President of the Royal Faculty of Physicians and Surgeons of 
Glasgow. 

The Dean of the Faculty of Medicine, University of St. Andrews. 

The Dean of the Faculty of Medicine, University of Glasgow. 

The Dean of the Faculty of Medicine, University of Aberdeen. 

The Dean of the Faculty of Medicine, Edlnbuigh University. 

Dr. John C. M'Vall, deputy chairman, National Health Insurance 
Commission (Scotland). 

Dr. Robert Muir, professor of pathology, University of Glasgow. 

Dr. T. K. Monro, Regius professor of the practice of medicine. 
University of Glasgow. 

Dr. J. R. Hamilton, chairman, Scottish Committee, British Medical 
Association. 

Dr. John Adams, vice-chairman, Scottish Committee, British Medical 
Association. 

Dr. John Playfair, president of the Edinburgh Medical Guild. 

Dr. John Gordon, president, Aberdeen Branch, British Medical 
Association. 

Dr. John Stevens, secretary, Edinburgh Branch, British Medical 
Association. 

Dr. J. R. Currie, Benior medical officer. National Health Insurance 
Commission (Scotland). 

J. A. Fleming. K.C., vice-dean of the Faculty of Advocates. 

Dr. Norman Walker. M.D . F.R C P. Kiln., convener. 

T. H. Graham, secretary, Royal College of Physicians. Edinburgh 
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Scottish Medical Service Emergency 
Committee. 

A meeting of the General Committee was held on 
Saturday, June 10th, in the hall of the Royal College of 
Physicians of Edinburgh, the following members attending : 
the President of the Royal College of Physicians, the 
President of the Royal College of Surgeons, the President 
of the Royal Faculty of Physicians and Surgeons of 
Glasgow, the Deans of the Faculties of Medicine of the 
Universities of St. Andrews, Glasgow, and Aberdeen, Dr. 
J. C. M‘Vail, Professor Robert Muir, Professor T. K. Monro, 
Dr. John Adams, Dr. G. C. Anderson, Dr. John Gordon, Dr. 
John Playfair, Dr. John Stevens, Dr. Norman Walker 
(Convener), Mr. T. H. Graham (secretary) ; Sir Donald 
MacAlister, K.C.B., was also present. The Convener, in 
reviewing the position of medical men of military age under 
the Military Service Acts, gave an account of the negotiations 
with the authorities of the War Office resulting in the estab¬ 
lishment of Central Professional Committees for Scotland 
and England respectively to deal with claims by or in 
respect of medical men for exemption. A statement was 
submitted showing that out of about 4000 qualified medical 
practitioners in Scotland 1617 had rendered service in one 
or other of the forces of the Crown since the outbreak of 
the war. In addition to this figure 95 applications for com¬ 
missions had been recently transmitted to the War Office, 
making a grand total up to date of 1712. Dr. Norman 
Walker was elected chairman of the Central Professional 
Committee for Sc3tland, and it was decided that five should 
form a quorum. It was remitted to the Executive Committee 
to appoint or recognise such local Professional Committees 
as they might think necessary under the regulations. Sheriff 
James A. Fleming, K.C., Vice-Dean of the Faculty of 
Advocates, was appointed a member of the General Com¬ 
mittee, and has agreed to act as legal assessor. This 
appointment is of significance and value, for Sheriff Fleming 
is a highly distinguished lawyer, and the public will feel that 
actions taken under his legal assessments will be properly 
inspired with knowledge and justice. 


Educational Books for British Prisoners of 

War.—A rrangements have been made, with the approval 
of the Foreign Office, for extending to British prisoners of 
war interned abroad the benefits of the scheme, which has 
been in operation for the last year in connexion with 
Ruhleben, for supplying selected books of an educational 
character to those of the interned who may be desirous of 
continuing their studies in any subject. Under this scheme 
several thousands of carefully selected volumes, mostly 
standard works, have been supplied to the Ruhleben Camp, 
which is now provided with excellent libraries (class, refer¬ 
ence, and lending). These books, which have been sent out 
through the agency of officers of the Board of Education, 
have proved a great boon to the interned, and have enabled 
sustained educational work of a definite character to be 
carried on by the camp education department formed 
among the prisoners. In view of the value of the 
work the Board of Trade (Marine Department) have 
decided to take it into account, in connexion with 
their examinations for the certificates of competency 
granted by them to officers of the Mercantile Marine and 
the Fishing Service. Accordingly, arrangements have now 
been completed for recording the time spent by any prisoner 
interned at Ruhleben or Groningen in the study of nautical or 
other subjects. An appeal is therefore now made for a plentiful 
supply of new or second-hand books of an educational character 
(light literature and fiction is available from other sources) 
to meet the needs of the many thousands of British prisoners 
interned in enemy or neutral countries. It is to be hoped 
that to this appeal there may be a liberal response. A 
circular explanatory of the educational book scheme can 
be obtained by sending a postcard addressed at the Board of 
Education, Whitehall, S.W., to Mr. A. T. Davies, who is in 
charge of the arrangements. 

The War and Child Welfare.— Mrs. Leslie 

Mackenzie delivered a lecture recently in the Royal High 
School, Edinburgh, on the War and the Child Welfare 
Movement, in which she said that, as was shown by the 
infantile death-rate in Scotland, it was very necessary that 
the care shown to children under one year of age should be 


extended until they reached school age. From the reports 
of the school medical inspectors, who annually examined 
400,000 Scottish children, it appears that the inspection 
and treatment of children before going to school are very 
inadequate. Voluntary institutions and agencies have done a 
great deal in the matter, but the problem of the pre-school 
child has far outrun the resources of voluntary effort, and 
Parliament has conferred on local authorities new powers to 
deal with the emergency under the Notification of Births 
Act and the Midwives (Scotland) Act. The new powers 
covered the whole period from before birth to the school age, 
said the lecturer, while the Local Government Board was 
preparing schemes of maternity service and infant welfare, 
and the grant-in-aid sanctioned by the Treasury amounted to 
50 per cent, of approved outlays. It was expected that a 
fully developed scheme would enable the medical officer of 
health to provide each child with a certified health schedule 
for presentation on admission to school. 

The Federated Malay States Hospital.— 

Thanks to the liberal financial support accorded by all classes 
of the community in the Federated Malay States, the com¬ 
mittee of management of the Military Hospital established 
by these States at Blackmore End, Kimpton, Herts, has 
been able to increase the accommodation from 80 to 168 
beds. Two new wards, each of 44 beds, have been erected 
in the grounds of the house kindly lent by the owner, Mrs. 
Vincent, the wards being similar in type to those of the 
Canadian Military Hospital at Orpington, Kent. The 
hospital is being equipped with an X ray installation, the 
cost of which is being borne by Messrs. Edward Boostead 
and Co., of Leadenhall-street, EC., in conjunction with 
Messrs. Boustead, Hampshire, and Co., of the Federated 
Malay States. Captain G. D. Freer, R.A.M.C. (T.), formerly 
Principal Medical Officer, Selangor, is in charge of the 
hospital. 

Erratum.— We referred last week to Sir 
Nestor Tirard as Commandant of the 3rd London General 
Hospital. Dr. H. E. B. Bruce-Porter is Commandant of the 
3rd London General Hospital, whose staff is drawn from 
the schools of the University College Hospital, Middlesex 
Hospital, and St. Mary’s Hospital, while Sir Nestor Tirard 
is Commandant of the 4th London General Hospital, the 
staff of which is drawn from the medical Btaffs of King’s 
College Hospital, St. George’s' Hospital, Charing Cross 
Hospital, and Westminster Hospital. 


Ute&icd Jjtefos. 

Royal College op Surgeons of England.— 
An ordinary meeting of the Council was held on June 8th, 
Sir William Watson Cheyne, the President, being in the 
chair. Mr. W. Sampson Handley was introduced, and the 
President handed to him a cheque for £100, the Walker prize 
for 1911-1915, together with a document declaratory of the 
award.—Mr. Robert Lawford Knaggs and Mr. Jonathan 
Hutchinson were re-elected members of the Court of 
Examiners.—A report was read from the Board of Examiners 
in Anatomy and Physiology for the Fellowship stating that 
at the recent examination 34 candidates were examined, of 
whom 11 were approved and 23 rejected.—A report was read 
from the Court of Examiners respecting the recent examina¬ 
tion for the Final Fellowship; 14 candidates presented them¬ 
selves, and of these 4 satisfied the examiners. It was 
resolved to issue diplomas of Fellowship to these and to one 
candidate who had passed at a previous examination ant) 
had since attained the age of 25 years.—It was resolved to 
issue diplomas of the Licence in Dental Surgery to 18 
successful candidates.—The following examiners in anatomy 
and physiology for the Fellowshm were then elected: 
Anatomy: W. H. Clayton Greene, R. W. Reid, Gordon Tavlor, 
and W. Wright. Physiology : G. A. Buckmaster, J. Sydney 
Edkins, J. B. Leathes, and *A. Rendle Short.—The following 
examiners under the Conjoint Examining Board in England 
were elected: Elementary Biology: G. P. Mudge and w. G. 
Ridewood. Anatomy ; J. E. S. Frazer, A. M. Paterson, and A. 
Thomson. Physiology: C.M. H. Howell,H.E.Roaf,andG.A. 
Buckmaster as substitute for H. E. Roaf. Midwifery: H. R. 
Andrews, J. S. Fairbairn, C. H. Roberts, and G. D. Robinson. 
Public Health : Part I., J. W. H. Eyre; Part II., Sir Shirley 
Murphy. Tropical Medicine: J. W. H. Eyre and C. W. 
Daniels.—A letter was read from Sir Henry Morris reporting 
the proceedings of the General Medical Council at their 
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recent session. The best thanks of the Council were given 
to him for his services as the representative of the Coliege 
cm.the General Medical Council.—The President reported 
that a meeting of the Fellows would be held on July 6th next 
for the election of four Fellows into the Council. 

As the result of the recent Final Fellowship Examination, 
which was held from May 18th to 24th, diplomas of Fellow 
were conferred upon the following four successful 
candidates 

Alfred Leslie Pearce Gould, Oxford University and University College 
Hospital; Temporary Surgeon Robert Sharp Lawson, K. N., E din¬ 
burgh University and St. Bartholomew's Hospital; Charles’ William 
Berry Littlejohn. Melbourne and Oxford Universities and St. Bar¬ 
tholomew's Hospital; and Francis Donaldson Saner, Cambridge 
University and Guy’s Hospital. 

The Diploma of Fellow was also conferred upon the 
following gentleman who had previously passed the requisite 
examination and has now attained the age of 25 years:— 

George Sefton Miller. Guy’s Hospital. 

Licences to practise dentistry were conferred upon the 
following candidates 

Alec Stuart Black laws and Cyril Montague Bullpitt, Guy’s Hospital; 
Joseph John Charles Ohfappa, Middlesex and National Dental 
Hospitals; Barrington Eady. Guy’s Hospital; Richard John 
Spauil Ellis, Middlesex and Royal Dental Hospitals; Richard 
John Gustave Halden, G »y’s Hospital; Austin George Hewer, 
Middlesex and National Dental Hospitals ; Pierre Jean Hugo, 
Charles Henry Kldner, Frank Cecil Lean, and Oswald Octavius 
Lloyd, Guy’s Hospital; Leslie Grantham Lunnon, Middlesex and 
Royal Dental Hospitals; Harold Pembroke Mabe, Charing Cross 
and Royal Dental Hospitals ; Benjamin Micklethwait, Middlesex 
and National Dental Hospitals; and Michael Christian Vos Thom, 
Herbert Victor Vogt. Maurice Harold Wermig. ami Samuel Adolf 
Woolf, Guy’s Hospital, 

The King has appointed Mr. John B. Story, M B., 
F.R.C.S.I., to be honorary surgeon-oculist to His Majesty in 
Ireland, in the place of the late Mr. C. E. FitzGerald, M.D. 

Her Majesty the Queen has graoiously consented 
to become patroness of the Incorporated Society of Trained 
Masseuses. 

Society of Tropical Medicine and Hygiene.— 
The annual general meeting of this society will be held at 
11, Chandos-street, Cavendish-square, London, W., to-day, 
Friday, June 16th, at 5.30 p.m. 

Medico-Psychological Association of Great 
Britain and Ireland.— The annual meeting will take place 
on Thursday, July 27tb, at 11. Chaudos-street, Cavendish- 
square. London. It will be mainly of a business nature and 
without the usual social accompaniments. 

Donations and Bequests. —Mr. and Mrs. W. H. 
Seager, of Cardiff, have given £2500 to the King Edward VII. 
Hospital, Cardiff, to defray the cost of the new operating 
theatre in memory of their son, who was killed at Neuve 
Chapel le. 

Henry Saxon Snell Prize.—A t the opening of 
the Conference on Sanitary Administration under War Con¬ 
ditions at the Royal Sanitary Institute on June 9th the 
Lord Mayor of London presented the Henry Saxon Snell 
prize of 50 guineas and the silver medal of the institute to 
Dr. William Hanna, assistant port medical officer of Liver* 
pool, for an essay on Suggestions for the Improvement in 
the Sanitary Arrangements and Appliances Suitable on 
Board Ship. During the course of the proceedings it was 
announced that & prize of £50 and a silver medal were being 
offered by the institute for a thesis ou Maternity and Child- 
Welfare Work. 

The Annual Election at the Royal College 
of Surgeqns in Ireland.— The annual election of the 
President, Vice-President, and Council of the Royal College 
of Surgeons in Ireland took place on June 9th. Mr. William 
Taylor, Vice-President of the College since 1914, was 
unopposed in his candidature for the Presidency. He has 
been a Fellow of the College since 1898, and has been a 
member of the Council for some years. He is surgeon to 
the Meath Hospital and Co. Dublin Infirmary. There were 
two candidates for the Vice-Presidency—Mr. John B. Story 
and Mr. R. Lane Joynt, of whom the' former was elected*. 
Mt. Story is a Fellow since 1880, and has been a member of 
Council for many years. He was previously a candidate for 
the Vice-Presidencv in 1912. He is surgeon to the Royal 
Victoria Eye and tar Hospital. Sir Charles A. Cameron 
was again elected honorary seoretarv to the College. 
The following were elected members of CouncilMr. 
William Stoker, Sir Charles A. Cameron. Sir Lambert 
H. Ormsby, Mr. Richard D. Purefov, Mr. Henry G. 
Sherlock, Sir Thomas Myles, Colonel D. Edgar Flinn, Sir 
Arthur Chance, Mr. Shepherd McC. Boyd, Sir Robert H. 
Woods, Mr. R. Bolton. McCausland, Mr. Thomas E. Gordon, 
Mr. Edward H. Taylor, Mr. F. Conway Dwyer, Mr. Alexander 


J. Me A. Biayney, Mr. R. Charles B. Maunaell, Mr. Trevor N. 
Smith, Mr. W. Ireland Wheeler, and Sir C. Arthur Ball. The 
only changes in the Council are that the places rendered 
vacant by the death of Sir Charles Ball and by the candida¬ 
ture of Mr. Lane Jovnt for the vice-presidency are filled by 
the election of Colonel Flinn and Sir Arthur Ball. Mr. 
Edward H. Taylor, Regius professor of surgery in Dublin 
University, has announced his intention of being a candidate 
for the vice-presidency of the College in 1918. 

The death is announced from Swaziland of 
Surgeon-Major R. Clarke Perkins, D.8.O., who died on 
May 7th, of sudden heart failure. He gained his decoration 
for attending the wounded under fire during the siege of 
Wepener in the Boer War. 

Royal Medical Benevolent Fund of Ireland.— 
The annual meeting of the Royal Medical Benevolent 
Fund Society of Ireland was held* in the Royal College of 
Surgeons, Dublin, on June 7th, Mr. William Taylor, Vice- 
President of the College, presiding. The report stated that 
the total number of applications considered during the year 
wa9 93. Of these, 84 were from the widows of medical men, 
3 from or on behalf of their orphans, and 6 from medical 
men themselves. The total sums disbursed in grants during 
the year amounted to £1232 13*. 6d. The subscriptions showed 
a decrease of a little over £200.—At the annual meeting of 
the Belfast and Co. Antrim branch held on May 30th in the 
Medical Institute, Belfast, £134 7*. 2d. was handed to the 
central treasurer in Dublin. This sum is a slight decrease 
as compared with the previous year, and lays stress on the 
fact that a large percentage of medical practitioners in 
Belfast and Co. Antrim do not support the society. 

Surgeon- General John O'Nial, C.B., entered upon 
his ninetieth year on Wednesday, having been born on 
June Nth, 1827. He became a Licentiate of the Royal 
College of Surgeons, Ireland, in 1847, and joined the Army 
Medical Department as assistant surgeon in April, 1852, 
attaining the rank of surgeon in 1859, surgeon-major in 1872, 
and surgeon-general in 1885. He took part in the Kaffir War 
(1852j and the Umbeyla Expedition (1863), and was principal 
medical officer of the 1st Division Kandahar Field Force 
during the Afghan War in 1880 and of the Nile Expeditionary 
Force in 1884-85. His retirement took place in 18o7. 



Successful applicants Jor vacancies. Secretaries of Public Institutions, 
and others possessing information suitable Jor this column, are 
invited to forward to The Lancet Office, directed to the Sub- 
Editor, not later than 9 o'clock on the Thursday morning of each 
•week, such information for gratuitous publication. 

Faton, Major E. L., R.A.M.C.. lias been appointed by the Scottish 
Command Senior Merited Officer at 5‘cone. 

Robertson. Robert, M.B., C.M. Edin., a Vice-President of the Royal 
National Hospital for Consumption. Yentnor. 

Watt. A. Brow M.B., Gh.B. Glasg., House Surgeon at Perth V.A.D. 
Hospital. 


fatalities. 


For further information regarding each vacancy reference should be 
made to the advertisement (see Index). 

When the application of a Belgian medical man would be considered 
the advertisers are requested to communicate with the Editor. 

Bradford. City of..— Two Temporary Female Medical Officers. Salary 
8 guineas per week. 

Bury Infirmary.— Junior House Surgeon. Salary £150 per annum, 
with board, Ac. 

CoiNrY of London.— Assistant Organisers of Children’s Care Work 
under the London County Council. Salary £100 per annum. 

Derby. Derbyshire Royal Infirmary —House Surgeon. Salary 
£200 per annum, with board. Ac. 

Dublin University, Trinity College School of Physio.— Chair 
of Surgery. 

Dudley, GutST Hospital.— Senior Resident Medioal Officer. Salary 
£L50 per annum, with board, Ao. 

Great Yarmouth Hospital.— House Surgeon, unmarried. Salary 
£200 per annum, with board, Ac. 

Hornsey Borough.— Assistant Medical Officer of Health for Maternity 
and Child Welfare Work. Salary £105 per annum. 

Huddersfield Royal Infirmary.—S enior House Sargeon. Salary 
£150 per annum, with board, Ac. 

Leeds City Hospitals for Infectious Diseases and Tuber¬ 
culosis.— Two Certified Assistant Medical Officers. Salary at rate 
of £250 per annum each, with board, Ac. 

London Temperance Hospital, Hampstea4*oad. N.W.—Assistant 
Resident Medical Officer for six months. Salary at' rate of 
£120 per annum, with board. Ac. 

Manchester Babies Hospital, Sladedaoe, Levenahulme.—Super¬ 
intendent. 

Manchester Children’s Hospital, Pendlebury,—Locum Tencns 
Female Resident Medical Officer. 
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Manchester Northern Hospital for Women and Children, Park- 
place, Cheetham Hill-road.—Female House Surgeon. Salary £120 
per annum, with board. Ac. 

N*w Hospital for Women, Euston-road, N.W.—Two Female House 
Surgeons and One Female House Physician for six months. Salaries 
£50 per annum, with board, Ac. 

Plymouth, South Devon and Bast Cornwall Hospital.— House 
Physician. 8alary £150 per annum, with board, Ac. 

Queen s Hospital for Children, Hackney-road, Bethnal Green. B.— 
House Surgeon and House Physician for six months. Salary 
£100 per annum each, with board, Ac. 

Sheffield Royal Infirmary.— House Physician. Salary £120 per 
annum, with board, Ac. 

South London Hospital for Women.— Female Pathologist. Salary* 
at rate of £250 per annum. 

Sunderland Royal Infirmary.— Female House Surgeon. 8alary 
£150 per annum, with board, Ac. 

West Riding of Yorkshire, Middlkton-in-Wharff.dale Sana¬ 
torium, near Ilkley.—Female Assistant Medical Officer. Salary 
£300 per annum. 

Wigan, Royal Albert Edward Infirmary and Dispensary.— 
Senior House Surgeon. Salary £250 per annum, with board, Ac. 


Jirfys, Carriages, ant geatfts. 


BIRTHS. 

Allan.— On June 8th, at 119, Radford-road. Leamington Spa, the wife 
of John Allan, M.D. Edin., D.P.H.. of a daughter. 

Bradley.— On June 11th, at Halstead, Essex, the wife of G. F. 
Bradley, M.B., B.S. Lond., M.R.C.S., L.R.C.P., of a daughter. 

Dick.— On June lltb, at Talworth, Surrey, the wife of F. A. Dick, 
M.B., Lieutenant. R.A.M.C. (T.), of a daughter. 

H eddy.— On June 8th. at St. Margaret’s, Pyrford, Surrey, the wife of 
Gaptain W. R. H. Heddy. R.A.M.C. (T.)., of a son. 

Highet.— On June 8tb, at Glasnevin. Barnes’ Close, Winchester, the 
wife of Temporary Captain H. C. Highet, R.A.M.C., of a daughter. 

Powell.— On June 12th, at Harrogate, the wife of Major Jack Powell, 
R.A.M.C., Cairo, of a son. 

Wraith.— On June 11th. at Gwynant, Hampton Park, Hereford, the 
wife of Oswald S. Wraith, M.D., F.R.C.S.B. (late temporary Lieu¬ 
tenant, R. A.M.C.), of a son. 


MARRIAGES. 

Campbell—Williams.— On June 7th, at Oaerleon, Monmouthshire, 
Major Hamilton Campbell. R.A.M.C., D.S.O., to Mary, eldest 
daughter of Alfred Williams and Mrs. Alfred Williams, of The 
Mount, Caerleon, Monmouthshire. 

Corke—Peters.—O n June 8th, at Dibden Parish Church. Henry 
Charles Corke, L.D.S. Eng., to Sophia Augusta, only child of Mr. 
O. J. Peters, late of the Indian Public Works Department, of 
Chllgrove, Hythe. 

Huxtaulb—Hare.— On June 7th, at the Parish Church, Heatbfieid, 
Sussex, Arthur Edward Huxtable, M.R.C.S., L.R.C.P., Captain, 
R.A.M.C.. to Vera Kathleen, only daughter of Mr. and Mrs. 
Harcourt Hare, of Heathfield, Sussex. 

Kilner—Simpson.— On June 10th, at St. Leonard’s Church, Horringer, 
Lieutenant Henry Goff Kilner, R.A.M.C., to Mabel Olive, only 
daughter of Mr. and Mrs. R. T. Simpson, of Horsecroft, Bury 
8t. Edmunds. _ 


DEATHS. 

Armstrong. -On May 31st, killed in action, Walter Seymour Arm¬ 
strong, Captain, R.A.M.C. 

Capps —On May 31st, Frrde-ick Albert Capps. D.P.H., Fleet-Surgeon, 
R N., son of the latu Fleet-Engineer W. F. Capps, R.N., and 
beloved husbsnd of Helena Capps. 

Palmer.— On June 4th, suddenly, at Mundesley-on-Sea. Arthur E. 
Palmer, M.R.C.S.. L.B.C.P., of Loughborough, Leicestershire. 

Wadd.— On June 12th, at “Burvale.” Richmond, Surrey, Frederick 
John Wadd, M.B., M.R.C.S., aged 71 years. 


N.B.—A fee of 6s. is charged for the Insertion of Notices of Births , 
Marriages* and Deaths. 


BOOKS, ETC., RECEIVED. 


Allen, George, and Unwin, London. 

Newsbolme’s School Hygiene. The Laws of Health in Relation to 
School Life. By James Kerr, M.A., M.D. Fourteenth edition, 
revised and re-written. Price 4s. 6d. net. 

Bell, G., and Sons, London. 

Downward Paths: An Inquiry into the Causes which Contribute to 
the Making of the Prostitute. With a Foreword by A. Maude 
Royden. Price 2s. 6 d. net. 

Hkffkr a?d Sons. Cambridge. 

Tubercuit ids and the Working Man. An Appeal to Friendly 
Societies. By P. C. Varrier-Jones. M.A. Cantab., M.R.C.S., 
L.R.O.P. Lond. With a preface by G. Sims Woodhead, M.A., M.D., 
LL.D. Price6d.net. 

St. Catherine Press, Stamford-street, S.E. 

Campaign for Clean Milk. A series of articles reprinted from the 
Observer. Price Is. net. 

Shaw and Sons, London. 

Cllnicsl Disorders of the Heart Beat. By Thomas Lewis, M.D.. D.Sc., 
F.R.C.P. 

Snow and Farnham Company, Rhode Island. 

The Intestinal Putrefaction. By Charles Fenner Peck ham, M.D. 


Holes, jstyart Comments, anti Jttsfoers 
to Correspondents. 

GILBERT AND ELLICE I8LAND8: UNSATISFACTORY 
HEALTH REPORT. 

The report on the affairs of the Gilbert and Ellice groups of 
Islands (Western Pacific) for 1914-15 indicates an unfor¬ 
tunate retrogression in matters of health as a result, in 

S art at all events, of the war. The statistics of births and 
eaths compare unfavourably with those of 191S-14 and 
Mr. E. C. Eliot, the Resident Commissioner, observes: 
“ With the outbreak of war and the instant disruption of 
the shipping service, communication between the islands, 
never good, became almost a thing of the past. At the 
same time, the extraordinary expansion of the Central 
Hospital at Tarawa, with its immediate calls on the time 
of the single European doctor in the Gilbert Group and of 
the native medical practitioner assisting him, rendered 
it impossible to take advantage even of the exiguous 
remaining opportunities of visiting outlying islands, for 
chances of return were problematical. Shortness of staff 
under war conditions may he said to have converted into 
a very hindrance, therefore, the achievement of that 
centralisation which, at the cost of so mnch labour, 
had begun to assume shape as the nucleus of an efficient 
system. Densely populated islands were isolated. The 
natives forgot, ana the local * dressers’ were unable to 
enforce, the simple rules of hygiene and common-sense 
which only the moral spur of a white medical officer’s 
presence can keep before them. The Gilbert islander, so 
trustworthy in matters of government, has elementary 
notions about the care of his person. Without the 
possibility of effective supervision, the natives reverted 
into the 'most vicious habit of primitive races—that of 
concealing sickness. Tuberculosis, which runs so speedy 
a course in the system of such peoples, has done its work. 
Syphilis—spelling sterility, miscarriage, stillbirth, and a 
high infantile mortality—is ever active, while the utter 
unenlightenment of the natives in matters of health is a 
constant sap at all efforts to aid them. Without the 
means of communication between islands the work of 
the medical officer is at every turn frustrated. It is at 
such times that the need of a Government vessel is felt.” 
It is added that there is no malaria, but that the stegomyia 
mesquito abounds in the two groups. Dengue fever some¬ 
times follows the visits of ships. Dysentery is endemic, 
but of comparatively rare occurrence among European 
residents. During the year there was an outbreak of 
typhoid fever on Ocean Island, resulting in the deaths 
of several Japanese and two Europeans. Immediate 
measures were taken to ensure the safety of the water- 
supply, with good effect. The climate is remarkably 
equable, being tempered by the vast waters in which the 
islands lie, and by the continuous westerly breezes which 
prevail. The temperature is subject to but few variations, 
ranging between 78° and 80° F. as a general rule, and on rare 
occasions falling as low as 68° or rising as high as 95°. 
Sunstroke is unknown. On Ocean Island Europeans may 
be seen working or playing bareheaded in the hottest part 
of the day. The climate is said to be beneficial to 
Europeans'suffering from a9thma or pulmonary trouble. 
The rainfall for the year ranged, according to islands, from 
120 to 140 inches. There are 26 Island Hospitals under the 
charge of native “dressers” who have gained their expe¬ 
rience in the Central Hospital and Medical Training School 
at Tarawa. All cases of a grave nature are sent to that 
hospital, whilst cases capable of easy treatment are 
admitted into the island hospitals. The construction 
of a leper asylum upon an isolated islet has been decided 
upon. 

HAEMOPHILIACS AND MILITARY SERVICE. 

To the Editor of The Lancet. 

Sir,— Are haemophiliacs fit for army service? A very pro¬ 
nounced case known to me has just been passed. Common- 
sense seems to indicate that where a medical certificate 
mentioning a serious disease is handed in further investiga¬ 
tion should he made. This was not done in three other cases, 
and they have all been discharged from the army since. 

I am. Sir, yours faithfully, 

Liverpool, June 12th, 1916. Robt. TURNER, M.D. Aberd. 
V Haemophiliacs are not proper material for soldiers.— 
Ed. L. 

D.P.H .—The age has not been considered prohibitive for 
special appointments, but no ordinary commissions are 
given to such senior applicants. 

Communications not noticed in our present issue will 
receive attention in our next. 
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ADVERTISEMENT RATES. 

Books and Publ icatiooa . ) 

Official and General Announcements [Five lines and 

Trade and Miscellaneous Advertise -1 under. 4*. OJ. 

meats and Situations Vacant.) 

Every additional line. 6d. 

Situations Wanted : First 30 words, 2s. 6 d. 
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INJURIES OF THE EYE AND ORBIT. 
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CAPTAIN, R.A.M.C. (T.F.) ; OFFICER Ilf CHARGB, MILITARY HOSPITAL, 
HAMRUN, MALTA; SPECIALIST IK OPHTHALMOLOGY, MALTA 
COMMAND; SURGEON, ROYAL KYB HOSPITAL, LONDON. 


Gentlemen, — 1 feel that I owe yon an apology for 
inviting your attention to a specialty. My justification must 
be that ophthalmology is the specialty which, more than 
others, presents grave problems in war—problems on the 
correct solution of which depend the* future happiness and 
usefulness of the patient. Injuries of the eye and orbit form 
a comparatively small proportion of the cases with which the 
oculist has to deal. Analysing 350 consecutive cases from 
active service from my notebooks, 1 find that 25 per cent, are 
cases of injury and 15 per cent, are cases of a condition 
which is a rarity in peace practice, and which may be called 
*•shock amblyopia.” I shall refer to this condition in detail 
later. Of the remainder, the majority (40 per cent.)are cases 
of error of refraction, including squint, and the remaining 
20 per cent, includes such diverse conditions as conjuncti¬ 
vitis, pterygium, conical cornea, old injuries, retinitis 
pigmentosa, tobacco amblyopia, nuclear ophthalmoplegia, 
injuries to the visual cerebral cortex, and many others. 

The cases of eye injury fall easily into two classes—those 
in' which little damage has been done and useful vision will 
be retained, and those in which the eye is at once utterly 
spoiled, with a very Bmall intermediate class. A more useful 
classification, however, is the anatomical. 

Cornea. 

Cases in which the cornea alone is injured are those of 
foreign body in the cornea and traumatic ulcers. As to ulcer 
I shall say nothing beyond protesting against the use of 
cocaine in this condition. It at once relieves pain, but 
softens the corneal epithelium and renders it more susceptible 
to the attacks of micro-organisms. Thus the use of this drug 
in cases where the forces of destruction and of repair are 
evenly balanced may decide that the former shall prevail and 
seal the fate of the eye. 

Foreign bodies in the cornea may be superficial, a9 are the 
majority, lying in the corneal epithelium or penetrating the 
substantia propria for a short distance, or may be buried in the 
substantia propria, or may be so deep as to project into the 
anterior chamber. When superficial they are readily picked 
out with the point of a cataract needle, or, if that be not 
available, a sewing needle, or even the point of a penknife 
will do quite well. The object is to remove the foreign body 
and not to remove corneal tissue, and when a small particle 
is neatly removed it should be impossible to see the wound. 
For removing a foreign body buried in the substantia propria 
of the cornea two methods are available. One method is to 
dig away corneal tissue until the particle is exposed. This is 
easy but clumsy, and leaves a crater which must be filled, in 
part at any rate, by scar tissue which i9 opaque. The better 
method is to cut a flap of corneal tissue just so thick that 
when it is lifted up the particle is exposed and can be picked 
out with the needle point. The flap then falls back in place 
and the resulting scar is minimal. 

With very deep foreign bodies there is the risk that the 
most gentle manipulations may force the particle into the 
anterior chamber, where it will be a grave menace to the 
eye, and whence it will be very difficult to remove. The 
removal of these foreign bodies may be one of the most diffi¬ 
cult operations in ophthalmic surgery, and should only be 
undertaken under the best conditions. As illustrations of 
the methods which may be employed I will quote two cases. 

1. Private, aged 19. On Sept. 1st, 1915, near S-, a 

bomb burst in his trench and he sustained many superficial 
wounds. There was a small foreign body nearly*at the mid¬ 
point of the right cornea. It was very* deep, resting on 
Descemet’s membrane, but not projecting into the anterior 
chamber. Under cooaine amesthesia a bent broad needle 
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was passed into the anterior chamber, and its point was 
made to support the foreign body from behind while a 
cataract needle, working from the front of the cornea, 
removed it. 

2. Private, aged 22. On Sept. 18th, 1915, at A-, a 

bullet struck the sandbag parapet and sand was flung into 
his left eye. A transparent foreign body (flint) the size of a 
pin’s head projected into the anterior chamber. Under 
cocaine anaesthesia the anterior chamber was opened by a 
bent broad needle at the corneo scleral junction, and a small 
sharp spoon was passed in behind the foreign body.’Counter¬ 
pressure was applied to the front of the cornea by means of 
a curette, and the foreign body was removed in the spoon. 

Iris. 

The two affections of the iris which concern us are 
iridodialysis and wound at the periphery of the anterior 
chamber with prolapse of the iris. Iridodialysis, or rupture 
of the base of the iris, results from a blow on the eye or 
from the passage of a foreign body through the iris. Iridodia¬ 
lysis is recognised, even when the basal rupture is small, by 
the flattening of the corresponding portion of the pupillary 
margin. In the cases of non-penetrating injury the condi¬ 
tion is chiefly important by reason of the haemorrhage into 
the vitreous which usually accompanies it. Vitreous haemor¬ 
rhage, as seen in cases from active service, is too extensive 
to hope for the degree of recovery expected in civil practice, 
and the patients cannot, before reaching a base hospital, 
have the complete quiet that is desirable. The end of 
these eyes is that when the haemorrhage absorbs it leaves a 
more or less coarse web of opacity in the vitreous which 
greatly impairs vision. Wounds at the periphery of the 
anterior chamber, with prolapse of iris, require early and 
thorough attention. The prolapsed iris should be seized, 
drawn out, and sheared off. it is essential that the iris be 
cleanly cut, and that so much be drawn out that the edges 
retract clear of the wound in the cornea. Unless these 
points be observed the cut edges will adhere to the scar and 
the eye will remain irritable for a long time, and so long as 
it is irritable the eye cannot be regarded as safe. A second 
operation to free the adhesion will be difficult and probably 
unsatisfactory. 

Lens. 

Traumatic cataract is practically always due to the 
passage of a foreign body through, or its retention in, the 
lens. Careful examination will reveal a scar in the cornea, 
often very minute. The question arises, Is the foreign body 
in the lens, or has it passed through ? If it is retained in 
the lens there is a possibility that by extracting the lens one 
may remove the foreign body and save a useful eye. Two 
| examinations may assist to determine this point—examina- 
| tion of the field of light and localisation of the foreign body 
by means of X rays. The first examination is carried out 
by projecting a pencil of light, by means of a mirror, into the 
eye from various directions, the sound eye being covered. 
The patient is directed not to move his eye and to point to 
the light. If he can indicate promptly and accurately the 
direction from which the light is coming, and if hi9 vision 
is at least equal to “shadows,” it is probable that the 
mischief extends no further back than the lens. Localisa¬ 
tion by means of X rays I shall refer to later. One of the 
first patients received in Malta from the Gallipoli Peninsula 
was a case of lens injury. 

Private, 1 5th Royal Scots. Was in the original landing at 

Cape H-- on April 25tli, 1915, when something struck his 

left eye. He did not know what struck him as he was 
unconscious for about three hours. Since then this eye had 
been defective. I saw him on May 6th and found a scar at 
the corneo-scleral junction above.* The corresponding seg¬ 
ment of the iris was wanting, the lens was absent, and the 
pupil was occupied by opaque capsule in which was a good 
central opening. The picture was precisely that of an eye 
on which a satisfactory cataract extraction had been per¬ 
formed. There was no other abnormality. I was too busy 
then to estimate his error of refraction, but with my 13 
ophthalmoscope he read the second hand of a watch, and I 
have no doubt that with a suitable lens his vision would 
have been perfect. It was evident that the blow had caused 
the rupture of the cornea and of the lens capsule, and driven 
the lens out of the eye. 

Fundus. 

Injuries of the retina, choroid, and optic nerve I will only 
briefly mention. The series include 8 cases of detachment 
of the retina. This is produced by a comparatively light 
blow on the eye, or by concussion of the eye from the 
passage of a bullet in its neighbourhood. These cases all 
c c 
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occurred in the first two months of the campaign. I am not 
hopeful of any benefit resulting from treatment in these 
cases. Similar injuries may produce haemorrhage into the 
retina. Concussion of the eye is also liable to produce a 
pigmentary degeneration of the retina which especially 
affects the central, macular, region, and I have seen one case 
of the curious condition described as “ hole in the macula.” 
Rupture of the choroid is caused by similar injuries, and all 
these conditions may be found in the same eye. 

Atrophy of the optic nerve may be produced in several 
ways. The commonest method is for a blow in the neigh¬ 
bourhood of the orbit to produce a fracture which runs into 
the optic foramen. This may cause either rupture of the 
nerve, in which case blindness ia instant, or its slow 
destruction by contraction of scar tissue or pressure of 
callus. In this type the only signs are the dilated pupil, 
inactive to direct light stimulus, and the atrophy of the 
disc. Secondly, a bullet traversing the orbit may divide 
the nerve. Thirdly, a bullet entering the orbit may bo 
dislocate the eye as to rupture the nerve. In the last two 
cases the atrophy of the nerve will usually be associated with 
haemorrhages in the neighbourhood of the nerve-head and 
other fundus lesions. 

Blindness. 

The series includes 6 cases of blindness. (I regard as 
“blind” any case in which the vision is reduced to 
perception of hand movements or less.) 

1. An officer at St. A- Hospital. Both eyes were 

ruptured by a bullet passing transversely. 

2. An officer at B-S-Hospital. The right eye had 

been excised on a hospital ship for rupture ; the left eye had 
almost total detachment of retina. I was anxious that he 
should be given the slender chance of regaining some vision 
by being kept flat for several weeks, rather than undergo the 
disturbance of transport and possible sea-sickness, but he 
was very anxious to get home and was sent to England. 

3. At R.N. Hospital, B-. The left eye had been excised 

for rupture; the right eye showed simple optic nerve atrophy 
probably due to a fracture into the optic foramen. 

4. Private, at St. A-Hospital. He had been struck on 

the left side of the face by fragments of a hand grenade. 
Both retinae were detached. 

5. Private, at H- Hospital. A bullet had traversed the 

back of both orbits, and both eyes were proptosed, blind, 
and disorganised. 

6. Private, at B- Hospital. A similar condition, both 

orbits having been traversed by a bullet. 

Shock Amblyopia. 

Shock amblyopia, or shock amaurosis, is the name which 
may be applied to diminution or loss of vision following a 
shock in which no structural change is produced in the eye 
or optic nerve. The shock is usually from the explosion of a 
shell or grenade near the patient, and at first I called the 
condition “shell amblyopia,” but it may be due to other 
causes ; one case followed a kick on the head by a mule. A 
typical history is that the patient was in a fire trench and a 
shell burst a few yards away ; thereafter the sight in one or 
both eyes was blurred. The patient is usually knocked down 
by the explosion, but is often not unconscious. One can 
distinguish four conditions. 

1. Transient blindness from over-stimulation of the 
retinae. In this condition the patient sees a flash of light 
from the shell-burst, and afterwards sees only a grey or 
purple haze. This is an exaggeration of the normal 
exhaustion of the retina from exposure to light. It is 
usually recovered from completely, but one sometimes finds 
fine degenerative changes at the macula, such as one is 
familiar with in “electric ophthalmia” and “eclipse 
amblyopia.” 

2. Blindness from closure of the lids. In this condition 
the over-stimulated retinae are hyperasthetic, and the patient 
endeavours to protect them from light by a vigorous 
blepharospasm. If the lids are forcibly opened the vision 
is found to be little affected. The photophobia may be 
recovered from in a few days or may persist for months. 

3. True amblyopia. There appear to be two types of this 
condition. In one the loss of vision is partial and the 
recovery is steady and gradual. In the other type there is 
usually total blindness of one or both eyes, which remains 
unaltered for a time and is recovered from either rapidly or 
instantaneously. Some cases of the latter type have been 
treated with success by suggestion. 

In one such case of one-sided amaurosis I put the sound 
eye under the influence of atropine and found that the 


patient continued to read books with his blind eye, although 
he averred, and firmly believed, that he could not dis¬ 
tinguish light from dark with it. Some days later I 
examined his vision at the test types and found that hia 
vision in the good eve, under atropine, was 6/18. (There 
was a low degree of hvpermetropia.) Covering the good 
eye, the vision was “No perception of light.” I then 
uncovered both eves and placed before the good eye a plus 
lens sufficiently high to fog it completely. The vision with 
both eyes was still 6/18. I succeeded in demonstrating the 
fallacy to the patient, and he then read 6/18 with his pre¬ 
viously blind eye. He was even more pleased with this- 
result than I, and I am convinced that he was not malinger¬ 
ing. I then omitted the atropine, and it was interesting to 
note that as the vision in the atropinised eye improved the 
vision in the amblyopic eye improved, until both were 
normal. 

4. In a few of these cases an eye which formerly coaid 
see perfectly without a glass now requires a plus lens to 
bring the vision to the normal. The explanation of these 
cases must be that a hvpermetropia which formerly was 
overcome by an effort of accommodation, and so latent, has 
become manifest. This would appear to be a muscular 
asthenia localised to the ciliary muscle. 

From a consideration of the cases in which the defect is 
unequal in the two eyes one may arrive at the following 
conclusions : 1. If the shell burst to one side of the patient 
the eye on that side is likely to be more affected. 2. If one 
eye was struck by a fragment of shell or earth that eye is 
likely to be more affected. 3. If one eye had a greater error 
of refraction than its fellow it is more likely to be affected. 
Allied to this condition are the cases of cured squint 
recurring after an explosion. 

Wounds of the Globe. 

Wounds of the globe present the most important and the 
most difficult problems because of the possibility of the occur¬ 
rence of sympathetic inflammation—i.e., a cyclitis occurring 
in an eye as a result of a wound of its fellow. It is tolerably 
certain that sympathetic cyclitis is never caused by a non¬ 
penetrating injury. In connexion with wounds of the globe 
one has to answer the question: Is this eye a danger to its 
fellow ? If it is decided that an eye is dangerous it should 
be removed as early as possible. Although sympathetic 
trouble never develops within ten days of the injury, and 
rarely within three weeks, a considerable portion of this 
period of grace has already elapsed by the time the patient 
arrives in Malta. It is impossible to dogmatise on this 
subject, but it is helpful to remember that the two conditions 
which are especially liable to lead to sympathetic cyclitis 
are wounds in the ciliary region and wounded eyes which 
are shrinking. 

Although it has never been proved, it is extremely likely 
that sympathetic cyclitis is due to a micro-organism, pre¬ 
sumably one which has a special liking for uveal tissue. If 
this be so it is easy to understand that the chief considera¬ 
tion in deciding whether an eye is dangerous or not is 
whether it is inflamed or quiet. In certain groups of cases 
the decision to remove the injured eye or to spare it is easy 
to make. In this connexion I may quote two cases of some¬ 
what similiar injuries. 

1. Corporal, R.M.L.I, under the care of Fleet-Surgeon 

Bishop at R.N. Hospital, B-. On April 25th, 1915, he 

was struck in the face by several fragments of a hand 
grenade. Fleet-Surgeon Bishop removed a splinter of steel, 
1 inch in length, from the right outer canthus. I examined 
the fundus and found a clean wound of retina and choroid 
behind the equator, in a position corresponding to that of 
the foreign body. The vision was 6'6, the eye was quiet, and 
there was no doubt that it was a sound eye. 

2. Private, 19th Battalion Manchester Regiment. On 
Oct. 18th, 1915, a hand grenade exploded near him and he 
was struck in the left eye. He went to the Field Ambulance, 
where a spicule of metal was removed from the eye. The 
medical officer sent him to the base with some excellent 
notes, and a letter in which he expressed the hope that the 
eye might be saved. I saw him on Nov. 12th and found a 
scar concentric with the limbus and 6 mm. from it. The 
vision was reduced to perception of light, the tension 
was - 3. and the eye was irritable. There was in this case 
not the least doubt that the eye was dangerous and should be 
removed. 

If one eye is ruptured it should be removed. If both eyes 
are ruptured as a rule they should be left. There is no 
question of further damage from sympathetic trouble, and it 
is kinder to allow a blind man slowly to realise the calamity 
which has befallen him than to convert the faint hope of 
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some return of vision, which he cherishes, into the certainty 
of blindness by removing the ruins of his eyes. If a wounded 
eye is blind it should be removed. If a wounded eye has 
poor vision and is irritable, especially if it is soft, and 
still more if it is tender, it should be removed. If a 
wounded eye has good vision but is irritable it should be 
watched and given an opportunity to quiet, the period 
allowed bearing some relation to the degree of vision it 
possesses. 

In border-line cases where one is in doubt the tendency 
should be to remove the eye. I would rather remove many 
damaged eyes unnecessarily than allow one patient to 
become blind through my fault. I have already indicated 
that in watching a doubtful case the appearance of fresh, or 
the non-subsidence of existing, signs of inflammation are 
indications for removing the eye. With regard to the sound 
eye the signs to look for especially are photophobia, lacryma- 
tion, and circumcorneal injection. These constitute the 
clinical picture of “ sympathetic irritation.” This is not an 
early stage of sympathetic cyclitis, and may indeed be pro¬ 
duced by so common and trifling an accident as the lodgment 
of a foreign body under the upper lid, but it is an indication 
that all is not well with the other eye, and is therefore a most 
valuable danger signal. An examination which should 
always be made of the sound eye when its fellow is on proba¬ 
tion is the measurement of the shortest distance at which the 
eye can read small type. If this “ near point ” is found to 
recede it indicates paresis of accommodation, and this is 
often the earliest sign of sympathetic cyclitis. 

Except that it may carry micro-organisms a foreign body 
does not in itself cause sympathetic trouble, but if it be 
retained there is the added factor of the irritation due to its 
presence, and it is reasonable to suppose that this may 
determine that a small dose of organisms, which the eye 
might otherwise dispose of, may establish themselves. 
From this point of view it is important to know whether a 
wounded eye contains a foreign body. In some cases it is 
possible to see the foreign body on ophthalmoscopic examina¬ 
tion ; in the majority it is necessary to employ localisation 
by means of X rays. The most satisfactory method of 
localising metallic particles in the eye by X rays is to make 
a stereoscopic pair of pictures and to estimate the position 
of the foreign body in relation to a known body, which is in 
some known relation to the eye, by measuring the relative 
displacements of the shadows of known and foreign bodies. 
(Here followed a description of the apparatus used.) What¬ 
ever method is adopted it is essential that meticulous care 
be taken over all measurements and adjustments. Above all 
it is necessary that the patient do not move his eye during 
the examination. 

A retained foreign body having been demonstrated it must 
be decided whether the eye will tolerate its presence or not. 
The degree of irritability of the eye (circumcorneal 
injection, photophobia, lacrymation) and the amount of 
inflammatory reaction in the neighbourhood of the particle, 
if it can be seen, assist in the decision. If the foreign 
body cannot be seen the examination of the field of light 
is of assistance. As a rule, the farther back in the eye the 
better is the foreign body tolerated, and one fixed in the 
retina is better tolerated than one in the vitreous. 

If it be decided that the particle will not be tolerated the 
alternatives are removal of the particle and removal of the 
eye. It is unfortunate that the majority of metallic foreign 
bodies met with in war injuries are composed of lead, so 
that they cannot be removed by the electro-magnet, which 
is the only method at all satisfactory. On the other hand, 
lead is less soluble and less irritating than iron, and is 
therefore better tolerated. Iron particles retained in the 
eye, even if tolerated for a time, usually cause its eventual 
degeneration. 

Trooper, 5th A.L.H. On Sept. 24th, 1915, at A- he was 

looking through a loophole in a steel shield when a bullet 
splashed on the margin of the loophole and he was struck 
in the right eye. On Oct. 9th the vision in the eye was 6 12. 
There was slight circumcorneal injection. There were scars 
at the periphery of the cornea and the iris. X ray examina¬ 
tion indicated that there was a flake of metaltriangular 
in shape, measuring 1 mm. by 1 mm., 19 mm. behind, 6 mm. 
external to, and 7 mm. below the central point of the cornea. 
The pupil was then dilated and the foreign body was seen, 
embedded in the retina, at the point indicated by the X ray 
examination. There was then no inflammatory reaction in 
the retina, although a little pigmentation appeared later. 
Two months after the injury the eye was perfectly quiet and 
the vision in the injured eye was 6/9. 


Private, 10th Battalion A.I.F. On July 30th, 1915, at 
A—— a grenade struck his bayonet and exploded. Right 
orbit contained numerous foreign bodies; one in eye. 
Vision = fingers at 1 metre, eye irritable. Attempted 
removal; evisceration done. Foreign body was a fragment 
of lead. 

Removal of Eye: Methods of Operation. 

The subject of sympathetic cyclitis is a very difficult one, 
and when everything has been said about it the thing which 
most impresses me is the maxim : “ One good eye is better 
than two bad ones.” If it is decided to remove an eye there 
are two ways of doing this—by excision and by some form 
of evisceration. In removing an eye which is dangerous 
from the point of view of sympathetic cyclitis the object is 
to remove the uveal tract, which is the source of infection. 
This is done with certainty by excising the globe, and it is 
sometimes wise to do this. The disadvantages of this opera¬ 
tion are that there is some risk (a small one, I think) of 
infecting the meninges from a septic conjunctiva, and that 
the stump resulting does not well support an artificial eye. 

The old operation of evisceration consists in making a stab 
incision into the globe just behind the ciliary zone—that is, 
about 7 mm. from the obvious corneo-scleral junction, com¬ 
pleting a circular incision through all the coats of the eye 
with scissors, and turning out the contents of the sclera. 
After this operation healing is sometimes delayed because 
the cut edge of the sclera is exposed and sloughs. Also if 
the stump is sutured there is often a pretty severe reaction. 
To obviate these defects an operation has been devised which 
consists in dissecting conjunctiva. Tenon’s capsule, and 
muscles off the globe, removing the cornea, turning out the 
contents of the sclera, and then cutting away the sclera 
except for a small frill around the optic nerve. This is 
probably the safest operation, but it has still the dis¬ 
advantage of leaving a poor stump. If the old operation be 
compared to the “no flap’’circular amputation which has 
been performed on war injuries of the limbs, the operation 
just described may be compared to an amputation with a 
long flap and almost no stump. 

The operation which I have been performing in the majority 
of these cases is an amputation of the anterior part of the 
eye, leaving the longest stump which can be covered by the 
flap of conjunctiva. Conjunctiva and Tenon’s capsule are 
divided circularly, going behind the wound if possible, 
otherwise excising it. These membranes are turned back as 
a cuff for at least 1cm., and the anterior part of the eye 
amputated at this level, or farther back if that is rendered 
necessary by a scleral wound. The contents of the sclera 
are turned out and every trace of choroid removed by means 
of gauze mops held in pressure forceps. If the conjunctival 
sac was clean the conjunctiva is closed by three sutures. If 
it is thought desirable to drain the cavity this is done by a 
wisp of gauze and a long suture inserted in the conjunctiva, 
which is tied at the end of 24 hours, when the drain is 
omitted. Healing occurs in about five days, there is no 
reaction, and a good movable stump results. 

An operation which has some place in war ophthalmology 
is exenteration of the orbit. This consists in removing the 
whole of the contents of the orbit except the periosteum. 
The object is to provide the fullest possible drainage for the 
orbit. I have done this in two cases. 

1. Private, Otago Battalion, N.Z.E.F. On August 8th, 
1915, he was struck in the right eye by a rifle bullet. On the 
10th, on a hospital ship, the eye was excised. He was 

admitted to H- Hospital on the 16th. The wound of 

entry was at the root of the nose; the wound of exit was in 
the fight temple, 1 inch behind the external angular process 
of the frontal bone. The lids were greatly swollen and the 
orbital contents were very sloughy. Next day his tempera¬ 
ture was 103 4°, and on examining the orbit there was what 
appeared to be gangrenous brain at the apex. This, an error 
of observation, proved to be sloughy ocular muscles. Exen¬ 
teration was performed, and it was found that, in addition to 
the exit hole in the outer wall of the orbit, there were 
fractures of the roof, floor, and inner wall. The subsequent 
history is of interest. The orbit remained perfectly clean 
and the temperature settled, but 11 days after operation 
there was a rigor, with the temperature rising to 105°, and 
the right side of the head was oedematous. Next day the 
oedema was more marked and there was tenderness over the 
jugular vein on that side. A diagnosis of thrombosis of the 
cavernous sinus was made, aDd the question of performing a 
craniectomy was discussed. I decided to wait for another 
rigor, but this did not occur, and the condition cleared up. 
At a later date the cavity was covered with Thiersch skin- 
grafts, and a soundly healed socket resulted. 
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2. Private, 7th Battalion Royal Munster Fusiliers. On 
August 17th, 1915, he was lying in the open, firing, and a 
grenade exploded close to his right side. He was admitted 

to H-Hospital on the 27th. There was a large irregular 

wound of eutry at the middle of the right supra orbital 
margin; no wound of exit. The right eye was blind, much 
proptosed, and practically immobile. The conjunctiva was 
chemosed below. X ray examination showed two large 
foreign bodies, one in the orbit, behind the eye, and the 
other in the frontal sinus. The orbit was exenterated and 
the frontal sinus, which was in communication with the 
orbit and had dura niater exposed in its posterior wall, was 
freely opened and drained into the orbit. The subsequent 
progress was uneventful. 

When, the bullet entering the orbit traverses the brain the 
orbital condition is, of course, of minor importance. (Slides 
were shown of the brain of a patient who was struck by a 
rifle bullet at the inner side of the right orbit. The bullet 
left the orbit at its apex, where there was a large hole in 
the sphenoid, traversed the brain, and made its exit above 
the right ear. The patient died on the day after admission.) 
Reference has already been made to the injuries to the optic 
nerve and retina produced by the passage of a bullet through 
the orbit. (Slides exhibited showed typical fundus pictures 
of the lesions produced.) 

Three Cases of Foreign Body in Orbit. 

I will quote three cases of foreign body lodged in the orbit 
in which the eye was spared. Of these, the first was under 
the care of Colonel Charters Symonds, to whom 1 am 
indebted for permission to quote it. The other two were 
under my care at H-. 

1. Private, 5th Wiltshire Regiment. On August 15th, 1915, 
he was struck in the right side of the face by a rifle bullet. 
There was a wound of entry A inch below the right malar 
bone; no exit. The patient complained of nothing until 
two days later, when the left eyelids swelled. On the 28th 
there was marked proptosis of the left eye, with moderate 
chemosis of the conjunctiva. The upper lid was much 
swollen. The ocular movements were much restricted in 
all directions except down. There was diplopia in all 
directions. The pupil and fundus were normal. No 
accurate estimation of the vision was made, but this 
seemed to be perfect. In the succeeding days the proptosis 
increased and there was much pain. On Sept. 2nd Colonel 
Symonds exposed the outer wall of the orbit in the left 
temporal fossa and opened it with a chisel. On incising the 
orbital neriosteum the point of the bullet was seen audit 
was reaaily removed. The wound was drained and, except 
for the drainage opening, healed primarily. After the opera¬ 
tion the eye at once receded, and three weeks later the 
ocular movements were nearly normal and there was little 
diplopia. 

2. Trooper, Otago Mounted Rifles, N.Z.E.F. On August 9th, 
1915, he was struck by a rifle bullet in the right side of the 

head. He was admitted to H- Hospital on the 16th. 

There was a wound of entry in the right temple, 2j inches 
behind the external angular process of the frontal bone and 
2 inches above the zygoma; no exit wound. There was 
slight proptosis and slight chemosis of the conjunctiva 
below. The lower lid was swollen and tender. There was 
diplopia to the right and below. X ray examination showed 
the bullet lying obliquelv in the floor of the orbit. On the 
26th the orbit was opened through an incision along the 
infra orbital margin and the bullet found halfway back on 
the floor of the orbit and readily removed. Recovery was 
uninterrupted, and two months later the ocular movements 
were perfect, there was no diplopia, and the vision had 
improved to 6 9. 

3. Lance-Corporal, 27th Battalion A.I.F. On Oct. 7th, 
1915, he was in a fire-trench when a shrapnel burst over¬ 
head and he was struck by a ball. He was admitted to 

11-Hospital on the 13th. There was a wound of entrance 

at the nasion; no exit wound. The left eye was blind 
and much proptosed and there was a great deal of chemosis. 
The eye was directed up and a little out and almost 
immobile. X ray examination showed a shrapnel ball far 
back in the orbit in its inner wall. In the next ten days the 
conjunctiva became cleaner and the proptosis diminished. 
On the 23rd an incision was made through the conjunctiva 
on the inner side of the eve and the inner wall of the orbit 
exposed. A large fragment of loose bone was removed and 
on full retraction of the eye the ball was seen lying in a 
cavity in the posterior part of the ethmoid and removed. No 
sutures were used. The wound healed rapidly and some 
vertical movement of the eye was regained. (A diagram of 
the fundus condition was shown.) There was simple atrophy 
of the optic nerve, several hu morrbages in the neighbour¬ 
hood of the disc, and a large triangular area of atrophy of 
retina and choroid to the inner side, where these coats were 
bruised by the ball. His left eye, although blind, is better 
than an artificial eye. 
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Gentlemen, —When looking up the subject of this 
address I was at first afraid that I had, in vulgar parlance, 
“bitten off more than I oonld chew.” There seemed for 
this period to be plenty of accounts of visceral diseases and 
of the physicians treating them, of obstetric matters, and of 
great surgeons removing limbs, &c., with extraordinary 
rapidity and skill, yet the accounts of diseases of the regions 
chosen appeared distinctly sparse, and in the case of the 
larynx practically nil, the laryngoscope not being in use at 
this period. However, descriptions have been found, of 
affections ! of these parts, by Fothergill, Cheselden, Pott, 
Huxham, Bell, and Sharpe, amongst others, and from these 
writings this lecture has been largely borrowed. Owing, I 
take it, to the physicians, surgeons, and obstetricians then 
being the predominating powers a somewhat curious colour¬ 
ing is given to the descriptions, throat, nose, and ear 
diseases being frequently compared with those of the rectum, 
vagina, and urethra, and a suppurating ear likened to 
gonorrhoea. 

Diseases of the Throat. 

Let us first take the throat. 

The Toneils. 

A surgeon writes that the tonsils or amygdalae may be in 
an enlarged state, a condition in general termed a scirrhosity 
of the tonsils, but this he thinks is not a good term, as 
except for their firmness they have no characteristics of a 
scirrhus. They are, however, very apt to inflame, and the 
additional bulk may produce nearly a total obstruction to 
the passage of food and drink. The author states that he 
has never known an enlarged tonsil become cancerous, and 
another contemporary surgeon says that this is the only 
tumour of a scirrhus kind which does not return on removal. 

As regards treatment, when the enlargement is so great as 
to interfere with the passage of food and air there should 
be uo hesitation as to operation. After discussing the 
repeated application of the cautery, excision with the 
scalpel and with the crooked scissors, these are looked upon 
less favourably than removal by the ligature. This should 
consist of soft silver wire or catgut passed through a 
crooked double cannula, which is introduced through the 
nose, and the ligature then adjusted round the tonsil by means 
of the fingers in the mouth ; the cord being made tighter from 
time to time, the swelling will soon fall off. 

It is advised that the ligature be passed through the nose 
to avoid the inconvenience caused by it and the cannula 
hanging out of the mouth during the cure. Both tonsils are 
generally enlarged, but the removal of one may suffice to 
give the necessary opening for the food ; but when it is 
found desirable to remove both they should be operated upon 
separately. Any inflammation produced by operating upon 
the first is allowed to subside before any attempt is made to 
remove the other. A similar method with cannula and 
ligature is recommended for the removal of other tumours 
of the pharynx and oesophagus. Where the tumour is not 
pendulous but has a very broad base it may be necessary to 
pass a needle threaded with a double ligature through it and 
tie each half separately. If the tumour does not fall off by 
the first ligature another must be applied, and the process 
continued till the cure is complete. 

Extirpation, of the Uvula. 

A slight enlargement of the uvula should be treated with 
strong infusion of red rose leaves, Peruvian bark, or oak 
bark, with a due proportion of alum or vitriolic acid. 
When, however, these fail and the tumefaction of the uvula 
is so considerable as to create much uneasiness in the throat, 





The Lancet,] MR. W. H. KELSON: DISEASES OF THE THROAT, NOSE, AND EAR. [June 24,1016 1249 


with coughing, retching, or vomiting, extirpation must be 
performed. (Fig. 1.) This should be by excision or 
ligature. Where this structure is simply elongated excision 
should be performed with a carved, probe*pointed bistoury 
or scissors, the month being kept open by a speculum oris 
(a kind of gag). (Fig. 2.) If haemorrhage supervenes it may 
be checked by an astringent gargle, ardent spirits, or lunar 
caustic. If the uvula, on the other hand, be thick and fleshy, 

Fig. 1.* Fig. 2. Fig. 3. 



it should be removed by ligature for fear of haemorrhage, 
and this may be passed through either the nose or mouth, as 
in removal of the tonsils. 

Scarifying and fomenting are recommended in inflammatory 
conditions of the amygdalae and adjacent parts, and an 
instrument consisting of a tongue depressor with a concealed 
knife-blade is shown (Fig 3); also a can with a flexible tube 
attached for the inhalation of steam. 

“ Sore Throat with Ulcers .” 

A physician writes that about this period a disease came 
prominently under notice termed sore throat with ulcers, or 
malignant ulcerous sore throat. It appears to have been 
first noticed in Spain, Italy, Malta, and other countries 
bordering the Mediterranean in the seventeenth century ; 
now (1747) it seems to have taken up its abode in England, 
being especially active in the autumn and early winter. It 
generally attacks children, and more often girls than boys. 
It appears to be intensely infectious, and if the healthy are 
not kept apart from th** sick, they apparently receive the 
disease by means of the breath. 

The disease generally comes on with giddiness and 
shivering like an ague fit followed by great heat; also 
great pain in the head, heat and soreness of the throat, 
stiffness of the neck, purging and vomiting, and inter¬ 
mittent sweating. On examination of the mouth and throat 
the uvula and tonsils appear swelled, and the palate, cheeks, 
and pharynx are of a florid red colour which affects also the 
tonsils themselves. Instead, however, of the redness a 
broad patch, irregular in shape and of a pale whitish colour, 
may be seen surrounded by florid red. The second or third 
day the white places become more ash-ooloured, and it 
may be seen that really a slough is present conoealing an 
ulcer. All parte of the fauces are liable to these ulcera¬ 
tions, but they most materially affect the tonsils and parts 
immediately above them ; also the pharynx behind, the 

* From A System of Surgery, by Benjamin Bell. Illustrated with 
oopp'ir-plates. Vdl. IV. Edfnbirgfi: Charles Elliot. 1786 


inside of the cheeks, and base of the tongue are common 
situations. The ulcers may be superficial or deep. The 
parotid glands become hard and swollen, and great swelling 
of the neck may occur. 

Pimples appear on the arms, face and hands, and other 
parts appear of a deep red colour. The uvula and tonsils 
are sometimes so much swelled as to leave but a very 
narrow entrance into the gullet, this entrance being fre¬ 
quently surrounded with ulcers or sloughs. The patients 
often complain early in the disease, before ulceration sets 
in, of a putrid smell appearing to emanate from the throat 
and nostrils, which latter as high up as can be seen appear 
of a deep red colour, and a thin, irritating, bloody discharge 
may come from there and from the mouth. Free bleeding 
from the nose at the beginning of the disease is common ; in 
fact, haemorrhage from the nose and mouth may prove fatal. 
The disease generally appears at its height about the third 
day. 

As to treatment, bleeding and purging cannot be recom¬ 
mended as they only do harm. The ulcers in the throat 
must have watchful attention, but the sloughs should not be 
detached with a probe as they only re-form. Stimulating 
aromatic gargles are strongly recommended, with antiseptics 
and detergents—sage-tea, vinegar, tincture of myrrh ; also 
the injection of liquids containing these medicaments with a 
small syringe is advised. This must be assiduously repeated, 
as great stress is laid on the danger of putrid materials 
passing into the stomach. Should haemorrhage come on 
from the throat or nose clysters should be given and vinegar 
applied if possible to the bleeding spot, and the patient kept 
in the sitting posture or the head well raised, and the upper 
parts kept cool. If these methods do not immediately take 
effect we are advised to have recourse to the more efficacious 
ones, amongst which we may rank the bark and opium. 

Diseases of the Nose. 

Passing on to affections of the nasal cavities, these are 
divided into haemorrhages from the nostrils, onena, im¬ 
perforated nostrils, and polypus excrescences. 

Hamorrhaget from the Note. 

After stating that haemorrhages from the nose are generally 
but of very little importance, the author says that in some 
instances the reverse is the case, and bleeding from 
these parts may be highly embarrassing to practitioners and 
very hazardous to patients. In slight cases the sufferer 
should be placed in a large apartment with cold air passing 
through it, his food and drink should be cold, he should 
bathe the face with cold water and vinegar, and gargle a 
solution of alum, whilst cold compresses are applied over the 
nose. A return of the hremorrhage should be prevented by 
a moderate use of cooling laxatives and a low regimen. 

In severe cases, however, pressure must be resorted to, but 
when the source is deeply seated this may be both difficult 
and uncertain. A dossil of lint may be pushed up, but much 
reliance cannot be put upon this method. A better way is 
to insert by means of a probe or director a piece of hog’s gut 
tied at one end so as to form a tube. This should be pushed 
along through the nose to the upper part of the pharynx. 
This instrument should now be filled with cold vinegar or 
water by means of a springe inserted into the end hanging 
out of the nostril which should afterwards be secured by 
a firm ligature. If this is not effective, it is recommended 
to try an instrument resembling Bellocq’s sound by means of 
which bolsters of lint are introduced into the posterior nares. 

Ouena. 

Ozaona is described as a name specially applied to foul 
ulcers of the nose discharging a fcetid matter. Caries is 
usually present. The chief cause is cold, but external 
violence and irritating substances may also produce this 
condition. 

When the system is not affected by any other disease, this 
is the most simple form of ozsena and astringent applications 
must be relied on chiefly, such as decoction of walnut 
leaves, Peruvian or oak bark with solution of alum : also 
brandy or any other ardent spirit and lime-water. These 
should be applied three times a day on dossils of lint pushed 
up as far as is necessary, and at bed-time ointment contain¬ 
ing calcined zinc or lapis calaminaris should be used. By 
persistence in these means every ulceration dependiqg on 
local affection will be at last removed, but the r u nn i ng 
produced by other diseases, especially matter in the 
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the manner of midwifery forceps—viz., by inserting the 
blades separately and then locking them. When the polypi 
are so large that it is impossible to insert the forceps the 
nostril may be laid open by a longitudinal incision, the parts 
being afterwards reunited by plasters or stitches. 

Views of Another Surgeon on Polypi. 

Another surgeon, speaking of the polypus of the nose, says 
it is a complaint always troublesome, frequently painful, and 
sometimes hazardous. The first is the necessary consequence 
of the situation of the distemper ; the second arises from 
its peculiar nature in the individual ; and the last sometimes 
from its particular nature and sometimes from the manner in 
which it has been treated. 

He mentions that polypi have been divided as regards their 
pathology into strumous, venereal, and cancerous ; but lays 
stress on the fact that a clear distinction must be made 
between the form which is painful, red or purple, hard, and 
fixed, yielding an ichorous or bloody discharge; and the non¬ 
painful form, which is soft, movable, greyish in colour, and 
distilling a clear lymph. The former kind he recommends 
should never be touched, as by so doing one will only make 
matters worse ; but the second variety should be removed, 
preferably with forceps. Of this latter benign form there 
are two varieties : the first provided with a stalk or peduncle, 
the second merely an elongation of the membrane covering 
the ossa spongiosa. These latter often break and come away 
piecemeal. 

The writer prefers the forceps to the ligature and bans 
escharotics and setons. Should the polypus make its 
appearance backwards, in the fauces behind the uvula, the 
instrument had better, nevertheless, be introduced into the 
nose, as attempts to seize it through the mouth set up spasm, 
and also the uvula is liable to be laid hold of, to the no 
small detriment of the patient. The young practitioner is 
cautioned against confounding the benign with the malignant 
form, as the writer has seen haemorrhages which have been 
frightful and inflammations which have proved fatal as the 
result of this mistake. He also mentions a case in which an 
untoward-looking polypus which was attached to a dis¬ 
tempered septum nasi came away with it, and a similar 
thing happened with the os palati. 

Diseases of the Ear. 

Finally, let us turn to diseases of the ear, which are but 
sparsely referred to. One surgeon, after pointing out that 
deafness may be due to the stopping up of either the meatus 
externus or the tuba Eustachiana, goes on to say that any 
preternatural fulness of the amygdalce or tonsils is always 
attended with some degree of deafness. From this latter 
cause also venereal ulcers in the throat and polypus excres¬ 
cences, by compressing the tube, are frequently productive 
of the same result, and a cure will be accomplished by their 
removal. On the other hand, if the tube has been obliterated 
by inflammation it will be in vain to employ any means 
whatever, though it has been proposed to open it by a curved 
blunt probe or injecting a little milk-and-water through a 
curved syringe. This, however, the writer believes to be a 
very difficult procedure in the living subject, though feasible 
in the dead body. 

Passing on to obstructions in the meatus externus, 
imperforated meatus auditorius is first discussed and its 
relation to the imperforate state of other passages in the 
body. An incision with a small sharp bistoury is recom¬ 
mended, and after wards a bit of bougie properly oiled 
should be introduced and retained till the cure is complete. 
In this way the writer affirms that deafness in these cases 
may always be removed—a result much more satisfactory, 
one may note, than is obtained at the present day. It is 
recommended to operate about the time when the child is 
beginning to talk. 

In reference to foreign bodies, the introduction of oil is 
recommended as a great stand-by, as it kills insects and also 
facilitates the removal of various impacted bodies. Syringing 
with warm water should be employed, but a small sharp 
hook or forceps may be necessary. 

Polypus excrescence may occur in the external auditory 
meatus, and may be taken out either with the knife or 
ligature, a similar manoeuvre being advised to that used in 
removing polypus of the nose—viz., by means of a double 
cannula. When, however, the growth is not pedunculated 
this manoeuvre is impossible, and in that case the surgeon 
advises the use of well-oiled bougies, likening the disease to 


obstruction in the urethra, and he says the same remedy 
duly persisted in proves equally serviceable in both. He 
admits, however, that at first the bougies are apt to create 
some uneasiness by irritating the parts to which they are 
applied, but this soon subsides. 

Deafness from wax is described, and the necessity for the 
examination of the ear in clear sunshine is accentuated in 
order to make an accurate diagnosis. 

In scrofulous conditions the small bones of the ear may 
become diseased ; in this case a great degree of deafness is 
produced which is never in any instance removed. In those 
cases all we can do is to keep the parts free from smell, 
which is most effectually accomplished by syringing with 
a little warm milk and water. Less serious discharges may 
be found in the ear and may be treated with astringent 
injections, which often prove effectual in gonorrhoea, such as 
a weak solution of alum, saccharum saturni, or French 
brandy. 

Various instruments, he states, have been invented for the 
relief of deafness, but that having the form of a common 
horn answers the best. Small funnel-shaped devices to be 
worn concealed under the wig are also in use. Perforating 
the lobes of the ears was a very common operation considered 
of much more importance by those on whom it was practised 
than by the surgeon. The operation of burning behind the 
ear with a red-hot probe for toothache the writer says he 
cannot recommend, as he considers that most people would 
think the pain of the remedy more severe than the disease. 


THE REMOVAL OF ADENOID GROWTHS, 

By J. L. AYMARD, M.R.C.S., L.R.C.P. Lond. 


The necessity for the removal of adenoid growths needs 
little emphasis, as the grave dangers caused by neglect of 
surgical measures are well known. I do not intend to take 
up valuable space by entering at all fully into clinical 
symptoms, etiology, &c., but will endeavour to deal with the 
causes and prevention of recurrence. With a few notable 
exceptions the diagnosis of post-nasal obstruction in the 
form of adenoids is now followed by a scraping or cutting 
process, blindly performed behind the curtain of the soft 
palate. The questions arise as to what is cut or scraped, 
and how far the present methods are effectual. Probably a 
large percentage of the cases so treated have early relief, 
and trouble attributable to the operation does not follow ; 
but it is contended that many are partial or complete 
failures. As the usual surgical precautions are for the most 
pait neglected, ought we not to be surprised rather at our 
successes than at our failures 1 There is no reason to 
attribute such failures to want of skill, but rather to 
inadequacy of instruments and neglect of precautions. 

Etiology and Recurrence. 

The medical profession almost unanimously has condemned 
the dummy teat as a cause, or at least a potent agency, 
and further, has it not decided that the non-passage of air 
through the noso is a factor ? The child plays for a time 
with its dummy, which then remains quiescent between the 
lips, forming an effective plug. The dummy then may be 
regarded as an excellent preventive agent. As to the actual 
cause of adenoid growth, should we not rather look to chronic 
catarrh (quiescent only in the summer months')? 

The question of recurrence really amounts to this. Children 
operated on not infrequently present the symptoms of 
adenoids at a later date. Were the adenoids removed in the 
first instance ? However skilful the surgeon, unless he has 
fully examined the result of his work at the operation by the 
aid of the mirror, any opinion as to possibility of recurrence 
can be of little value. How many surgeons take this 
precaution, the urgent necessity for which no one denies? 
As to breathing exercises, few successes would be recorded 
were the results entirely dependent upon them. However, 
in children six years old and upwards, without the dentist’s 
aid and a complete system of exercises, deformity will 
remain. Sir Arbuthnot Lane drew attention to the import¬ 
ance of this nearly 20 years ago. Recurrence or apparent 
recurrence of post-nasal obstruction seems due to at least 
three causes: incomplete removal; nasal obstruction not 
diagnosed, apart from hypertrophied pharyngeal tonsil ; 
and absence of any appreciable adenoid growth with faulty 
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diagnosis, and subsequent development. The specialist 

is, as a rule, at a disadvantage in that he sees his 
patient probably once prior to operation and seldom after¬ 
wards. If unsuccessful the case is taken elsewhere. The 
general practitioners, however, see their patients grow up, 
and opinion appears to indicate that no matter who the 
operator recurrence is somewhat frequent. Nevertheless, 
postponement, once the disease is established, can only lead 
to disaster, whereas a second operation is surely not such a 
serious matter. 

The Dangers of Operation. 

In considering the danger of the anaesthetic, let the 
administrator bear his share of responsibility. With one 
notable London exception, surgeons prefer a light condition 
of anaesthesia, leaving ample margin for safety. Does the 
child who dies a few hours later succumb to the effects of 
this light anaesthesia ? Is not the collapse due to the con¬ 
tinual swallowing of blood from the torn vessel ? Surely it 
is our duty in all cases by direct observation to make certain 
that haemorrhage from this operation has ceased before 
proceeding to the removal of the palatine tonsils. The 
question of secondary haemorrhage can then be established 
as a certainty. The absence of almost any efforts to render 
the operative area aseptic before and after the operation 
must tend to account for some inflammatory conditions, 
whilst blindly cutting or tearing without definite diagnosis 
probably accounts for other well-known serious results. 
Finally, the dangers of the operation will still further be 
reduced when such cases are everywhere treated apart from 
the out-patient department of general hospitals, and not as 
at present only in certain up-to-date institutions. 

Methods of Examination. 

Examination bij mirror. —In almost every modern text¬ 
book this means of diagnosis is recommended, and stress is 
laid upon the necessity for patience and experience as the 
keynote of success ; and yet in how many hospitals is the 
procedure carried out ? It would seem that the writers feel 
that diagnosis is incomplete without such examination. 
Suppose a hurried glance is obtained of the area behind 
the soft palate without this being raised, what is disclosed ? 
If the pharyngeal tonsil has degenerated into an adenoid 
condition, only a distorted view of the growth from below 
will be apparent. It is not a question of experience, but 
one of facts. Probably only a small percentage of surgeons 
who operate upon the pharyngeal tonsil are familiar with its 
normal appearance, a study of which is essential to those 
who adopt the direct method advocated in this paper. The 
infant with cleft palate presents a convenient subject, making 
due allowance for the tonsil being slightly inflamed through 
irritation. 

The diagnostic value of the finger. —That a forefinger 
forced up behind the soft palate can detect blockage by an 
enlarged pharyngeal tonsil, or a combination of tense palate 
and this, no one will deny. But as to the exact position and 
extent of the growth the value is questioned. When the 
growth has been removed, according to the text-books as well 
as universal opinion, loose tags can be felt and the patency 
of the post-nasal cavity established. After years of experi¬ 
ence the writer must admit that he has not satisfied himself 
that he has acquired either art. Nasal surgeons will admit 
that in many cases the lower two-thirds of the tonsil may 
appear quite normal, but from the upper third as well as the 
neighbouring fossae adenoid tissue will be found to extend 
well into the post-nasal space, and sometimes end in large 
masses of growth. Now let believers in digital examination 
take a medium-sized thimble 5/8 inch in diameter, compress 
it into an oval, and fill it with soap up to 1/8 inch of the rim. 
The oval will measure 3/4 X 1/2 inch, and will represent 
fairly accurately the size of the post nasal openings or choanae 
in the adult. Let the soap represent a growth 1/8 inch 
inside the post-nasal space, and no ordinary finger can reach 

it. On reducing this bony opening to that of the size of an 
average child of two years it will approximate 5/16 X 3/16 inch, 
making allowance for the mucous covering together with 
unhealthy inflamed condition. Thus the fallacy of establish¬ 
ing the patency or otherwise will be apparent. Under these 
circumstances, can any surgeon detect a partially cut mass 
of adenoid tissue pushed up these openings ? A few blind 
tests in the post-mortem room will probably somewhat 
modify the deeply rooted belief in this method of diagnosis. 


The (direct method of examination. —The mouth being open 
1£ inches, and the soft palate and uvula being out of the way, 
there is nothing to hinder a complete view of the pharyngeal 
tonsil, and in many instances a portion of the posterior wall 
of the nares. If the observer were looking in the space 
between the elevator and lower incisor he would see all that 
he required. This is in an adult, but the process is somewhat 
easier in a child, whose mouth relatively can be opened more 
widely. Instruments termed retractors have been designed 
to get the soft palate out of the way. The process is certainly 


Fig. 1. 



Author's palate elevator. A rigid flat metal plate 3/4 inch wide and 
8 inches long, curved at one end so as to engage in the post-nasal 
floor. 

not one of retraction, but protraction and elevation, and, 
more correctly still, one of stretching and elevating. Sur¬ 
geons hitherto when designing instruments for this purpose 
do not appear to have appreciated the value of this stretching 
process, thus leaving the bony parts in the line of vision as 
little covered as possible. The posterior edge of the horizontal 
plate of the palate bone, as is well known, presents two con¬ 
cavities facing the posterior pharyngeal wall; each concavity 
meets in the centre, forming a prominence collectively known 
as the post-nasal spine, but which would more correctly be 
described as the horizontal portion of the crest of the palate 
bone. The palate elevator designed by the writer provides 
two hooks as seen (Fig. 1) which rest in these concavities. 

Tongue depressor and mucus extractor. —Every surgeon is 
familiar with the one great difficulty in these operations 
—viz., the pharynx and buccal cavity being filled with 
mucus and, as soon as manipulation takes place, blood¬ 
stained mucus. It is one of the chief difficulties in post¬ 
nasal mirror examination. The action of the anaesthetic 
appears to create this condition, which is freely kept up. 
The introduction of swabs removes stringy quantities, only 
quickly to be replaced. Swabbing is objected to by some 
authorities, and probably not without reason. The piston 


Fig. 2. 



Author’s combined mucus extractor and tongue depressor. It is con¬ 
structed out of a single piece of metallic tubing bent as illustrated 
and connected at the two free ends with the rubber tubing leading to 
the Woulfe bottle. The mirror is shown in position for examination, 
but has been bent down so as not to obscure t he apertures of the 
extractor. The mirror can be slid back along the stem when not 
required. 

action might easily force fluid down the trachea, though the 
usual objection refers to the irritation of the palate supposed 
to be caused. For direct diagnosis purposes, for mirror 
work, and for subsequent examination and treatment it is 
essential if possible to extract all fluid from the pharynx as 
soon as formed. The accumulation of blood and mucus 
causing a danger from choking is given as the reason why 
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the anaesthetic should only be of a light nature. In order to 
avoid unnecessary instruments the writer has combined 
mucus extractor with his tongue depressor. The latter is 
illustrated (Fig. 2), but the tubes, Woulfe bottle, and vacuum 
pump, with full particulars, are omitted for space, but are 
supplied by Messrs. Allen and Hanburys with the necessary 
instruments. The pump is a small but powerful automatic 
arrangement which fits the basin tap, the water running 
down the usual waste pipe. One small rubber pipe is led 
to the Woulfe bottle, which collects the fluid, and two 
rubber tubes are taken from the bottle to the tongue 
depressor. 

Methods of Removing Adenoid Growths. 

The action of the curette. 2 —If the nature of adenoid tissue 
and its usually loose attachment is carefully studied, the 
difficulty of cutting it will be realised. Curettes must be 
placed in at least two classes : those with blades and sides 
at right angles to their handles, and those with blades and 
sides thrown back at an acute angle. It is possible to cut 
with the former if very sharp, but the latter ca n never be 
other than part cutter and part scraper. Even with a sharp 
curette of the latter type the tissues must be drawn by the 
knife quite tense before any cutting action takes place. If 
experiments are made with the curette to which Sir StClair 
Thomson has attached a set of hooks it will be found that, 
given a large hypertrophy of the pharyngeal tonsil, it wili 
probably tear and cut most of it away; but more often than 
not it will slip over a medium-sized growth, the supporting 
sides preventing the approach of the blade to the surface of 
the tonsil. The arch of the atlas below throws the curette 
handle upwards and the blade away from the surface of the 
tonsil. On the other hand, a similar curette with very short 
bend in the supporting arm is capable of cutting deep into 
the tissues behind the tonsil if pressure is made. The curette 
probably most in use is really a Beckman’s with hooks and 
cage attached by Sir StClair Thomson, but described in some 
works as a Gottstein. The virtue of these hooks is not so 
much the catching of the growth when detached, which is 
unimportant, but engaging the growth, dragging it down, 
and allowing it to be separated by a semi-cutting and tearing 
process. 

The difficulty attaching to all curettes is that the cutting 
is unnatural. In order to cut tissues satisfactorily there 
must be side-to-side movement or firm pressure against a 
solid substance. That many curettes do come in contact 
with a solid substance is evident by their frequent visits to 
the instrument makers. Another cause of failure of the 
curette, and one which is admitted by some authorities, is 
getting the knife over the top edge of the growth. A study 
of a fair-sized growth in position shows that the difficulty is 
a very real one. The blade parallel to the sides is the worst 
in this respect. Most blades are over & inch deep, and 
therefore unless the growth is conveniently pendant it must 
be pressed up against the vomer ; having reached the angle 
of junction with the basilar process the downward movement 
takes place, and as previously pointed out no cutting or 
tearing takes place until the tissues are stretched tight. 
Therefore for at least a quarter of an inch the growth is left, 
and there is no reason why a second scrape should be more 
successful. The rake-like hooks curved backward added to 
the Beckman’s curette make with the knife a depth of 
J inch. This all has to be accounted for in getting over the 
top edge of the growth ; therefore the tendency to squeeze 
it as a first procedure is apparent. The only form of blades 
likely to meet the above difficulty would be one on the 


* An illustration in our leading work, by Sir StClair Thomson, 
headed “ Removal of Naso-pharyngeal Adenoids” (p. 312, Pig. 168) calls 
for criticism, which the writer is certain will be taken in the spirit in 
which it is meant, and solely for the purpose of arriving at the truth. 
In this eminent surgeon’s “ Diseases of the Nose and Throat,” in a 
photograph taken from an actual subject, it can be seen that the 
upper portion of the curette is not in contact with the wail, thus 
demonstrating that with medium-sized hypertrophies of this tonsil 
this cmvtte slips over the growth leaving it to continue growing, 
later to be classed as a case of recurrence. The description under 
the picture says: "The cage opens to receive the growth.” In 
order to open, it must be pulled or pushed. The cage requires a 
bounce weight hung upon it before it opens, and no ordinary 
adenoid tissue pressing against these slender hooks can exercise 
*tenth of this pressure. In my view the cage does not open at 
all, and what is more, once the books are engaged In the growth, 
8**d downward pressure made, it is impossible for the cage to part 
company with the curette because the pull is towards It. Hooks 
fixed to the back of the curette would answer the same Durpose as 
the cage. 


principle of a Balenger’s septum knife. This leaving-behind 
process is recognised, and some authorities advise removal 
with what are known as punch forceps; Punch forceps are 
suitable for cartilage or bone, but not soft slippery tissue 
such as adenoid. The punch forceps, however sharp, simply 
crush between the blades the tissue, which is subsequently 
torn away with any adjacent blood-vessels, and as one 
authority states not infrequently with long strips of healthy 
tissue. The ordinary curette as a means of removing 
growths from a recessed pharynx is, for obvious reasons, 
not discussed, but the interesting question is raised as to 
how common these conditions really are. 

Preparation cf patient. —With the facilities almost every¬ 
where now it is very unwise to operate elsewhere than in a 
hospital or nursing home. The giving of calcium lactate to 
children for a few days previously is somewhat largely in 
vogue and undoubtedly wise in cases of the lymphatic type, 
but there does not seem sufficient evidence to show that in 
general such treatment will diminish the hemorrhage from a 
tom vessel. The usual anesthetic preparation is essential, 
as any vomiting of food is sure to lead to trouble. The 
teeth especially should be carefully brushed, and the mouth 
and pharynx washed out with peroxide prior to operation. 
The child should be admitted the day before operation and 
not discharged until the day after with due caution ; the 
poorer the child the longer it should remain. 

Removal of adenoids prior to tonsils. —In reversing the 
usual order great advantage will be gained. Evacuation of 
mucus and control of haemorrhage ensure a complete and 
satisfactory operation together with a thorough examination. 


The Direct Operation. 

The position of the patient. —If the technique of the opera¬ 
tion is strictly adhered to, the position of the patient for the 
usual reasons is unimportant. The writer prefers the prone 
position with head slightly raised. A light condition of 
anaesthesia is insisted upon and all haste abandoned. When 
the patient is sufficiently under the jaw depressor is opened 
up. The palate elevator is introduced very gently to the 
back of the pharynx and carefully brought up in contact 
with this. Its introduction will almost always cause a slight 
spasm of the glottis, the soft palate being gently raised several 
times until this passes off. The elevator then finally stretches 
the soft palate, and the hooks are brought forward to engage 
in the floor of the post nares. The surgeon holds the elevator 
firmly in his left hand between finger and thumb, his other 
fingers resting against the upper jaw, and introduces the 
tongue depressor with bis right hand. Care should be taken 
to keep the elevator in the centre of the palate when engaging 
the hooks with the septum between. 

The direct diagnosis. —At this stage a pause is made to 
make a complete examination. It will be found in some 
cases where the diagnosis has been made from the clinical 
symptoms that not only is this tonsil quite normal, but the 
post-nasal region apparently is also healthy. In these cases 
the writer has always found one or other fairly large tonsil 
pressing up the soft palate, which probably produced the 
symptoms. In a similar manner to the palatine tonsils, the 
pharyngeal tonsil may be in a temporarily quiescent state. 
The direct examination will at other times reveal, especially 
in older patients, adenoid conditions when least expected. 
The patient being in a prone position it will be found in 
some cases that the appearance of the tonsil is deceptive ; 
being plastered down by mucus it may look fairly normal. 
It is therefore wise always very gently to dab the surface 
with a small pad of wool. It is then advisable to examine 
the tonsil with a blunt instrument, and no better will be 
found than the smooth end of a uterine curette. The growth 
if present should be lifted from below and also laterally. 
The upper position requires especial attention, where it often 
wraps round the vomer and joins varying-sized masses in 
the post-nasal spaces. The gentlest use of the curette only 
is permissible, otherwise haemorrhage will spoil the view. 

The more examinations are made by the direct method the 
more surgeons will become acquainted with the different 
forms these growths will assume, and until familiarity is 
obtained fairly large growths may be missed. It is quite 
common to find the centre of the tonsil apparently normal, 
when careful examination reveals a prolonged growth either 
one or both sides arising from a base attachment to 
Rosenmiiller’s fossae. To what extent would such a condition 
be diagnosed by the digital method ? Supposing this lateral 
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growth to be on the right side, the finger introduced on the 
left would feel nothing unusual upon bringing it over to the 
right; while if the finger were inserted on the right side it 
would frnsh up the growth in front of it. The direct method, 
however, shows clearly the growth and its attachment, and 
this only is removed. On the contrary, if the other method 
were used the question remains as to how much the normal 
tissue would be unnecessarily damaged. The writer recently 
found in a child aged 11 (presenting the typical adenoid 
facies) a large growth the size and shape of a gelatine jujube 
entirely situated on the right half of the tonsillar area, the 
remaining portion being normal. The right pharyngeal 
tonsil was also much enlarged, and the left apparently 
normal. 

Having obtained the fullest information in situ , the next 
procedure is the passage of the smooth end of the curette 
very gently through each nostril in turn, the curette being 
kept parallel to the septum and just resting upon the floor of 
the nose; any blockage can be felt, and any bleeding will 
indicate probable adenoid growths. The haemorrhage will 
be seen coming from each post-nasal space. After passing 
the post-nasal openings the curette is turned across and the 
handle raised. If obstruction is encountered it is, if possible, 
gently removed with the sharp end of the curette. This 
process has been adopted by the writer for several years, and 
probably accounts for freedom from cases of recurrence. 
The uterine curette is more suitable for young children than 
Meyer’s ring. The size of the growth having been thoroughly 
estimated the elevator is transferred to the anaesthetist to 
hold. The next question is which is the better method of 
removing the growth. 

Instruments for removal.— There is no more suitable instru¬ 
ment for the removal of adenoid tissue from a normal or 
recessed pharynx than a modified pair of long, very sharp 
surgical scissors. The scissors illustrated are curved into 
half a circle and fitted with two small interlocking hooks to 
catch the detached growth. The writer uses heavy scissors 
with fairly wide blades, though others will probably prefer a 
lighter and narrower instrument. (Fig. 3.) A second pair 


Fig. 3. 



Author’s adenoid scissors. The blades are curved into half a circle and 
fitted with two small interlocking hooks to catch the detached growth. 

of scissors are also used, curved only at the tips, to remove 
any remaining small portions. The crusher is similar in 
construction to the large scissors with the same semicircular 
curve, but the joint is larger and the hooks are omitted. 
The blades abut on one another, and the handles are inter¬ 
locking. This instrument is used in the same manner as the 
scissors, and prior to them when the growth is large. The 
scissors are introduced closed and sideways, opened wide 
each side of the growth, pressed well back to the pharyngeal 
wall, and lifted up. They are then gently closed and 
brought slightly forward behind the growth. If the scissors 
are closed when pressing firmly against the wall more than the 
growth will probably be removed. If carried too high up the 
septum may be cut, though probably with little harm result¬ 
ing. When the scissors are finally brought together a pause 
should be made, as this will partially crush the tissues and 


lessen the haemorrhage. The scissors are then closed tight ut 

over and lowered down the wall and withdrawn. Imme as 

diately the scissors are dropped the crusher is introduced 
grasping a small pad of wool soaked in saline. It is better aln 

to use saline, as it is not likely temporarily to check haemor- J 

rhage, subsequently to recur ; adrenalin might have this c.a 

tendency. The pad is held against the cut surface for fro: 

30 seconds, when, as a rule, any tendency to haemorrhage a t 

will have ceased ; if not, it must be vigorously dealt with Dai 

by a deep suture or continual pressure. No surgeon is at 

justified in proceeding to further operation until all bleeding p 

has stopped. This method of removing adenoid tissue under ip 

observation must appeal to all surgeons, in contrast to the joh 

system of scraping the post-nasal space in the dark. da 

Selection of period for tonsil enueleation .—No question of ihi 

emergency from danger of suffocation being likely to arise in 

in ordinary inflammatory conditions there can be no neces- thi 

sity to choose such occasions, but in cases of diphtheria and re: 

certain septic conditions the operation should be the rule t ii 

instead of the exception. No harm can be possibly done by eai 

removing the local focus of infection and thoroughly 
swabbing the naso-pharynx with iodine or peroxide, while 
the admission of air gives the child a chance, in conjunction 
with the usual injections, which in many cases will save 


life. si 

The Palatine Tonsils. 

Methods of removal .—The almost universal practice at 
present is enucleation, but it would appear not to be fully 
realised that when this is done with a guillotine force is 
unnecessary. Those who do not use this method urge that 
the lingual together with flat palatine tonsils cannot be 
included. To a great extent the difficulties caused by leaving 
the lingual tonsil will seldom be encountered outside the text¬ 
books, and then, as Watson Williams states, we have here a 
disease of adult life. This should hardly be urged against 
such an excellent and simple operation. The only objection 
the writer has to the guillotine enucleation instrument is in 
its final action. The guillotine was designed to cut by 
pressing a knife between a split ring, and in this action it is 
for the most part a failure, but this very failure is a virtue in 
its new use. Efforts have been made to design instruments * 

to crush and cut by two distinct processes, but as long as 
the split ring element is introduced the tissues cannot be cut 
clean, and therefore little advantage is to be gained. Most 
surgeons employ the method of pushing instead of pulling 
the guillotine on to the tonsil, and as these instruments were 
designed for the latter purpose strengthening is advisable. ? 

Force should never be employed, knack only is required. 

The surgeon who breaks a guillotine has much to learn. 

Reversing the blade to meet the above condition is open to 
question. Mr. Heath recently stated that he found surgeons 
largely used his instruments and were quite satisfied. If that 
is so why alter them as far as the blade is concerned ? J 

If the object is to facilitate the cutting process, then the 
advice given in the books as to the advisability of using a 
blunt instrument will be defeated. The blunt guillotine as 
an enucleation instrument is a distinct success, though the 1 

tearing process at the finish must tend to open the vessels 
again. Some surgeons jam the instrument against the jaw. 

Advice is given to push the tonsil into the guillotine with the i 

forefinger. This may apply to the adult, but in the mouth of 
a child of two years the question of room arises. If the 
instrument is introduced diagonally across the buccal cavity, 
and the tonsil as it were scraped up a few times, the 
guillotine will accomplish all, and more than the finger can. 

Again, when the tonsil is dislocated forward upon the jaw, 
force used will defeat the object. Steadiness is required 
when closing the knife, otherwise this action will push it off 
the tonsil. In the case of small and large flat tonsils the 
writer adopts a method of crushing them with his adenoid 
crusher, and removing any pieces with the adenoid curved 
scissors. 

It matters little by what process the tonsils are removed— 
a fairly large raw surface is always left to granulate over and 
finally scar. Apart from haemorrhage, it certainly is not 
sound surgery to leave this open sore, and the only difficulties 
to closing it are presence of blood and mucus, and the 
question of time. The closing of the opening by metal 
clipping the two pillars always involves the possibility of 
loosening, and also trouble in removal. A better plan will 
be found by suturing the wound from below upwards with 
curved long-handled needles and fine silk or thread. The 


* 
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A month after the first operation (October, 1912) the right 
hip-joint was opened through Kocher’s posterior incision. 
There was a well-marked “ cornice ” of newly-formed bone, 
giving the head and neck the mushroom-like appearance 
commonly seen in the surgical museums. The capsule was 
freely opened, and while the hip was rotated in all directions 
by an assistant the new bone was chiselled away from about 
two-thirds of the circumference. On the following day 
pressure on the heel caused no pain. The stitches were 
removed in ten days and the patient was allowed up within 
a fortnight. She could by this time bear her entire weight on 
the limb, and the movements of the hip-joint, including 
abduction, were free and painless. Eight months afterwards 
I saw the patient in London with Mr. T. P. Strangeways, of 
Cambridge, who is specially interested in the subject, and 
she was then walking without crutches in absolute comfort. 

Three and a half years later Dr. A. C. Jordan, of London, 
kindly X raved the hip. (Fig. 2.) It will be seen that there 
is no sign of recurrence of the disease, and that the profile 
view shows a comparatively normal joint. The patient 
continues to be well, and is at present engaged in munition 
work. 

There appears to me to be three classes of cases which may 
receive benefit by operation. 

The case described above illustrates a class where there is 
a line of cleavage between the old and the new bone, such as 
is commonly found in connexion with the head of the first 
metatarsal bone in cases of bunion. The removal of the 
osteo-arthritic lipping in such cases is easy of accomplishment 
and is followed by good results without a tendency to recur¬ 
rence. Whether this variety is more often found in young 
people, as in my case, I cannot say. 

The second class (Fig. 3) comprises cases seen most com¬ 
monly in elderly patients, where irregular osteophytes form 
in connexion with the joint in such a way as to produce 
ossification in the fibrous layer of the capsule. The fibrous 
layer of the capsule is a continuation of the fibrous layer of 

Fig. 2. 



Same patient, as Fig. 1. Three years after operation. The patient 
fourteen days after operation was walking with no pain and without 
crutches. Full movements were restored to the joints. There is no 
sign of recurrence. 

the periosteum, and it is in this, as J. B. Murphy points out, 
that a marked tendency to ossification exists. In such cases 
there is no attempt at a line of cleavage, and the removal 
of the osteophytes leaves behind large areas of raw bone. 
An operation for the removal of such osteophytes may be 
followed by recurrence or ankylosis. In a suitable case 
belonging to this class the complete operation of arthroplasty 
as advocated by Murphy is probably the best procedure. 
It must be remembered, however, that if pain is the chief 
indication for operation ankylosis of the joint in a good 
position is not undesirable, since the pain at once disappears. 


In the third class of cases the “rheumatoid” arthritis 
causes destruction of the joints without osteophytic out¬ 
growths. This is often a painful and crippling form, 
especially when it involves the hands and feet. It is common 
in young people, and, like all other forms of the disease, is 
probably metastatic. Much can be done, no doubt, for 
these cases by the administration of vaccines if the focus 

Fig. 3. 



Cheilotomy. Patient aged 60, a recent case. Oateopbjtes In elderly 
people nave usually no line of cleavage. Removal from the fixed 
acetabulum is more difficult, than from the femur, which can be 
rotated during operation. 

can be found, but if the cases are “ cryptogenetic,” 
attention should be directed to the condition of the large 
intestine. 

In alluding to the role of the colon in such cases I am 
conscious that I am treading on very controversial ground, 
but I have been struck by two recent patients in my own 
practice who were relieved in a striking manner by a partial 
colectomy. X ray photographs had shown marked entero- 
ptosis and stasis in the colon. A few days after operation 
the patients, in an unmistakable manner, described the dis¬ 
appearance of the pain from their joints, and subsequently 
demonstrated the restoration of movements and function 
which before operation appeared irretrievably lost. There is 
much room for investigation in relation to the effect of 
colectomy on certain cases of crippling rheumatoid arthritis, 
and the subject deserves, in my opinion, serious attention. 

In conclusion I must acknowledge the contributions of 
Mr. Sampson Handley to the literature on this subject. He 
is responsible for the term “cheilotomy ” as applied to the 
removal of lips of osteo-arthritic bone ; and although so 
far as I can ascertain no operation of cheilotomy was per¬ 
formed prior to the case I have recorded in this paper, Mr. 
Sampson Handley was the first to publish his operative 
results, and thus to bring the subject prominently before the 
profession. 

Dublin. 


Medical Magistrate.—D r. A. E. Larking has 
been appointed a justice of the peace for the borough of 
Buckingham. 

Deaths in the Dental Profession in the West 
of England. —Two well-known members of the dental 

E rofession have recently passed away, Mr.T. Taylor Genge, 
i.D.S. Irel., aged 59 years, of Clifton, who bad been for 
26 vears bonorarv dental surgeon to the Bristol General Hos 
pital, and Mr. J. T. Browne-Mason, L.D.8. Eng., who had 

E ractised his profession in Exeter for 40 years. He was 
onorary consulting surgeon to the Exeter Dental Hospital. 
His son, LieutenaDt-Colonel H. O. B. Browne-Mason, 
R.A.M.C., was made prisoner at the fall of Kut. 
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ON THB AGGLUTINATION REACTION OF 
THE BACILLI OF THE TYPHOID- 
DYSENTERY GROUP WITH 
NORMAL SERA* 

BY T. R. RITCHIE, M.B., Ch.B. N.Z., 

CAPTAIN, WEW ZKAI.AJVD ABMY MEDICAL COBPS. 

(Report to the Medical Research Committee.) 


An agglutination test carried out with the serum of a 
patient may be used either to diagnose an infection during 
the acute stage of the disease or, in the stage of con¬ 
valescence or recovery, to decide with a considerable 
degree of accuracy the specific nature of the infection 
from which recovery has taken place. In this latter 
instance the agglutination test is often the only means of 
specific diagnosis at our disposal, as the virus may be no 
longer present, or the search for it may be so difficult as to 
make the chances of success negligible. As a biological 
reaction its value is relative; the figures obtained by test¬ 
ing a series of sera which are suspected of being pathological 
are only of value when those figures are compared with the 
results obtained with a series of presumably normal sera, 
the same technique being employed in each series. This 
simple and obvious condition has, however, been too often 
disregarded. 

A correct appreciation of the actual facts regarding 
“ normal ” agglutination of the organisms of this group 
is a very pressing matter, particularly in view of the many 
investigations of “ enteritis ” cases now in progress. 

Having been working on such cases on behalf of the 
Medical Research Committee at the Bacteriological Labora¬ 
tory of the London Hospital, in association with Dr. 
Rajchman and Dr. Western, I undertook the examination 
of a series of 44 normals,” so as to determine the “ normal ” 
mean agglutination for the bacilli in question when exa¬ 
mined with the technique which is being employed in this 
laboratory. In the initial stages of this investigation 
samples of blood were collected from medical students, 
laboratory workers, and hospital patients. We were, how¬ 
ever, soon forced to the conclusion that such individuals 
could not be taken as representing the “ normal ” population. 
In an endemic area an individual, however normal his 
history, may react to the specific virus more readily than 
would be the case with a person in an area free from 
infection. Persons in the immediate environment of active 
cases of disease cannot be taken as * ‘ normals ” who have 
not encountered any specific virus. Individuals inoculated 
with a specific antigen cannot be regarded as 4 4 normals ” to 
that virus. In order to eliminate as far as possible these 
fallacies, Dr. W. M. Fletcher very kindly arranged for us to 
obtain a series of 800 44 normals ” at Cambridge. The local 
organisation was oarried out by Professor J. S. Gardiner and 
Mr. T. P. Strangeways, for whose kindness and help we 
wish to express our thanks. We would also avail ourselves 
of this opportunity to express our thanks to all those who so 
willingly submitted to be tested as 44 normals.” 

The following table shows the sources from which samples 
of blood were obtained:— 


Maks. 

Cambridge Undergraduates . 294 

Cambridge Scientific Instrument Company ... 108 
Cambridge University Press; and Union Press 48 

Leys and Perse Schools . 33 

Cambridgeshire Regiment. 28 

Various sources . 24—535 

Females. 

Newnham and Girton Colleges . 251 

Various sources . 6—257 

Total number of persons. 792 


None of the 792 persons, as far as they were aware, had 
suffered from an infection by any of the organisms against 
which the sera were being tested. Foreigners, and all who 
had been inoculated, were excluded. 

* This work has been carried out in the Bacteriological Department 
of the London Hospital, in association with Dr. L. Rajchman and Dr. 
G. T. Western, in connexion with an investigation into cases of 
enteritis from the Mediterranean war area. 


When in the course of the investigation it was found that 
a serum gave a positive reaction in a higher dilution than 
1 in 16 for B. typhosus, B. paratyphosus A and B, 1 in 32 for 
B. dysenteric (Shiga), or 1 in 128 for B. dysenteriae (Flexner), 
further inquiries were made on the following lines: (a) 
History of acute enteritis, ( b ) history of 44 food poisoning,” 
(o) employment at any time in a bacteriological laboratory, 
(d) contact with cases or epidemics of “ enteritis,” (e) 
residence in a thickly populated area or abroad, and 
(J) work in asylums. Only in a small percentage of cases 
did these inquiries elicit information pointing to a possible 
explanation of the positive result obtained. These are noted 
later under their respective headings. 

The results obtained from the examination of the blood of 
medical students and laboratory workers and those obtained 
from hospital patients are given in separate tables. The 
percentage of positive results is much higher in some cases 
in these two classes, a result, as suggested above, due to 
their greater exposure to infection, and also, in the case of 
hospital patients, to their living in a thickly populated 
district, and possibly to the inclusion of many who have 
suffered from one or other of these diseases, but from whom 
definite information could not always be obtained. 

Age is perhaps an important factor in such an investiga¬ 
tion as this, as the percentage of positive results obtained 
may to some extent be influenced thereby. As this investiga¬ 
tion was undertaken primarily to give a 44 normal ” standard 
for comparison with results obtained from cases of sickness 
amongst the soldiers in the Mediterranean Expeditionary 
Force, 44 normal” persons of approximately the same age 
were selected. None of the cases examined were under 17, 
and very few under 20 years of age. Of the females none 
were over 30, and of the males only 10 per cent, were above 
that age. The vast majority were between the ages of 20 
and 25. 

Technique. 

Before detailing the results of the serological investiga¬ 
tions which we have carried out it will be necessary to 
describe the technique employed. 

In deciding which method we should adopt foi carrying out 
the agglutination reactions we aimed at obtaining a technique 
which would combine accuracy with simplicity, and would 
give a good end point in reading off, and also a technique 
by whioh the large number of cases at our disposal could 
be adequately dealt with without delay and with limited 
assistance. With these ends in view we have adopted, in 
principle, the method described by Max Neisser. This con¬ 
sists in the use of series of glass cells ground fiat top and 
bottom so that they may be piled up on top of eaoh other. In 
the place of graduated pipettes, as used by Neisser, we have 
employed the principle of the drop method as described by 
Donald. 1 In an actual test our procedure is as follows 

A series of glass cells is laid out, the number varying 
according to the limit of dilution it is desired to reach. A 
capillary pipette is then taken and cut off at a suitable gauge 
(we have found No. 53 Stubbs steel wire gauge to be a con¬ 
venient size). With this a 1 in 8 dilution of the serum in 
saline is then made. With a similar standardised pipette 
one drop of saline is placed in each of the series of glass cells. 
One drop of the 1 in 8 serum is then added to the first cell 
and mixed so as to make two drops of a 1 in 16 dilution. One 
drop of this is then added to the second cell, making two 
drops of a 1 in 32 dilation. This proceeding is carried out 
until the last cell of the series, one drop from the last cell 
being thrown away. We now ha,ve a series of serum dilu¬ 
tions 1 in 16, 1 in 32, &c., each of equal and standard 
volume, ready to receive the emulsion. 

The emulsions we have used have been living suspensions 
obtained by washing off with normal saline 24 hours’ growth 
of the bacillus required from agar slope cultures. In the 
case of B. dysenteriae Flexner and B. paratyphosus B a few 
revolutions in the centrifuge is advisable to remove clumps. 
During the period in which we have been carrying out large 
numbers of tests daily we have found no difficulty in obtain¬ 
ing uniformly satisfactory emulsions by this method. With 
a pipette, standardised as above, one drop of emulsion is 
added to each dilution of serum, so that we now have a 
series of dilutions of 1 in 32, 1 in 64, &c. The cells are now 
piled up, the top one being covered with a flat glass which 


1 A Method of Drop-measuring Liquids and Suspensions, The 
Lancet, Dec. 4th, 1915, p. 1243. 
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carries any necessary labelling. The pile is placed in the 
air incubator at 37° O. for a period of two hours. Controls 
for each bacillus are put up at the same time. The results 
are then read off by placing each cell in turn on the stage of 
a microscope and examining with a two-thirds inch objective. 
By this method we have obtained results which appear to 
have great uniformity ; the end point is marked and easy to 
read off, and we have found it possible to test as many as 
130 sera to five different organisms in a single day in which 
about five hours were devoted to this work. The only special 
apparatus required for carrying out this method on a large 
scale is a sufficient number of the glass cells. 

B. Typhosus 

None of^thejcases examined had] been inoculated with this 
organism. 


Table I. —Showing Results obtained from the Examination 
of the Blood of 789 Normal Persons , excluding Medical 
Students, Laboratory Workers , dnd Hospital Patients. 


— 

- In 1-16. 

+ in 1-16. 

+ in 1-32. 

+- in l-64.|Total. 

Females ... 

229= 89*45% 

22 = 8*59% 

5 = 195% 

— 256 

Males . 

504 = 94*66% 

26 = 4*87% 

2 = 0*18% 

1 j 533 

Total ... 

733 = 92*9 % 

48 = 6*08% 

7 = 0*88% 

1 = 0 *12%] 789 


From the above table it will be seen that out of the 
total of 789 cases examined, 56, or 7*09 per cent., gave a 
positive result. 2 But of these, 48 only give a positive 
result in a dilution of 1 in 16, and of these only 17, or 
2 per cent., give complete agglutination in that dilution. 
Of the 7 giving a positive result in dilution 1 in 32, 5 were 
incomplete, and inquiries made on the lines already indicated 
elicited the following information concerning the other 2. 
One was confined to bed for a fortnight in 1911 suffering 
from 14 gastric catarrh,” and the other, “about the age of 13 
(seven years ago), was much in contact with a maid who a 
few months previously had had a severe attack of typhoid.” 
No explanation of the case giving a positive reaction in 
dilution 1 in 64 could be obtained. From the above figures 
the following conclusions may be drawn. 1. As only 25 
cases, or 3 * 1 per cent, of the total examined, gave a complete 
agglutination in dilution 1-16, a complete positive result in 
this dilution should be looked upon with suspicion. 2. As 
only 8, or 1 per cent, of the total examined, gave any 
reaction in a dilution 1-32, complete agglutination in this 
dilution, when the investigation is oarried out according to 
the technique described, should be looked upon as diagnostic. 
The difference between the sexes, as shown by the above 
table, is discussed later. 


Table II.— Showing Results obtained from Examination of 50 
Hospital Patients. 


- In 1-16. 

+ In 1-16. 

+ in 1-32. 

37 = 74% 

n = 22% 

CO 

II 

-w 


Table III. —Showing Results obtained from Examination of 57 
Medical Students and Laboratory Workers. 


- in 1-16. 

| + in 1-16. 

+ in 1-32. 

1 

1 + in 1-64. 

43 = 75*4% 

6 = 10*5% 

4 = 7% 

j *=n 


B. Paratyphosns A. 

The results obtained with this organism were even more 
definite than those for the B. typhosus. Of the 792 cases 
examined only one gave a positive result in a higher dilution 
than 1 in 16, and in this case there was a history of an 
attack of 4 ‘ food poisoning ” 18 months previously. In view 
of the fact that mild cases of typhoid and paratyphoid fever 
are frequently not diagnosed as such, it is not perhaps 
improbable that this man had had an attack of paratyphoid 
fever at that time. 


- It may perhaps be as well to point out that the word “positive’' 
may be used In two different senses—(a) the biological, and (6) the 
olinical sense. In these tables the phr&ae “ positive result'’ ia used 
purely in t he biological senBe—i.e.. In the given dilutions more or leas 
agglutination occurred. 


Table IV. —Showing Results obtained from the Examination of 
the Blood of 792 Normal Persons , excluding Hospital 
Patients , Medical Students , and Laboratory Workers. 


— 

- in 1-16. 

+ in 1-16. 

+ in 1-32. 

+ in 1-64. 

Total. 

Females ... 

245 = 95*33% 

12 = 4*66% 

- 

- 

257 

Males 

525 = 98*13% 

9 = 1*68% 

- 

1=0*18% 


Total ... 

770 = 97*2% 

21 =2*63% 

— 

1 = 0*12% 

792 


Of the 21 cases giving a positive result in dilution 1-16, 
10 were incomplete. There were therefore only 12 out of 
the 792 cases, or 1*5 per cent., which gave a complete 
agglutination in this dilution. Conclusions:—1. Complete 
agglutination in dilution 1-16 should be looked upon with 
suspicion. 2. Complete agglutination in a higher dilution 
is practically diagnostic. 


Table V.— Showing Results obtained from Examination of the 
Blood of 59 Hospital Patients. 


-In 1-16. 

+in 1-16. 

+in 1-32. 

+ In 1-64. j 

Total. 

53 = 89*8% 

2 = 3*38% 

2 = 3*38% 

2-3-38Z 

59 


Table VI.— Showing Results obtained from Examinatiom of 
63 Medical Students and Laboratory Workers. 


- In 1-16. 

| + in 1-16. 

+ in 1-32. 

+ In 1-64. i 

Total. 


mm 

| — 

— 

63 


B. Paratyphosus B. 

Here the results obtained were the most definite in the 
whole investigation. 


Table VII. — Showing Result of Examination of the Blood of 
792 Normal Persons. 


j 

] 

-in 1-16. + in 1-16. 

+ in 1-32. 

+ In 1-64. | 

Total. 

Females... 

246=95*71 % ( 11=4*28% 

- 

- 

257 

Males ... 

513=95*88%; 22=4*11 % 

“ i 

- 

535 

Total ... 

759=95*83 % 33=4*16% 

i 

i 

— 

j 792 


Of the 33 cases showing a positive result in dilution 1-16, 
only 9, or 1*1 per cent., gave complete agglutination. 
Conclusions: 1. Complete agglutination in dilution 1-16 is 
extremely suspicious. 2. Complete agglutination in a 
higher dilution is practically diagnostic. 


Table VIII.— Showing Results obtaitied from 59 Hospital 
Patients . 


- in 1-16. j + in 1-16. ! 

+ in 1-32. J 

+ in 1-64. 

53 5 

! ! 

— 

1 

TABLE IX.— Showing Results obtained from 63 Medical Students 
and Laboratory Workers. 

- in 1-16. 1 

+ in 

1-16. 

58 = 92% 

5 =7*9 % 


So far, the results of our investigation have been fairly 
satisfactory, in that they have shown that normal serum does 
not agglutinate the various organisms already dealt with 
except in low dilutions, and even then only in a small 
percentage of cases. But when we come to study the 
results obtained in connexion with the dysentery group of 
bacilli, the dividing line between 4 4 normal ” and 4 4 abnormal ” 
sera is not so definite. Normal serum agglutinates the 
dysentery bacilli in much higher dilutions than in the case 
of the typhoid and paratyphoid group. Thus the interpreta¬ 
tion to be placed on results obtained from doubtful cases 
of dysentery is rendered uncertain unless the result is 
positive in a fairly high dilution. 
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B. Dysenteria {Shiga). 

Table X.—Showing Results obtained from Examination of the 
Blood of 792 Normal Persons. 


- 

— in 1-16. 1 

+ In 1-16. 

+ in 1-32. 

+ in 1-64. | 

+ in 1-128. 

1 

Females 

59=22’9% J 

65-25*29% 

116=45*1% 

16=5*8% 

2=0*77% 

267 

Males... 

194=36-267. 

194=36-26% 

127=23*73% 

13=2*4% 

7=1*3% j 

535 

Total... 

253=31-9% 

1259-32-7% 

243=30 68% 

28=3*5% 

9=113% i 

792 


From the above table it will be seen that 4*6 per cent, give 
a positive reaction in dilution 1-64, and 1*13 per cent, a 
positive reaction in dilation 1-128. Of the 28 giving a 

r itive resalt in 1-64 only 6 were complete. Of these 6, 
had travelled extensively on the continent, and 1, a 
builder, had worked for some time in an asylum. Con¬ 
clusion :—Complete agglutination in a dilution 1-64 and 
above should be regarded as diagnostic. 


TABLE XI. —Hospital Patients. 


- in 1-16 

+ in 1-16. 

+ in 1-32. 

+ in 1-64. 

4- In 1-128. 

Total. 

17 

16 i 

17 

6 

1 

57 


Table XU.—Medical Students and Laboratory Workers. 


- in 1-16. 

+ in 1-16. 

+ in 1-32. 

+ in 1-64. 

Total. 

12 

27 

18 

3 

60 


The results given above, excluding hospital patients, 
medical students, and laboratory workers, are graphically 
represented in the appended chart. (See Fig. 1.) 


Pe** Fig. 1. 

cent. 



a P dSuUon n of|- ^ 

Agglutination reaction of normal serum with the Shiga bacillus. 

B. Dysenteries ( Flexner ). 

As it was found that the majority of samples of normal 
blood agglutinated this bacillus in a dilution of 1-64, this 
was taken as the lowest dilution for our investigation. 


Table XHI. —Showing Results of Examination of Blood of 
792 Normal Persons. 


- 

- in 1-64. 

+ in 1-64. 

+ in 1-128. 

+ in 1-256. 



Females 

42=16*34% 

84=32-68% 

120=46-69% 

7=2-72% 

4=1-56% 

257 

Males... 

170=31-77% 

243= 45-42% 

119= 22-24% 

2=0-37% 

1=018% 

535 

Total... 

212=26-76% 



9=1*13% 

5=0*65% 

7*2 


Of the 14 shown above as.giving a positive result in a 
higher dilution than 1-128, it will be noticed that 11 are 
females. Six of the 14 gave incomplete results in dilution 
1-256. 


Table XIV .—Hospital Patients. 


- in 1-64. | 

+ in 1-64. 

+ In 1-128. 

+ in 1-256. 

Total. 



22 

— 

58 


Table XV.— Medical Students and Laboratory Workers. 


- in 
1-64. 



+ in 
1-256. 

+ in 
1-512. 

+ in 
i-ioe4. 

Total. 

16 

14 

23 

3 

1 

2 

58 


The 6 giving a positive result in dilutions 1-256 or over 
are all workers in bacteriological laboratories where investi¬ 
gations are being carried out on cases of dysentery, except 
one man, a medical student, who cannot account for his 
blood agglutinating the Flexner bacillus in dilution 
1-1024. The other case where a positive result was 
obtained in dilution 1-1024 is interesting. This woman, 


Per Fig. 2. 

cent. 



fdnSttoi'M 1-64 1-128 1-256 1-512 1-1024 

Agglutination reaction of normal serum with the Flexner bacillus. 

a worker in the bacteriological laboratory, was absent from 
work for two days owing to an attack of diarrhoea, but 
was able to resume work on the third day. Her blood was 
examined two days after her return, when it was found to 
agglutinate the Flexner bacillus as shown above. The woman 
working with her is the one shown as positive in a dilution 
of 1-512. Both had probably been infected with the Flexner 
bacillus ; yet in one case it passed unnoticed, and in the 
other resulted in only two days' absence from work. It is 
therefore quite possible that many mild attacks of dysentery 
due to this bacillus pass unrecognised. 

Conclusions to be drawn from Tables XIII. % XIV. , and XV. 
—In the case of the Flexner baoillus, complete agglutination 
in a dilution above 1-128 should be looked upon as diagnostic, 
but in a dilution of 1-128 or lower cannot be relied upon for 
diagnostic purposes. 

Influence of Sex. 

One interesting result of this investigation has been the 
uniformly higher percentage of positive results obtained 
from the females than from the males, as shown by the 
following figures:— 

Percentage of Positive Results obtained in a Dilution of 1-16. 

Females. Males. 

B. Typhosus .10*54 per cent. 5*44 per cent. 

B. Paratyphosus A ... 4*66 „ . 1*86 „ 

B. Paratyphosus B ... 4*28 „ . 4*1 „ 

The differences in the case of B. dysenteriae (Shiga and 
Flexner) are shown in the curves given under their respective 
headings. 

There is, of course, the possibility of a certain amount of 
error in calculating differences between the sexes, when the 
results obtained from 256 females are compared with those 
obtained from 533 males. But Dr. John Brownlee, of the 
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Statistical Department of the Medical Research Committee, 
has calculated that with these figures the probability of error 
is about 1 in 50. 

The above figures are interesting when compared with the 
statistics for the various infectious diseases, as given in the 
Registrar-General’s report and in the statistical records of 
various epidemics in Great Britain. In practically every 
case the number of males affected exceeds that of females, 
and the percentage death-rate is higher in the case of males. 
The above figures therefore seem to point to the same con¬ 
clusion as may be drawn from statistics of infectious 
diseases, Sc c.—namely, that females possess greater resisting 
powers to disease than males. 

Summary of Conclusions drawn from the Foregoing 
Investigation. 

1. B. Typhosus. —( a ) Complete agglutination in a dilution 
of 1-16 should be looked upon with considerable suspicion. 
(jb) Complete agglutination in a higher dilution (1-32 or 
above) should be looked upon as diagnostic. 

B. Paratyvhosus A and B .—Complete agglutination in a 
dilution 1-16 is suspicious, and in 1-32 or higher may be 
looked upon as diagnostic. 

B. Dysenteric {Shiga ).—Complete agglutination in a dilu¬ 
tion of 1-64 and above should be regarded as diagnostic. 

B. Dysenteries ( Flexnor ).—Complete agglutination in a 
higher dilution than 1-128 should be looked upon as 
diagnostic, but in a dilution of 1-128 or lower it cannot be 
relied upon for diagnostic purposes. 

2. In the case of medical students, laboratory workers, and 
the hospital class of the population, the tables given show 
that a larger percentage respond to the test in higher dilu¬ 
tions than do 11 normal ” members of the population. This 
must be taken into consideration in applying the above 
conclusions. 


THE CAUSATION AND CURE OF CERTAIN 
LUNACIES. 

By RUPERT FARRANT, F.R.C.S. Enq., 

CAPTAIN. R. A.M.C. ; LITE HUltTERLA.!T PROFESSOR, ROYAL COLLEGE 
07 SURGEONS OF ENGLAND ; SURGICAL REGISTRAR TO 
WESTMINSTER HOSPITAL. 


Before going on foreign service for a second year, I 
wish to publish the following preliminary conclusions and 
summary of work carried on during the last seven years 
directed to the causation and cure of lunacy. The work is 
a continuation of that previously published on the thyroid 
gland in the elucidation of goitre and exophthalmic goitre. 1 

The work consists of the microscopical examination of 
sections taken from the pineal, pituitary, thyroid, and sexual 
glands, firstly at different ages and periods of life such as 
puberty, menopause, and childbirth; secondly, the effect 
induced in these glands by the acute and chronic toxsemias; 
and, thirdly, the changes found in cases of lunacy. 

Clinical examinations were carried out of cases exhibiting 
signs of enlargement or atrophy of these glands and symptoms 
of excess or diminution of secretion. Similar examinations 
have been made on all classes of lunacy for the presence of 
signs and symptoms. Photographs and X ray examinations 
have been made to illustrate their occurrence. 

Mental cases and others have been examined for the 
presence of toxsemias inducing the alteration in the glands 
and the consequent induction of symptoms of excess and 
deficiency. 

Bacteriological examinations have been made of the fseces 
of lunatics and the colons examined post mortem. 

From some 3000 sections it is found that these glands vary 
at different ages and periods of life; with advance of life 
they tend to atrophy. 

It is found that the pineal reacts to certain toxsemias, the 
ultimate result of which is fibrosis. 

The pituitary reacts in a similar manner, the terminal 
result of which is fibrosis, intermediate stages of hyper¬ 
activity are seen and the formation of cysts and adenomata. 

The reaction of the thyroid to certain toxaemias with the 
induction of hypertrophy, cysts, and adenomata I have 
already described in my lectures as Hunterian professor in 
1916. A comparison was made of such specimens with those 

1 The Lancet, March 7th, 1914, p. 680. 


obtained from cases of lunacy (apart from those in which a 
definite pathology has already been proved, such as general 
paralysis of the insane (other syphilis cases), meningitis, 
head injuries, See.). The effect of age and of the lethal 
toxaemias was discounted, and the state of the glands in 
cases of lunacy determined. 

In primary and secondary amentia atrophy of the pineal, 
pituitary, and thyroid were found in three main groups of 
cases. 

In dementia prsecox an alteration was found in the glands 
which varied with the duration of the case. Alteration and 
degeneration were also found in other cases of dementia. 
In some cases of acute confusional mania, melancholia, 
manico-depressive and other forms of insanity changes 
were found in the thyroid, pituitary, and sexual glands. 
The changes varied from hypertrophy to atrophy. 

Clinical examinations were made of some 1000 eases of 
insanity, analogous to those from which the pathological 
sections had been prepared, for signs of enlargement or 
atrophy and the presence of excess or deficiency of secretion 
from these glands. 

The thyroid gland was frequently found to be abnormal in 
children, adolescents, and adult lunatics; its size varied 
from complete atrophy and the general condition from one 
of hyperthyroidism and exophthalmic goitre to myxeedema 
and cretinism. 

The pituitary gland was found sometimes to have given 
rise to symptoms of hyperpituitarism, to apituitarism in 
idiocy, dementia prsecox, and other forms of insanity. 
Enlargement and atrophy of the pituitary were deduced 
from X ray photographs of the sella turcica and clinoid 
processes. Signs of alteration in the pineal were found 
especially in children and adolescents with consequent 
symptoms of hyper- and a-pinealism. 

Sexual glands .—Alteration was found in the size of the 
testicles associated with ductless gland changes. Testicular 
atrophy was well seen in cases of apituitarism. From the 
histories of cases it was deduced that the stimulation of the 
sexual organs and its sudden cessation was associated with 
altered mentality varying from mania to exhaustion psych¬ 
osis ; altered mentality was also found in cases of double 
castration. Hypertrophy of the prostate was often found to 
be associated with altered mentality, and after complete 
removal cases were frequently associated with depression or 
melancholia. 

Some 200 cases were examined for obvious signs of chronic 
toxaemia. Pyorrhoea and carious teeth were found to be a 
frequent accompaniment of lunacy in adults; in certain 
cases signs of chronic intestinal stasis and toxaemia were well 
marked. 

Bacteriological examination of the faeces were made in 
some 100 cases for simple aerobic infections (apart from 
cases of asylum dysentery). 

Streptococci were found up to 100 per cent, and the total 
exclusion of bacillus coli in some cases of mania. Strepto¬ 
cocci were also found from vaginal swabs of puerperal 
mania. 

Colons have been examined post mortem and found to 
exhibit changes varying from normal to cases with peri¬ 
colitis, fibrous thickening of the walls of the gut, and 
atrophy of the mucous membrane, and other cases with 
dysenteric ulceration. 

It is deduced that many cases of lunacy may be classified 
according to the toxaemia present and the change that it has 
induced in the ductless glands. 

The effect of the toxaemia varies with the intensity, 
duration, and the age of the patient ; the first effect is 
stimulation, the final, fibrosis. In the foetus and in 
childhood an acute or chronic toxsemia may induce atrophy 
of a ductless gland and consequent maldevelopment and 
idiocy. Three groups stand out when the pituitary, pineal, 
or thyroid is atrophied. Cases of dementia prsecox exhibit 
a polyglandular syndrome and different gland types are to be 
found, and the appearances of the cases vary whether the 
gland is hypertrophic or atrophic. 

In adults certain toxsemias react on these glands, especially 
the thyroid and pituitary and induce stimulation, hypertrophy, 
and finally atrophy. The alteration in the amount of secretion, 
whether excess, deficiency, or absence, induces an altered 
mental state, and this, combined with the effect of the 
toxaemia, renders the patient insane or liable to insanity 
from Blight mental stress. Alteration in the sexual glands. 
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whether primary or secondary, leads to altered mentality 
up to insanity. 

The lines on which beneficial treatment may be carried 
out, based on the above pathology, become obvious ; it may 
be summed up by saying that toxaemias, if present, should 
be removed by medicinal or surgical measures and the glands 
allowed to involute if they are hypertrophied, or if they are 
degenerated with deficient secretions these secretions should 
be supplied. Good results may be expected before cortical 
brain lesions have taken place. 

Careful experimental treatment with control casej is at 
present being carried out for me at Bethlem Royal Hospital 
by Dr. J. G. P. Phillips, commencing with the simpler 
medicinal treatment. 

In a work of this nature due credit must be given to 
those who have so kindly given me pathological material and 
access to clinical cases. Pull acknowledgment will be made 
when the work is published in detail. Dr. Braxton Hicks 
has supervised the collection of pathological material during 
the last year. 


Clinical JJoks: 

MEDICAL, SURGICAL, OBSTETRICAL, AND 
THERAPEUTICAL. 


NOTES ON THREE INTERESTING GUNSHOT 
WOUNDS. 

By Percy C. Woollatt, F.R.C.S. Edin., 

ASSISTANT MEDICAL SUPERINTENDENT I.E.T.D., LATE MEDICAL OFFICER 
H.B.M.'S CONSULATE, ALSO CHIEF OF MEDICAL DEPARTMENT, 

3RD REGIMENT, PERSIAN IMPERIAL GENDARMERIE, 

SHIRAZ, PERSIA. 


During some years’ residence in Persia an enormous 
number of gunshot and other wounds fell to my lot for treat* 
ment. I have selected the three following as being 
unoommon and interesting. 

Cask 1. Gunshot wound of heart; recovery .—A gendarme 
was contemplating the purchase of a revolver, and at the 
moment the seller was handing it to him it accidentally 
discharged at a distance of about 2 feet. The bullet was 
leaden and 9 mm. bore, and penetrated the sternum. On my 
arrival at the hospital the patient had extreme pallor and 
very rapid pulse and urgent dyspnoea. I was horrified to see 
that an assistant had cleaned up and passed a probe, the 
handle of which was moving with a circular motion. I 
requested him to leave the probe where it was and rapidly 
cleaned up. On taking the probe I noticed that it was 
“gripped” by the heart and that the circular movement 
was due to the heart’s action. The bullet was not felt, and 
probing further being out of the question I slowly withdrew 
the probe, which I found had passed in 2£ inches. A brisk 
haemorrhage followed, which in a minute or so ceased 
spontaneously. The aperture of the wound was half an inch 
above the xiphisternum and inclined to the left from the 
middle line. The bullet apparently struck at an angle of 
about 40 degrees. On auscultation a tumultuously beating 
heart was audible, also a “ mill-sound i.e., air in the sac 
of the pericardium. In the long nothing abnormal was 
noted; there were no signs of injury of the pleura. A hypo¬ 
dermic injection of morphia was given ana a dry dressing 
applied; no drain. I decided to watch and wait. On the 
following day respiration and pulse were much improved. 
An improvement was noted on the second day, the tempera¬ 
ture being normal. On the third day a pericardial rub was 
audible; the pulse and respiration were practically normal, 
while the temperature was normal. The patient made an 
uneventful recovery, the pericardial rub was inaudible after 
the eighteenth day, and he was back on duty within six 
weeks. He never exhibited any signs of thrombi. 

On the day of the accident owing to the patient’s collapsed 
condition and to the fact that he was not appreciably worse 
than at the time of his admission, some 20 minutes before, 
I decided not to operate unless absolutely necessary, feeling 
pretty certain that daring the next few days, if he survived, 
I should be compelled to do so on account of some infection. 
The hospital did not possess an X ray apparatus, therefore 
the position of the bullet could not be determined. The 
right ventricle was wounded, but as this structure in 
thickness is normally less than half the diameter of the 
bullet it must have been injured where the septum joins it 
and stopped in the heart’s apex. On the other hand, we 
must assume that the bullet traversed both the ventricles 


near the apex and came to rest between the pericardium 
and pleura. I think the latter the more probable of the two. 

Case 2. Gunshot wound of the chest by larye leaden ball; 
recovery .—A muleteer was shot by a thief who apparently 
stood on an eminence. The wound was some five days old, 
as the patient was about 50 miles away at the time. The 
missile was a leaden ball which had been fired from an 
obsolete 12-bore muzzle loader. The left clavicle had been 
comminuted at about the junction of its inner and middle 
thirds. There was some cough but no sanguineous ex¬ 
pectoration. A rounded tumour was easily discerned in the 
tenth interspace in the scapular line on the same side. The 
patient was anaemic, due to primary haemorrhage. Ausculta¬ 
tion of the chest elicited nothing abnormal. The wound 
over the clavicle was healing by first intention and was 
closed, but. of course, the clavicle needed treatment by 
Sayre’s method. The tumour was incised and the leaden 
ball removed. The patient made an uninterrupted recovery, 
and excepting a little shortening of the clavicle was none 
the worse for his injury. 

This case is interesting as a large leaden ball traversed the 
chest perforating both pleurae and no infection resulted. 

Case 3. Gunshot wound of head; infection ; recovery. — A 
thief was shot by a soldier'some days’journey out of town. 
He was treated by a native surgeon and brought into hos- 

ital. There was a wound of entry, apparently caused by a 

mm. Mauser bullet, situated 1 inch to the left of the 
inion; there was no exit wound. The Persian surgeon had 
accompanied the patient and informed me that he had 
probed the wound every day, so I expected to find it infected, 
which it was, but only of a mild nature, apparently limited 
to the lower half of the track. A probe passed 2$ inches, and 
by its direction I located the bullet in the cortex of the 
frontal lobe about 1 inch anterior and to the left of the mid- 
sagittal point. The man was well over 1000 yards away from 
the soldiers when shot, it being a “ chance ” shot, hence the 
bullet’s non-emergence. The wound was dressed daily and 
there was no indication for surgical interference. With the 
exception of occasional headaches, which yielded readily to 
the influence of bromide of potassium "and disappeared 
entirely at the expiration of a month, the patient made an 
uninterrupted recovery. When I saw him four years after¬ 
wards he said he felt nothing wrong. 

Royal Naval Hospital, H&alar, Gosport. 


A CASE OF (EDEMATOUS LARYNGITIS. 

By Archibald Kidd, M.R.C.S., L.R.C.P.Lond., D.P.H., 

ASSISTANT MEDICAL OFFICER, PORT OF LONDON SANITARY 
AUTHORITY. 


The following case appears to me to be worth recording. 

At 2 a.m. on May 21st I received an urgent message that a 
man on board a ship lying in the river had been taken 
suddenly ill and was apparently dying. On boarding the ship 
ten minutes later I found that the man was already dead. In 
reply to inquiries I was informed that he was a fireman, 
aged 22 years, who had joined the ship about a fortnight pre¬ 
viously, and was apparently in perfect health. When he came 
off watch at midnight he was in his usual health and laugh¬ 
ing and joking. At 12.45 he complained of being unable to 
get his breath and was apparently suffocating. It was 
supposed by his mates that a piece of food had stuck in his 
throat, and with a view to dislodging this he was inverted 
and attempts were made to clear his throat. For a few 
minutes he appeared to get better, but he then rapidly 
became worse and died at 1.30. 

A post-mortem examination showed the body to be that 
of a we 11-developed young man presenting the usual signs of 
death from asphyxia. At the tip of the epiglottis was a 
small scar, and at the base and on the mucous membrane of 
the larynx immediately adjoining was a small ulcer. The 
epiglottis itself and the aryepiglottidean folds were swollen 
and oedematous and almost meeting in the middle line. 

The interest of the case, I think, lies in the extreme 
suddenness of the onset and the rapidity with which death 
supervened. I was unable to obtain any history in regard 
to the scar on the epiglottis, and though fresh ulceration 
was present the man had made no complaint of sore-throat, 
and, as already mentioned, the onset of symptoms was so 
sudden as to lead his mates to suppose a piece of food had 
stuck in his throat. 

(Edematous laryngitis is recognised as sometimes occurring 
in chronic diseases of the larynx, such as syphilis or 
tubercle, but I have been unable to find any record of a case 
in an apparently healthy young man in which death took 
place in less than an hour and in which the first symptom 
was urgent dyspnoea. 

Gravesend. 
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SECTION OF OPHTHALMOLOGY. 

Exhibition of Cases and Apparatus.—Pituitary Tumour. 

The ordinary meeting of the section was held on Jane 14th, 
Mr. Priestley Smith, the President, being in the chair. 

Mr. G. H. Pooley sent the further notes of a case of 
Mikulicz's Disease previously shown. A growth had been 
removed from the left orbit with some difficulty. Vision in 
that eye steadily improved for some time, but recently there 
were signs of return of the disease on the same side, 
though the scar was free from invasion. The removed 
material showed the appearances of small round-celled 
sarcoma. 

Dr. F. R. Yell and showed a patient with Loss of Visual 
Orientation, following a wound four months previously. Soon 
after being put to bed he had a genuine epileptic seizure and 
was inaccessible for 14 hours. He afterwards presented right 
hemiplegia, which cleared up later, but he had erroneous 
visual projection. The condition was now improving.—Mr. 
Leslie Paton, discussing the foregoing case, drew atten¬ 
tion to a similar case under the care of Captain S. Smith and 
Colonel Gordon Holmes. 1 He narrated the results of the tests 
he had carried out with the present patient. He had satisfied 
himself that the faulty projection was not due to defective 
eye movements. He believed that there had been complete 
destruction of the right occipital cortex, the left visual 
sensory cortex having escaped very well. There seemed to 
have been a complete severance of the superior longitudinal 
commissural fibres. 

Captain J. F. Oarruthers exhibited a case of Retinitis 
Pigmentosa of unusual character in a young man who had 
been a soldier only three months. There was no family con¬ 
sanguinity, but a younger brother and an older sister suffered 
from night-blindness, and when dusk came on this patient 
could not see to drive, and declared sick, so that he had the 
same condition.—The case was discussed by Mr. W. Lang, 
Mr. Stephen Mayou, Mr. J. B. Lawford, the President, 
and Mr. Paton. 

Captain A. C. Hudson exhibited, in a tentative form, a 
Giant Perimeter, and invited suggestions for improvement.— 
Lieutenant-Colonel R. H. Elliot gave his experiences 
with a giant perimeter which he had had made, and suggested 
possible improvements in the one now submitted. 

Dr. A. S. Cobbledick read a paper on four cases of 
Pituitary Tumour. The cases were all in women, and three 
were over 60 years of age. Th6 first case showed a contrac¬ 
tion of the visual field of 10 to 20 degrees, and a scotoma for 
colour upwards and outwards from the central fixation point. 
The colour scotoma bothered her a great deal when reading, 
and people's faces appeared bluish. There was particular 
contraction in the temporal half of the field. Later she had 
Cheyne-Stokes breathing, very violent headache, and became 
drowsy. The pupils, however, were equal in reaction, and 
there was no papillitis. Urine was normal. Post mortem, a 
pituitary tumour the size of a walnut was found, and Dr. 
Buzzard regarded it as a cyst. There seemed to have been 
sufficient normal gland substance left to ensure normal 
metabolism during the six years the symptoms lasted. 
The second case had right homonymous hemianopia and 
myxoedema. The memory had become bad and the speech 
slurred and indistinct. The family and previous personal 
histories were good. She had well-marked myxoedema, and 
there was a lesion of the left optic tract, probably due to 
pituitary growth. Thyroid extract was given, and there was 
improvement in the memory and in some numbness which had 
been present. The appearance of the discs and the constitution 
of the urine were normal. There was little material change 
in the patient’s condition for three years, but after that there 
was a fairly rapid deterioration of vision and the nervous 
condition increased ; there were also vertigo and flickerings 
in front of the eyes. Her feet and hands also became 
larger. Later the symptoms resembled somewhat those 
of acute M£ni&re’s disease, but there was no deafness 


1 Brit. Med. Jour., March 25th, 1916. 


or sickness. The third case had optic atrophy, obesity, 
myxoedema, and diabetes. During four years her sight 
had been gradually changing, and during the last 
year she had become very sleepy and drowsy. There was 
no tendency to hemianopia in this case. Her feet and hands 
were now definitely larger than 12 months ago, and the 
memory worse. Skiagrams showed an enlarged and lobulated 
sella turcica. Operation was declined. He suggested that 
possibly the diabetes was due to implication of the posterior 
lobe of the pituitary; or it might be caused by pressure on 
the medulla. The fourth case was aged 50, and her condition 
Dr. Cobbledick diagnosed as early optic atrophy, myxoedema, 
and pituitary tumour. She had defective memory, thinning 
of the hair, suffocating feelings in the throat, heart attacks, 
and 12 months ago she was so ill that her life was despaired 
of. Her discs appeared normal, but the vision for white was 
contracted in every direction. Skiagrams showed distinct 
enlargement of the pituitary body, especially at the posterior 
part. He regarded this as a suitable case for operation. 

The paper was discussed by the President, Mr. Paton, 
Mr. Mayou, Mr. W. H. H Jessop, and Mr. Arnold Lawson, 
and Dr. Cobbledick replied. 


SECTION OF DERMATOLOGY. 

Demonstration of New Test for Syphilis.—Exhibition of Cases. 

A meeting of this section was held on June 15th, Dr. J. J. 
Pringle, Vice-President, being in the chair. 

Mr. J. E. R. Me DonagH demonstrated his New Test for 
Syphilis. He said : “As the protein particles in a syphilitic 
serum are larger and more numerous than those in a normal 
serum, proved by the ultra-microscope, and by the facts that 
there is more protein nitrogen, more adsorbed amino-groups, 
and more adsorbed electrolytes in the former than in the 
latter, a test has been devised to make these protein particles 
visible by precipitation. As there are more protein particles 
in a syphilitic serum, the degree of the precipitate and the 
rapidity with which it forms will differ from that obtained 
in a normal serum. To 2 c c. of glacial acetic acid 0*5 c.c. 
of serum is added. Four tubes are taken, each containing 
1 c.c. of glacial acetic acid, and to these tubes are added 
2, 4, 6, and 8 drops respectively of the acid serum. Then 
0 a 2c.c. of a saturated solution of lanthanum sulphate in 
glacial acetic acid is pipetted into each tube. The degree 
of precipitate and the rapidity with which it forms are then 
noted.” 

Dr. Knowsley Sibley showed a case of Pityriasis Rubra 
Pilaris in a boy 17 years of age. The rash commenced 
nine years ago after a supposed attack of measles. The dis¬ 
tribution was typical and, as in most of the other cases 
recorded, the palms were thickened and there were patches 
of cicatricial alopecia. The patient had been treated with 
X rays with a little benefit.—Dr. Pringle drew attention to 
the fact that the disease was not differentiated from psoriasis 
in this country until 1898, and also to the close connexion 
between pityriasis rubra pilaris and psoriasis, since one con¬ 
dition might merge into the other and vtoe versa. The general 
impression of the meeting was that, although the condition 
might spontaneously disappear, treatment in general was 
unavailing. 

Dr. Graham Little showed the following cases: 1. A 
case of Darier’s Disease. The eruption began 12 years ago 
on the forehead, since when it had affected most of the other 
parts of the body. There were several lesions on the scalp, 
but no loss of hair; there was a vertical splitting of the nails 
on the hands, and on the backs of both hands there were 
warty growths. A section of one of the lesions was exhibited 
and it gave the typical picture—degenerated epithelial 
cells, resembling coccidial spores, hence the original name 
“psorospermosis.” The case had been under the care of 
Dr. J. M. H. McLeod, and had resisted all kinds of treat¬ 
ment, which was what usually happened with these cases.— 
Discussion arose as to its etiology, and some of the members 
thought it was probably parasitic and possibly in some way 

related to molluscum contagiosum.-2. Some sections of a 

Cystic Syringoma. 

Mr. H. C. Samuel showed a case of a woman, aged 65, 
who was suffering from Lichen Planus Hypertrophicus. The 
interest of the case was that the lesions were spreading 
peripherally and leaving scars in the centre. 

Dr. A. Eddowbs showed a case of a Bullous Eruption 
in a boy aged 5. 
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ROYAL ACADEMY OF MEDICINE IN 
IRELAND. 


Section op Obstetrics. 

Rotunda Report*, 

A meeting of this section was held on May 19th, Dr. 
Gibbon FitzGibbon, the President, being in the chair. 

Sir William Smyly having read the Rotunda Reports, 

Sir Andrew Horne congratulated the governors of the 
hospital in granting Dr. Henry Jellett a further extension of 
leave to do ambulance work. He regretted there was no 
mention of the subject of scopolamine-morphine treatment 
which has occupied so much attention in the lay press. 

Dr. Bethel Solomons said that he had modified his views 
concerning scopolamine-morphine anaesthesia since the pub¬ 
lication of Dr. Freeland’s paper on the subject in 1909. He 
thought that “twilight sleep ” was unsatisfactory unless the 
method was carried out by trained assistants and nurses— 
that it was impossible for the ordinary practitioner to give 
unless he was prepared to devote his whole time to the case. 
He asked Dr. Rowlette to state his opinion of the present 
position of sera and vaccines in the treatment of puerperal 
sepsis. He noted also that two of the patients in the Contracted 
Pelvis Table were not measured internally. He was aware 
that the authorities at the Rotunda favoured mensuration 
by the Skutsch instrument, and he thought it would be a 
good thing if there was a separate table devoted to Skutsch 
pelvimetry, as this would draw more attention to its use. 

Dr. R. D. Purefoy said he was not an enthusiast for scopo¬ 
lamine morphine anaesthesia. Amongst the patients who had 
died from sepsis he recollected that one had not been able to 
lie down for three weeks prior to admission because of great 
distress from hydramnios; the labour was slow, pains not 
ensuing for some days after rupture of the membranes. Her 
aspect from her admission was that of a woman dying from 
pernicious anaemia. He was a firm believer in the Skutsch 
pelvimeter, and regretted that some still relied on the 
digital method. 

Dr. R. J. Rowlette said he thought that in the treatment 
of puerperal sepsis both vaccines and sera should be 
employed. The vaccines should be autogenous, but pending 
their preparation stock vaccines should be used. The use of 
these agents did not preclude any other method of treatment 
which might be considered advisable in a particular case. 

Sir William Smyly said there had been so many changes 
in the personnel of the hospital staff during the year that it 
would be impossible to assign the degree of indebtedness to 
each member who had helped in compiling it, but Dr. J. T. 
Simpson had done most of the work in preparing the statistics 
of the report. Regarding scopolamine-morphine, he had 
given directions that one dose at least should be given to 
every patient who was in the first stage of labour, but 
not that it should be pushed to the degree described as 
••twilight sleep.”_ 

British Oto-Laryngological Society.— A 

meeting of this society was held in the rooms of the 
Medical Society of London, Ohandos-street, W., on June 8th, 
Mr. Charles J. Heath being in the chair. Mr. Heath having 
introduced the following motion, several members and 
visitors spoke in its support:— 

Notwithstanding t.he evidence contained in the report of the Bryce 
Commission regarding the brutal! r.v of the combatant branch of the 
German army, the Fellows of the British Oto-Laryngological Society 
did not. think l* possible that members of the medical profession could 
have acted as Oberstabsarit Dr. Aschenbach and other German surgeons 
did in abandoning the British prisoners of war at Wittenberg camp 
during an epidemic of typhus fever. They are not a little surprised 
that medical opinion on this behaviour has not yet made Itself heard in 
this and in neutral countries. 

The motion was seconded by Dr. Frederick Spicer and was 
carried unanimously.—Cases were shown by Dr. Spicer and 
Mr. Heath. 


The late Sir Joseph Fayrer and Falmouth.— 
At the last meeting of the Falmouth town council it was 
reported that the family of the late Sir Joseph Fayrer had 
presented a handsome marble bust of their father to the 
town council. It was decided to place the bust in the council 
chamber, one of the members remarking that no one had 
done more to make public the natural gifts of Falmouth than 
the late Sir Joseph Fayrer. 


pittos anil Stutfos of Jkirks. 


Localisation by X Rays and Stereoscopy. 

By Sir Jambs Mackenzie Davidson, M.B., C.M. Aberd. 

London : H. K. Lewis. 1916. Pp. xi. + 72. Price 

Is. 6 d. net. 

Sir James Davidson has done a good service, particularly' 
at the present time, in publishing the well-known and 1 
reliable methods of localisation, mostly originated by him¬ 
self, in this handy volume. The general subject of radio¬ 
graphy is not touched upon, and apart from some special* 
points in the selection and properties of X ray tubes and a 
chapter on secondary rays and X ray protection, the author 
proceeds at once with the consideration of stereoscopic 
radiography. The various steps in technique are clearly 
described, and here, as all through the volume, the illus¬ 
trations are themselves stereoscopic, affording the strongest 
argument for the more general use of this method in radio¬ 
graphy, so greatly is educational value thus increased. 
Rapid localisation, with more or less simple appliances, by 
triangulation is next described. This method, or some modi¬ 
fication of it, is the one most commonly used during the 
present war, and for a large proportion of cases it answers- 
extremely well. For some cases more precise methods are* 
necessary, and in the following chapter we have the well- 
known “ cross-thread ” arrangement explained in detail. 
Recent modifications have made the practice of this method 
more easy and rapid, and the results more certain in 
the hands of those whose experience has been less than 
that of the author himself. A still further development for 
the most accurate localisation of foreign bodies in the eye 
follows, and to this the author directs special attention, 
owing to the large increase in such injuries in hand-grenade 
warfare. Precision is essential if the victim is to have the 
best chance of saving an eye. 

In an appendix the author describes the telephone attach' 
ment in surgery, the electromagnet as an aid to localisation, 
and other matters of interest, concluding with a number of. 
special stereoscopic radiographs which are very valuable in 
emphasising the advantages of the author’s contentions. 


Elementary Text-book of Economic Zoology and 
Entomology . 

By V. L. Kellogg and R. W. Doane, Professors in 

Stanford University. London : Constable. 1915. Pp. 532. 

Price f5*. 6d. net. 

This text-book is the joint work of two American zoologists; 
teachers of zoology, economic and otherwise, in the Cali¬ 
fornian University, and well qualified for their task. Since 
economic or applied zoology must rest upon a basis of purely 
scientific zoology, the authors rightly deal first of all with 
the general facts of zoology ; in this part of the handbook 
they survey the animal kingdom throughout, wisely declining 
to be drawn into discussion on the differences between 
animals and plants, and refraining from committing them¬ 
selves to a definition on that matter. A fairly comprehensive 
account of the structure of the frog, grasshopper, hydra, andP 
amoeba serves as an introduction to a consideration of the- 
main subdivisions of the animal world which are dealt with¬ 
in order. This general account is naturally not very full 
in view of the authors’ main object, but what is given 
to us is clearly put and accurate, at any rate so far as- 
regards undisputed facts. In more disputable matters it 
is doubtful whether the authorities of the Natural History 
Museum will agree with our authors when they say, and 
with the emphasis latent in a footnote, that the British 
Museum Catalogue of birds, though tabulating 19.000* 
species, should have left out “about 7000 forms con¬ 
sidered by most (the italics are ours) ornithologists to be? 
merely varieties.” 

As the title of the book leads the reader to infer, the- 
economic section of zoology is developed more fully on the 
entomological side. But it must not be supposed from this- 
that other economic aspects of the science are so curtailed as 
to be useless to the commencing student. Here again, as 
elsewhere in their volume and as with other writers. 







1264 The Lancet,] 


REVIEWS AND NOTICES OF BOOKS.—NEW INVENTIONS. 


[June 24,1916 


Professors Kellogg and Doane have been confronted with 
the pressing, but not easily soluble, problem of what to put 
in and what to leave out. Economic zoology embraces a great 
variety of subjects, all of which form the material of many 
special treatises. But we think that the authors have at 
least touched upon and extracted some essentials from all of 
these subdivisions of economic zoology in their very useful 
little treatise. It may be pointed out, in conclusion, that 
the illustrations are numerous and to the point. As the 
book is admittedly an introductory work, dealing only with 
the elements of zoology, no list of literature is given. 


muscles and those of the viscera. A muscle was something 
which contracted in virtue of inherent properties, but it was 
generally held that this could only be set in motion by nerves. 
Mechanical and chemical stimuli were applied to various 
parts of the body during life and after death. A most 
striking new observation, however, was the contraction of 
the pupil and other effects on the eye following section of 
the intercostal nerve—i.e., the cervical sympathetic nerve— 
by Petit, an experiment no one seems to have repeated 
in the 70 years or so after the publication of Petit’s 
paper in 1727. 


JOURNALS. 

The Journal of Physiology. Edited by J. N. Langley, 
Sc.D., F.R.S. Vol. L., No. 4. Cambridge University Press. 
1916. Pp. 217-264. Price 3s. 6d .—To this issue Professor 
J. N. Langley, professor of physiology in the University of 
Cambridge, contributes an admirable sketch of the progress 
of discovery in the eighteenth century as regards the 
autonomic nervous system. Professor Langley, who himself 
has added so largely to our knowledge of what used to be 
called the sympathetic nervous system, and for which he 
coined the title “ autonomic nervous system,” gives a most 
interesting historical account of this system, excluding, 
however, the work of Bichat, as his theory was developed 
chiefly in 1801. Early in last century it was the prevalent 
belief that all the nerves of the body had their origin in the 
brain and that the brain was the sole source of nervous influ¬ 
ence. The nerve described as “intercostal” until 1732 is now 
known as the sympathetic chain. It was Winslow who intro¬ 
duced the term “great sympathetic.” Only a few of the 
ganglia in the cranial nerves had been described. Those 
interested in the dates of discovery of the best known ganglia 
will find the facts on p. 253. Two main functions were 
attributed to the intercostal nerve. It was the means by 
which the brain influenced the viscera, and it was the chief 
means of nervous connexion between different parts of the 
body The views of Willis, Ridley, Vieussens, and others 
are passed in review. Then follows a summary of the 
successive steps from 1727, when Petit contested the cerebral 
origin of the intercostal nerve, the work of Winslow being 
published in 1732, and that of Monro in 1732. From 1732 to 
1750 discovery in relation to the sympathetic system followed 
an uneventful course. In 1751 Robert Whytt, of Edinburgh, 

S ublished an essay “ On the Vital and other Involuntary 
lovements of Animals.” His conclusions were largely 
drawn from clinical experience and critical examination of 
the accounts of others. The chief point of importance 
in the essay was that it laid the foundation for the 
subsequent more explicit statement that the great sym¬ 
pathetic was not specially concerned with the sympathies. 
1752 brings the author to Haller’s paper on the sensibility 
and irritability of the different parts of the body. Haller 
taught that contraction could be brought about by stimuli 
without the intervention of nerves, or of any other inter¬ 
mediary agent. He considered that contractility was the 
inherent property of the glutinous as distinct from the 
earthy portion of muscle. His theory of the independent 
irritability of muscles depended chiefly on his metaphysical 
conceptions. The relative claims of Haller and Glisson 
regarding the doctrine of irritability are analysed, and the 
modifications of Haller’s theory by Fontana and Caldani are 
stated. From 1764 to 1771 the functions of the ganglia began 
to be discussed, a beginning being made in 1764 by James 
Johnstone. Unzer in 1771 gave an analysis of the voluntary 
and involuntary movements based on the data contained in 
Haller’s “ Elementa Physiologica,” dealing with “reflected 
actions.” Procharka in 1784 followed much the same line 
as Unzer. From 1772 to 1799 there were a considerable 
number of anatomical observations upon the intercostal 
nerve and its branches, chiefly on the connexions of the 
several cranial nerves with the intercostal. In 1781 Fontana 
made a step forward in regard to the finer structure of nerve 
and muscle fibres. His figures, Professor Langley points 
out, show indistinctly what were afterwards called the 
axis-cylinder and the medullary sheath. Experimental 
results new in kind were scanty during the eighteenth 
century. Although the galvanic method of stimulation 
was introduced towards the end of the century, it was not 
at this time applied in a way that gave decisive results. 
No differences were recognised structurally between skeletal 
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A NEW WALKING-STICK CRUTCH. 

The ordinary type of crutch with its head in the armpit 
has certain drawbacks. If used continuously the crutch 
tends to set up irritation frequently leading to the formation 
of boils or, what is more serious, the com¬ 
pression of the large nerves may lead to 
troublesome palsies. Even if these are 
avoided by special care, the use of the 
crutch inevitably tends to a deformation of 
the thorax and to atrophy of the arms, which 
are hardly called upon for any muscular 
action. The injured lower limb, too, is 
unable to make any active effort in pro¬ 
gression and becomes increasingly stiff and 
useless. A French engineer, M. Schlick, 
of Nancy, had the ingenious idea of doing 
away with the armpit leverage and replacing 
it by a support for the forearm and hand. 
The “forearm lever walking-stick crutch” 
is the result. The invention has had the 
support of Professor Michel, of Nancy (Nancy 
Medical Society, April 7th, 1915), and of Professor 
Tuffier, chief surgeon to the Beau j on Hospital, who 
brought the crutch to the notice of the Surgical 
Society on June 30th, 1915. 

The Schlick walking-stick crutch consists of an 
almost horizontal handle, which is grasped in the 
palm of the hand, and of a slightly sloped spring 
which supports the forearm from the wrist to the 
elbow when the arm hangs naturally. The greater 
part of the weight of the body bears on the hand 
and the wrist, while the forearm resting upon the 
spring and the elbow which fits into the semi- 
bracelet play rather an accessory part. In walking 
the forearm is partially flexed, but is almost fully 
extended when taking the weight of the body and 
thrusting it forward ; at the same time the 
wounded limb bears more or less on the ground, 
helping to carry the weight of the body. There 
is thus a compensatory action, considerable work 
falling on the arms, and the remainder on the legs 
in proportion to their ability to do it. 

The Schlick walking-stick crutch therefore protects the 
user from the results of pressure on the armpit with its 
risk of paralysis of the arms. Its use compels the active 
effort of hand, forearm, arm, and shoulder, and is thus an 
excellent exercise for the upper limb. On its part, the 
wounded lower limb functions as much as its strength 
allows it; the voluntary muscular contractions assist in 
restoring an impeded or sluggish circulation and in pre¬ 
venting atrophy and stiffness. 

We have seen this crutch and submitted it to a careful 
trial and can confirm the claims made on its behalf. A 
naval officer who has been using the crutch for more than a 
year, on account of a leg rendered nearly useless by injury, 
finds that it is possible to move about much more quickly 
and dexterously than with an ordinary crutch; he can cover 
half a dozen miles or more without fatigue, climb stairs, 
cross the streets, and enter tramcars and omnibuses with 
ease. His attitude is erect, and to the casual observer he 
appears to be using two sticks and not crutches at all. 
The novice can become proficient in the use of the sticks 
within half an hour. The invention has been patented in 
France, and Messrs. S. Maw, Son and Sons are prepared to 
supply it in this country. 



The Lancet,] 


THE DECLINING BIRTH-RATE. 


[June 24,1916 1 265 


THE LANCET. 


LONDON: SATURDAY, JUNE 2!,. 1916. 


The Declining Birth-rate. 

The report of and the chief evidence taken 
by the National Birth-rate Commission 1 have 
been published, and have already attracted con¬ 
siderable attention, the subject dealt with being 
one which has been forced upon public considera¬ 
tion by the wastage of valuable lives through war. 
The body which has held the inquiry was reason¬ 
ably fitted for its task. It was not a Royal Com¬ 
mission, but was instituted, with official recogni¬ 
tion, by the National Council of Public Morals, 
described on the title-page of the report as a 
council “ for the promotion of race regeneration— 
spiritual, moral, and physical.” It comprised no 
prominent politician or lawyer, but the medical pro¬ 
fession was well represented. The findings of the 
Commission, and such recommendations and sugges¬ 
tions as it has made, may not throw any new light 
upon the subject inquired into, or foreshadow any 
completely effective method of dealing with a 
problem which war has rendered more important 
than it was before, but the value of the work done 
should lie largely in the evidence placed on record. 
The extent of the decline in our national birth-rate 
is not now in doubt, and the causes through which 
it is being brought about are becoming less a 
matter of conjecture. Valuable summaries of the 
statistical, medical, religious, and economic aspects 
of the case have been made accessible in this 
report; and we commend the study of the evidence 
itself to any who may believe that they can add 
suggestions to those formulated by the Commis¬ 
sioners. These, numbering at' the close of their 
labours 27 men and women, signed a report which 
arrives inter alia at the following findings of fact:— 

1. That the birth-rate has declined to the extent of 
approximately one-third within the last 35 years. 

2. That this decline is not, to any important extent, due 
to alterations in the marriage-rate, to a rise of the mean 
age at marriage, or to bther causes diminishing the pro¬ 
portion of married women of fertile age in the population. 

3. That this decline, although general, has not been 
uniformly distributed over all sections of the community. 

4. That on the whole the decline has been more marked 
in the more prosperous classes. 

5. That the greater incidence of infant mortality upon 
the less prosperous classes does not reduce their effective 
fertility to the level of that of the wealthier classes. 

They further consider that the following con¬ 
clusions may be stated, although based upon less 
substantial evidence than the first five :— 

6. Conscious limitation of fertility is widely practised 
among the middle and upper classes, and there is good 
reason to think that, in addition to other means of limita¬ 
tion, the illegal induction of abortion frequently occurs 
among the industrial population. 


1 The Declining Birth-rate, Its Causes and Effects. London : Chapman 
and Hall. 1916. Pp. 460. Price l(to. 6d. net. 


7. There is no reason to believe that the higher education 
of women (whatever its indirect results upon the birth-rate 
may be) has any important effect in diminishing their 
physiological aptitude to bear children. 

Those who are able to study the evidence given 
before the Commission will no doubt supplement it 
by consideration of the annual report for 1914 of the 
Registrar-General (see p. 1271). For this report, which 
supplies the most recent statistics available in an 
authoritative form with regard to our birth-rate, 
will often illustrate the more recent report of the 
National Birth-rate Commission. For example, the 
table in the report of the Registrar-General, which 
deals with the proportion of marriages to marriage¬ 
able persons, and the evidence of postponement of 
marriage by women, is introduced to prove that these 
are causes tending to reduce the birth-rate, inde¬ 
pendently of the direct actions of married persons. 
The causes which conduoe to diminish the pro¬ 
portion of married persons in the kingdom, or to 
raise the age at which women marry, are not the 
concern of the Registrar-General, but the facts 
involved are matters for consideration in dealing 
with the whole subject. Later or fewer marriages 
and the voluntary restriction of families may, in 
some cases at any rate, proceed from similar 
motives affecting different individuals, and the 
ultimate cause is the point which has to be arrived 
at by those who desire to introduce remedies. We 
need hardly say that there may be no one ultimate 
cause, but rather a combination of causes operating 
together. In considering this question due weight 
must be given to the evidence of Dr. J. Brownlee 
and Dr. A. K. Chalmers pointing to the occurrence 
of cyclical variations in the birth-rate. One point 
at any rate would appear to be established, that 
to whatever extent causes independent of the 
voluntary action of individuals, such as conditions 
of housing, may operate to diminish or to increase 
the fertility of parents, there is an appreciable and 
increasing fall in the number of births taking 
place through voluntary interference with what 
may be called “ the course of nature.” This 
does not affect our own country only, as 
we are all aware, and it was with regard to 
Germany, the enemy with whom we are now 
engaged in a life-and-death struggle, and to the 
variations in birth statistics in different parts of 
the German empire, that a witness, Dr. C. Y. 
Drysdale, the secretary of the Malthusian League, 
made the following observations: 14 There can 
be no doubt whatever that ignorance and reck¬ 
lessness at the present time are essential to 
high birth-rates.” Whatever view we may hold as 
to this, we may be certain at all events that 
where the birth-rate has fallen through the 
voluntary action of potential parents it will 
not be the increase either of ignorance or of 
recklessness that will raise it. It' will rather 
be the dissemination of the ambition to have 
children, as education explains the prudence of 
such a course, whether from a personal or from 
a national and patriotic point of view. We may be 
sure also that a resourceful and methodical enemy 
has already weighed the question of repairing its 
losses. Indeed, quotations from the German press 
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have been published in this country showing that 
the rewarding of parents of large families forms in 
Germany part of a strongly advocated programme 
of future organised racial development. Other 
methods, too, for encouraging reproduction have 
been spoken of, the possibility of which we can 
hardly credit even with an enemy known to be 
both practical and unscrupulous. Education, how- | 
ever, is likely to play its part in the task, and 
the education of the young to subordinate the con¬ 
venience of the individual to the demands of the 
State has already supplied Germany with a reserve 
of strength and determination of great value to 
her in delaying her ultimate defeat. We may 
regard with horror the kind of man which German 
education has created in too great a quantity, 
without denying the effect of education on the 
young in moulding their future as citizens. 

Not the least important thing to be considered 
when the Government of the day appoints a Hoyal 
Commission or a Committee, departmental or other¬ 
wise, to inquire into an admitted or supposed public 
evil, is the question of a remedy. The report of such 
a body should conclude by recommending legislation 
directly aimed at diminishing the mischief inquired 
into. In the case of the National Birth-Rate Com¬ 
mission, however, it has hardly been possible to 
follow this course. The increase of the national 
birth-rate, so far as it is dependent upon the 
voluntary action of those who otherwise might 
become parents, is not a subject suited for direct 
legislation. Its fringe can be touched; particular 
dangers which diminish, or tend to diminish, the 
number of children bom may be averted, it is true, 
and the number of those reared may be increased, 
but the matter as a whole will still be left practi¬ 
cally where it was. For example, the sale of 
diachylon, stated by witnesses to be largely used 
in some localities for procuring abortion, may be 
rendered difficult. If it were stopped entirely, how¬ 
ever, other methods by which abortion can be pro¬ 
cured or attempted by evilly disposed persons would 
not be affected, and the spirit which induces married 
couples to avoid bringing children into the world 
would stand unaltered. The pain attendant upon 
bearing children may deter some women from 
becoming mothers, but the fourth and sixth 
findings of the Commission are probably correct 
—that is to say, the decline in the birth-rate 
to a large extent, at any rate, is the result of 
the deliberate action of those classes of society 
who would appear to be the least likely to 
suffer from having large families. These classes 
have followed, and in their turn have set, an 
example which is likely to be copied more and 
more widely, unless the sense of a demand for 
children to carry on the race, and a certain 
sobering of the nation by the horrors of war, should 
combine to produce a reaction. Prudential reasons 
are, no doubt, responsible for the limitation of 
many families, prudence in one direction being 
counterbalanced by irresponsibility in another. 
Young couples, of an age when the pursuit of 
personal pleasure seems too important to be fore¬ 
gone, think it prudent to be childless and so free 
to enjoy themselves. They may be preparing for 


themselves a joyless middle age, and an old age 
when recollection of the pleasures of their youth 
will hardly console their solitude. The remedy 
would seem to lie rather in causing them to take a 
different view of life in general than in trying to 
induce them by direct persuasion to undertake the 
responsibility of bringing children into the world. 
When the war ends we may see a more sober and 
earnest nation reviewing the situation in which it 
finds itself; for ourselves, we believe that the 
young men and women who have taken part in 
and witnessed the great struggle will become the 
parents of a generation not so selfishly frivolous as 
that into which they themselves were bora. 

Twenty-four of the signatories of the main report, 
believing that more than it contains would be 
expected of them, have taken into consideration 
the two following questions, and have submitted 
recommendations in connexion with them: 1. Is 
the present decline of our national birth-rate 
regrettable? 2. If it is regrettable, is it pre¬ 
ventable, and, if so, how ? They have done this 
without dogmatising and have perhaps made their 
views public with what will be to some a dis¬ 
appointing lack of emphasis and originality. The 
whole subject of the Commission’s inquiry, how¬ 
ever, is one very definitely adapted for the con¬ 
sideration of our medical readers, and we have no 
doubt that after reading the evidence given in the 
light of their own experience, many of them will 
be able to make valuable additions to the Com¬ 
missioners’ observations. It will be observed that 
Mr. F. E. Fremantle, a valuable member of the 
Commission, has not signed its report. This does 
not imply either that he did not take part in its 
sittings or that he differs from its conclusions. 
He is, however, now serving in Egypt, and being 
absent from England at the time when the 
Commission’s findings were finally discussed and 
formulated, did not, as we understand, consider 
himself justified in signing. 


Gunshot Injuries of the Jaws. 

In another column we publish an account of an 
important gathering recently held in London under 
the auspices of the British Dental Association to 
discuss the treatment of gunshot injuries of the 
jaw. The presence of several French and Belgian 
dental surgeons added considerable interest to 
the proceedings, because it enabled the discussion 
of the various methods which are being adopted 
to deal with these injuries and their resulting 
deformities to be comprehensive of many schools of 
thought, and to be critical and free. The President 
of the Association (Mr. W. H. Dolamore) closed his 
address by insisting upon the importance of the 
best treatment being provided for gunshot wounds of 
the jaw. “ A young soldier,” he said, “ good enough 
looking to his own ideas, for a man does not readily 
admit the reverse, is struck in the face by a frag¬ 
ment of shell or by a shrapnel bullet. His jaw is 
splintered, his face is torn. He can scarcely 
breathe, or swallow, or speak; and if he be 
conscious, or when he recovers consciousness, the 
idea crosses his mind that he is permanently 
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deformed, and even perhaps hideous. Can surgery 
offer a greater comfort to any man than to be able 
to tell such an one that it can ease his pain, restore 
his face, remodel his jaw? Yet cold comfort 
would it be to him if he knew of others to whom 
these words had also been whispered, but the 
promise had not been kept. And that soldier may, 
in these days of national service, be our own kith 
and kin.” These words put the situation tersely 
and eloquently. 

That very much may be done to cure, or at any 
rate alleviate, the terrible injuries resulting from 
gunshot wounds of the jaws is proved from a 
perusal of the many papers that have recently 
appeared on the subject, and it is also certain that 
the happiest results are those obtained by a close 
cooperation between surgeon and dental surgeon. 
Is all being done in this country that should be 
done for such injuries? We do not think it is. 
In Germany we know that as early as August, 1914, 
a hospital of 225 beds was opened at Diisseldorf, 
and that by April of last year similar institutions 
had been opened in other parts of the German 
Empire. The French early realised the import¬ 
ance of bringing these injuries under the care 
of those capable of treating them, and they rapidly 
organised special hospitals. In England no attempt 
was made to concentrate such cases until July of 
last year, when the Eastern Command opened a 
special hospital at Croydon, and now nearly two 
years after the outbreak of the war fresh centres 
are being formed in connexion with a few of the 
military hospitals. If these special hospitals are to 
give the soldiers the best treatment their surgical 
staffs should be chosen from those with a special 
aptitude for plastic operations, and the dental 
surgeons from those who have had experience of 
injured jaws in our great civilian hospitals. Gunshot 
injuries of the jaws require the most skilful treat¬ 
ment, and the treatment of these cases cannot be 
handed over to any accessible dental surgeon without 
a chance of disastrous results. This is now, of 
course, widely recognised, but we have only lately 
come to look at the facts in their right proportion. 

Lack of appreciation of the importance of these 
injuries has meant that in the first place there are 
numbers of our wounded soldiers who will pass the 
remainder of their days with permanent facial 
deformities which might have been remedied if the 
best special treatment had been available. As a 
matter of fact such detailed forethought would have 
been completely impossible, but no doubt many 
soldiers have had to be invalided out of the army 
for wounds of this character who could have been 
restored, we now know, as “ efficients.” Again, 
neglect of treatment has of necessity added consider¬ 
ably to the period of stay in hospital and placed a 
greater incubus on the Pension Fund. To those 
unacquainted with the work that can be done to 
gunshot injuries of the jaw we would recom¬ 
mend a valuable paper by Mr. Dolamore in the 
June 1st issue of the British Dental Journal, in 
which he describes and illustrates the methods 
used in the hospitals of Germany, and to a paper 
by Mr. J. F. Colyer in the April issue of the 
Royal Army Medical Corps Journal . 



“Ne quid nlmls.” 


AUXILIARY ROYAL ARMY’MEDICAL CORPS 
FUNDS. 

The movement inaugurated on June 1st at the 
Royal Army Medical College to consider the de¬ 
sirability of establishing a benevolent fund for 
the Services auxiliary to the Royal Army Medical 
Corps is now taking definite shape. A meeting 
will be held at 2.45 p.m. at the Royal Army Medical 
College on Monday next, June 26th, when a scheme 
formulated by the provisional committee will be 
discussed. The three auxiliary branches of the 
Royal Army Medical Corps—namely, the Special 
Reserve, the Territorials, and those holding Tem¬ 
porary appointments in the R.A.M.C.—will be 
included in the administration of the funds, under 
two headings: (a) an officers’ benevolent branch, 
and ( b ) a relief branch ; the establishment of a loan 
fund to help medical officers of the auxiliary forces 
who find themselves in temporary difficulty on 
returning to civil practice is also under considera¬ 
tion. In another column the proposals under the 
scheme are more fully set out. 


RECOVERY FROM BLINDNESS DUE TO CEREBRO¬ 
SPINAL MENINGITIS. 

At a meeting of the Soci£t£ M6dioale des 
Hdpitaux of Paris, M. Arnold Netter showed the 
possibility of recovery from blindness due to 
cerebro-spinal meningitis, even when accompanied 
by ocular lesions. He related the case of a child, 
aged 21 months, who was admitted into hospital 
under his care on Dec. 20th. She had been ill 
since Nov. 24th, and various diagnoses had been 
made. On admission 6he was thin and oachectic. 
Neither rigidity of the neck nor Kernig’s sign was 
present. The abdomen was retracted and the tache 
cerebrale was obtained. Lumbar puncture yielded 
a purulent fluid containing many meningococci, 
and 30 c.c. of antimeningococcic serum were 
injected. The puncture and injection were repeated 
on the two following days. The liquid yielded 
by the third puncture was clear and sterile. 
Recovery appeared to take place, but on Jan. 9th 
the child was found to be blind. Examination 
of the eyes, including the fundi, showed nothing 
abnormal, but the amaurosis was absolute, and the 
pupils did not react to light. Though there were 
no symptoms of accumulation of fluid in the 
ventricles lumbar puncture was performed on 
Jan. 15th. The cerebro spinal fluid rushed out 
in a jet, indicating high tension, but it was limpid, 
its chemical composition was normal, and only 
very few cells (mononuclears and lymphocytes) 
were present. Puncture was not followed by any 
return of vision. On Jan. 22nd 15 c.c. of cerebro¬ 
spinal fluid were withdrawn, and on the following 
day the lumbar region was swollen, which was mani¬ 
festly due to infiltration of the connective tissue 
with cerebro-spinal fluid. On the 23rd vision began 
to return and by the 28th objects could be recognised. 
But vision again deteriorated. On Feb. 3rd puncture 
was again performed. On the next day vision im¬ 
proved again and on the following days it continued 
to do so and was definitely regained. M. Rochon- 
Duvigneaud, the ophthalmologist who examined 
the eyes, attributed the blindness to pressure on 
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the optic tracts by hydrocephalus. The recovery 
of vision after the punctures bore out this view. 
In another case, in an infant aged 13 months, 
M. Netter observed a similar return of vision. He 
referred to a third case reported to the Academic 
db Medecine by MM. Triboulet, Holland, and 
Fenestre. A child, aged 2 years, had cerebro¬ 
spinal meningitis. Notwithstanding repeated in¬ 
jections of serum into the spinal canal and cerebral 
ventricles, the head became enormously increased 
in size and there were convergent strabismus and 
dilated pupils. The child appeared to be blind and 
an idiot. Examination of the eyes by M. Dupuy- 
Dutemps showed well-marked double optic atrophy. 
However, complete recovery took place. 


IN ARTICULO MORTIS. 

An idea prevalent among the lay public is 
that medical men when they fall ill deserve pity, 
seeing that they know the ins and outs of their 
disease; can foresee its course, and estimate its 
pains and penalties. The popular notion was 
embodied with startling clearness and charm of 
style by the late Ernest Dowson in the fourth 
number of the Savoy , published 20 years ago 
(August, 1896). In “ The Dying of Francis Donne ” 
Dowson imagines his hero, a rising young surgeon 
—noted among other things for the brilliancy of his 
lectures, which detractors pronounce “ mere litera¬ 
ture,”—to be suddenly confronted with the know¬ 
ledge that he is doomed to die shortly of a terrible 
disease—presumably cancer. (A similar situation, 
by the bye, is imagined by Paul Bourget in 
his last novel.) Donne looks at himself in 
his mirror and reflects: “ I, Francis Donne, am 
going to die,” and presently, “I am going to die 
soon: in a few months, in six perhaps, certainly 
in a year.” He notices lines in his face and a 
certain greyness. He is only 35, but has for some 
time been suffering from “ a dull immutable pain,” 
which has now declared its nature. He tries to 
make-believe—cheats himself almost into the 
notion that he is suffering from nerves and that 
a long holiday will set him right. But he becomes 
the victim of a morbid self-consciousness. It 
seems that his acquaintances, pupils, and colleagues 
have adopted “an attitude of evasion, a hypocritical 
air of ignoring a fact that was obvious and un¬ 
pleasant.” He comes to the conclusion that it will 
be best to die among strangers. Like a dying 
animal, he shuns the world he has known. He 
drops suddenly out and goes to a remote village in 
Brittany, on the Atlantic coast. 

Was not death, too, inevitable and natural an operation as 
it was, essentially a process to undergo apart and bide 
jealously, as much as other natural and ignoble processes of 
the body? And the animal, who steals away to an utter¬ 
most place in the forest, who gives up his breath in a 
solitude and hides his dving like a shameful thing,—might 
he not offer an example that it would be well for the dignity 
of poor humanity to follow ? 

He finds a summer world in Finist&re, steeps 
himself in lethargy, almost regains hope at times. 

But if the days were not without their pleasantness, the 
nights were always horrible—a torture of the body and an 
agony of the spirit. Sleep was far away, and the brain, 
which had been lulled till the evening, would awake, would 
grow electric with life, and take strange and abominable 
nights into the darkness of the pit, into the black night of 
the unknowable and the unknown. 

At last, from a longer and more tortured night than 
all the others, he awakes to full consciousness. 

He opened his eyes, and seemed to discern a few blurred 
figures against the darkness of the closed shutters through 
which one broad ray filtered in; but he could not distinguish 


their faces, and he closed his eyes once more. An immense 
and ineffable tiredness had come over him, but the pain 

—oh, miracle! had ceased . And it suddenly flashed 

over him that this —this was death; this was the thing 
against which he had cried and revolted; the horror from 
which he would have escaped; this utter luxury of physical 
exhaustion, this calm, this release. 

He would have smiled, but could not. His life 
flashes before him in review—the death of his 
mother from an ill which later he could have 
cured, the friend who had shot himself without 
cause, the girl whom he had loved, but who did 
not love him. “ All that was distorted in life was 
adjusted and justified in the light of his sudden 
knowledge. Beati Mortui .” 

And then the great tiredness swept over him once more, 
and a fainter consciousness, in which he could yet just dimly 
hear, as in a dream, the sound of Latin prayers. 

It is doubtful whether any but a man of letters, 
a poet, as Ernest Dowson himself was, would die 
thus. _ 


PARALYSIS FROM FRIGHT. 

In the Journal of the Canadian Medical Association 
Lieutenant-Colonel R. D. Rudolf has recorded a case 
of hemiplegia produced in a previously healthy lad 
by sudden fright, which, in addition to its medical 
interest, is not without a comic element. A private, 
aged 20 years, was admitted into the Canadian 
General Hospital, France, with the diagnosis of 
“ boils and facial paralysis.” The family history 
was good and he had never suffered from any illness 
until he went to India four years ago as a bugler. 
He had been there eight weeks, when on the evening 
of a very hot day he went on duty for the first time. 
He was sentry on the deadhouse, and his orders 
were to kick at the door every 15 minutes to scare 
away the rats. He was very nervous, but at 9 o’clock 
kicked at the door and nothing happened. At 9.15 
he did so again, when to his horror a voice cried 
from within, “ W’at the ’ell are you kicking about?” 
In terror he fled to the guard-room, but fell before 
he reached that haven. It appears that before he 
went on duty a guard had placed a drunken soldier 
in the mortuary to get sober and omitted to inform 
the new sentry. The lad was picked up uncon¬ 
scious and taken to hospital. He remained 
unconscious for six days, and when he recovered 
he could not speak, the left side of the body was 
paralysed, he could not shut the left eye, and the 
left side of the body was anaesthetic. He remained 
in this condition for about six months, the last 
three of which were spent in England. . Then 
he gradually improved and re-enlisted. On 
examination he was a well-grown, healthy- 
looking lad. He could not close the left eye, 
but otherwise facial paralysis was not manifest 
until he smiled or tried to show his upper 
teeth. He could wrinkle the left brow almost as 
much as the right. The muscles of the left limbs 
were well developed but distinctly weak. The grip 
of the left hand was poor and he could not stand on 
the toes of the left foot. The left knee-jerk was 
slightly greater than the right. The plantar reflex 
was absent on the left side. The tongue was not 
deflected to either side. The fields of vision and the 
faucial reflex were normal. Sensibility to touch was 
diminished and to heat, cold, and pain absent all 
over the left side, including the tongue, left nostril, 
and genitals. The patient stated that the leg first 
recovered from the paralysis, then the arm, and 
finally the face. Lieutenant-Colonel Rudolf regards 
the condition as of the same nature as hysteria, and 
compares it to the symptoms produced by shell 
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shock, such as loss of memory, blindness, deafness, 
and deaf-mutism. Dr. Crile, of Cleveland, has shown 
that severe fright will produce in animals changes 
in the cerebral cells. Possibly the same may occur 
in man. _ 


THE MEDICAL INSURANCE AGENCY. 

A meeting of the committee of the Medical 
Insurance Agency, at which Dr. G. E. Haslip pre¬ 
sided, was held at the offices of the British Medical 
Association on June 15th. Allusion was made to the 
loss of a valuable counsellor in the person of Sir 
Frederic Hewitt, whose death had made a gap 
difficult to fill, and a letter of sympathy was sent 
to Lady Hewitt. The audited financial statement 
for the year 1915 and the chairman’s review of the 
year’s work were then submitted and approved. 
There had been an encouraging expansion of 
business under each head, the commissions on 
motor-car insurances having been specially good. 
A serious problem with which many medical men 
liable to military service and not already insured 
had been faced was solved for them by the success 
of the agency in inducing an office of high standing 
to accept assurances at more reasonable rates. Out 
of a total income from commissions of £1950 a 
sum of £838 had been returned to members 
insuring through the agency, yet still leaving £798 
available to divide in grants among various medical 
benevolent funds. £630 were thus distributed, 
double the sum of the preceding year. The medical 
profession as a whole may well take fresh note of 
this highly gratifying result. Insurance through 
the agency ensures not merely a rebate in 
reduction of premiums to be paid, but gives the 
member a share in conferring substantial benefit on 
the benevolent funds of his profession. The chair¬ 
man reported that up to the end of 1915 these 
rebates had amounted to £4530, and the sums dis¬ 
tributed for charitable purposes to a goodly total of 
£1700. He proposed the immediate distribution of 
a further £400 out of surplus earnings of the 
current year, and the committee decided to allot 
grants as follows: Royal Medical Benevolent Fund, 
£150; Royal Medical Benevolent Fund Guild and 
Epsom College Benevolent Fund, to each £100; 
R.A.M.C. Officers’ Benevolent Fund and The Lancet 
Special Fund, to each £25. The energy and business 
ability of the chairman and the staff of the agency 
continue to bear fruit. The secretary of the 
Medical Insurance Agency is Mr. Guy Ellis ton, 
429, Strand, W.C. _ 

'Kv t ;0 

THE CONTROL OF FOOT-AND-MOUTH DISEASE. 

Commenting on the report of the Diseases of 
Animals Act, 1 a correspondent calls attention to 
the evidence of good work done in checking 
the spread of foot-and-mouth disease at a time 
when exceptional difficulties stood in the way. 
The disease is communicable to human beings 
through the milk, which is either contami¬ 
nated by the virus from the vesicles, or itself 
directly contagious in the febrile stage of the 
disease. The fact that there were no cases of 
spread to children or adults through the milk 
shows the value of the preventive measures 
employed. Some adverse criticism was levelled 
against the policy of slaughtering all infected 
animals at a time when the country’s food-supply 
was restricted, but we think that the authorities 
acted wisely in so doing, as it is known that 


animals may recover from an attack and yet 
remain for some time carriers of the contagion. 
The practice of calling in neighbours in consulta¬ 
tion when animals are ailing is condemned, as 
infection may easily be carried on clothes and boots 
to fresh centres. _ 


THE SURGICAL TREATMENT OF BRONCHIECTASIS. 

Remarking that the surgical treatment of .intra- 
thoracic disease has been much facilitated during 
the last 10 or 12 years by the adoption of Sauerbruch 
and Brauer’s apparatus for operating under raised 
or reduced atmospheric pressure, Dr. J. H. Zaaijer, 
of Leyden, goes on to describe 1 his own experi¬ 
ence with bronchiectasis. His own apparatus is 
very simple, and is arranged so as to make the 
patient breathe air a little above the atmospheric 
pressure, thus preventing collapse of the lung 
should the pleural cavity be opened by accident 
or otherwise during the course of the operation. 
His experience extends to four patients with 
bronchiectasis and offensive sputum. The first of 
these, a woman, was ansBsthetised with chloroform, 
ether, and oxygen; the bronchiectasis was confined 
to the left lower lobe, and Dr. Zaaijer removed 
13 or 14 cm. of the sixth, seventh, eighth, ninth, 
and tenth ribs subperiosteally, the resection 
starting medial to the costal angle behind, thus 
allowing the lower part of the chest wall to fall in. 
The wound was sewn up and dressed, with the 
addition of a large pad of cotton-wool to produce 
collapse of the underlying lung tissue. The patient 
made a good recovery, and 11 months after the 
operation was well content with the improvement 
in her condition. The sputum averaged one ounce 
a day, having been four times as much before the 
operation, and was inoffensive, while the clubbing 
of her finger-tips had disappeared. The base of the 
left lung was collapsed and dull on percussion. The 
second patient, a sturdy man aged 21, had suffered 
much from cough all his life and had had offensive 
sputum for four years, with drumstick finger-tips; 
at 20 he had pneumonia and pleurisy. The sputum 
was extremely offensive, varying in amount from 
5 to 12 ounceB a day, and settled into three layers 
on standing. General bronchitis was present, and 
the left lower lobe was dull on percussion, 
while its lower margin behind was fixed. As 
in the previous case, medicinal treatment had 
been long tried without success, including 
intratracheal injections of gomenol (the essential 
oil from the leaves of Melaleuca viridiflora , 
nearly allied to oil of cajuput chemically). 
The patient was an&sthetised with chloroform, 
and 17 cm. were excised subperiosteally from the 
seventh, eighth, and ninth ribs, 13 cm. from the 
tenth on the left side, the resections beginning 
medial to the costal angles; the pleura was not 
injured. A large pad of cotton-wool was applied to 
drive the chest wall inwards at the area of opera¬ 
tion. The patient made a good recovery; the 
sputum sank to an ounce or less a day and became 
inoffensive. Four months later the patient caught 
a chill; he returned to hospital, bringing up some 
six ounces of offensive sputum daily. Medical 
treatment gave no relief, and a month later the 
site of the previous operation was opened up again. 
Subperiosteal resection of 21 cm. of the sixth rib 
was performed; the previously excised ribs had 
formed again as thick bony masses, and these were 
removed en masse together with their intercostal 


1 Txue Lahckt, June 3rd, p. 1134. 


1 Nederl. Tijdschr. voor Geneeak., Amsterdam, 1916,1., 651. 
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muscles, leaving the thickened pleura intact. In 
addition, 3 cm. of the periosteum of the sixth rib 
were dissected off with difficulty. The wound was 
dressed with a large compress firmly applied as 
before. A good recovery was made; four months after 
the second operation the patient was well, almost 
free from cough and expectoration, though the 
drumstick fingers remained unaltered; the use of 
the left arm was unimpaired, the upper lobe of the 
left lung seemed normal while the lower lobe was 
collapsed. Dr. Zaaijer’s third patient was a weakly 
woman aged 35, who had suffered from bronchiec¬ 
tasis from the age of 4. The right lung was most 
involved; under local anesthesia with novocaine 
from 11 to 20 cm. of the eleventh, seventh, eighth, 
ninth, and tenth ribs were removed subperiosteally, 
in that order. The pleura was not injured, and 
the wound was dressed with a large pressure pad 
tightly bandaged on. The wound healed satis¬ 
factorily, but convalescence was interrupted by an 
attack of pleurisy and pneumonia on the left side. 
Ultimately the result of the operation was good, as 
it caused collapse of the bronchiectatic part of the 
right lung. The fourth patient, a well-nourished 
woman aged 26, had had cough and offensive expec¬ 
toration, not relieved by medical treatment, for a 
year. The intratracheal injection of gomenol was 
tried, but the results were unsatisfactory. Opera¬ 
tion under local anaesthesia was decided upon. 
First the seventh, eighth, ninth, tenth, and 
eleventh ribs on the right side were resected 
subperiosteally in lengths of from 12 to 17 cm., 
starting behind their angles. Next the periosteum 
and intercostal tissues attached to these portions of 
the ribs were dissected off the pleura and removed. 
Finally, 17 cm. of the sixth rib were resected sub¬ 
periosteally and removed with their periosteum. 
The pleura was not injured. The wound was 
dressed and pressure was applied over the area of 
operation as in the previous cases. The patient 
recovered rapidly, and when seen four months after 
the operation was nearly free from cough, and well 
pleased with the success of the treatment. A large 
amount of the right lung showed signs of collapse. 
Dr. Zaaijer gives a long discussion of the various 
operative treatments that have been employed for 
the surgical relief of bronchiectasis. Among those 
he mentions are (1) pneumotomy, or incision of 
the affected parts of the lung, with or without the 
resection of the overlying ribs. Sauerbruch reported 
on 123 such cases in 1911, and found that 40 were 
cured, 7 improved, 33 unimproved, while 43 had died. 
Kbrte recorded 11 deaths among 15 patients. Many 
surgeons, including Sauerbruch, Kiittner, Graser, 
Meyer, and Quincke and Jehn, have reported 
favourable results from (2) thoracoplasty in bron¬ 
chiectasis, and Dr. Zaaijer’s own experience, 
recorded above, is in agreement with theirs. 
Forlanini’s method of producing (3) artificial 
pneumothorax has rarely been successful. Tuffier’s 
method of producing (4) extrapleural tamponage 
with paraffin, which should cause collapse of the 
adjacent lung, appears to have been tried without 
success in bronchiectasis by Lilienthal. Kiittner 
has reported a cure by (5) pneumolysis, or freeing 
the bronchiectatic lung tissue from its adhesions, 
followed by excision of ribs and removal of the 
diseased tissue; Garr6 has added to this operation 
(6) transposition of a part of the sound lung to take 
the place of the excised portion. In 1911 Stiirtz 
advised (7) section of the phrenic nerve on the 
affected side, or, better, resection of a part of it, 
in order to produce paralysis of that half of the 
diaphragm, which then rises high in the thorax; 


Sauerbruch reported two unsatisfactory results of 
this operation in 1914, in cases of bronchiectasis. 
In 1912 Bruns and Sauerbruch reported that in 
experimental animals (8) ligature of a branch 
of the pulmonary artery caused the trans¬ 
formation of the corresponding lung tissue into 
a firm mass of scar tissue; Meyer has put 
on record 11 cases in which this ligature was 
applied to human beings with bronchiectasis, 
and in some cases was followed by the resec¬ 
tion of ribs, with improvement if not with cure. 
Dr. Zaaijer thinks that this ligature may be 
a sound preliminary to a last surgical method 
of treating bronchiectasis, namely (9) excision of 
the diseased part of the lung. Such excision is 
usually fatal in the absence of pleural adhesions. 
It may be added that Meyer has recommended the 
intrapericardial ligature of the branches of the 
pulmonary artery. Dr. Zaaijer points out the 
various defects of all the operations he considers, 
and sums up in favour of extensive resection of 
ribs with their periosteum and the intercostal 
tissues as the best operation for the relief of 
bronchiectasis. After the operation pressure should 
be made over the area treated in order to secure 
the maximum degree of pulmonary collapse and 
compression. 


“SHUTTLE-KISSING” AGAIN. 

Nearly four years ago a Committee of the Home 
Office and the Local Government Board reported 
on the practice of “ kissing the shuttle ” for the 
threading of the loom in weaving-sheds without 
recommending legislation or regulations on the sub¬ 
ject, but relying on the publicity given so to stimulate 
invention and popular feeling that no drastic adminis¬ 
trative action would be found necessary after a few 
years. A paper read by Dr. A. Middleton Hewat, 
tuberculosis officer for Preston, before the North- 
Western Branch of the Society of Medical Officers 
of Health and printed in the May number of Public 
Health , shows that this insanitary practice still 
persists and is a source of danger to the cotton 
operatives. Dr. Hewat’s figures show a marked 
excess of tuberculosis notifications in female cotton 
operatives over those in adult females, excluding 
cotton operatives—4*3 per 1000 in the former, 
2*5 per 1000 in the latter, during 1915, and the 
difference was even more marked in 1914. Although 
the available figures do not as yet confirm it, he 
believes that pulmonary tuberculosis is also more 
prevalent among the male workers also. It is 
naturally difficult to get direct evidence of infec¬ 
tion from the use of looms soiled with tuberculous 
sputum, but Dr. Hewat is able to adduce a 
suggestive series of cases in which operatives with 
open tuberculosis remained for years at their work, 
sharing the same loom with a partner. Other con¬ 
ditions in the sheds conduce to tuberculous infec¬ 
tion, as the irritating dust tends to set up a 
bronchial and pulmonary catarrh which forms a 
suitable nidus for the tubercle bacillus. Pneumo¬ 
coniosis is admittedly frequent among the opera¬ 
tives, and striking evidence of the amount of dust 
which must be inhaled in shuttle-kissing is afforded 
by the quantity found in the filter of a mechanical 
kisser after a few days’ use. It is evident from 
Dr. Hewat’s observations that the praotice has not 
disappeared in the way which had been hoped for, 
and that administrative action may be necessary to 
enforce the installation of mechanical means for 
the threading of the looms. 
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ANNUAL REPORT FOR 1914 OF THE 
REGISTRAR-GENERAL. 1 

By John F. W. Tatham, M.A., M.D.Dub.. 

F.R.C.P.Lond. & Irel., D.P.H., «fcc., 

LATE 8UPERIXTJUtDKXT OF STATISTICS, GENERAL REGISTER OFFICE. 

I. 

The salient points in this report were given in a leading 
article in The Lancet of April 29th, but the importance 
of the statistics of population warrants a more elaborate 
notice of this great official document on the subject. 
The public has been impelled by the force of the dread 
circumstances in which we live to respect the argu¬ 
ments of figures, and medical men day by day make more 
frequent appeal to these arguments. Several new statistical 
tables, mostly very elaborate, based on the Census of 1911, 
have appeared in the reports since that year, and must have 
entailed much labour. Relating to a long series of years 
these tables are essentially summaries, and their reappear¬ 
ance in this report has been deemed unnecessary. For refer¬ 
ence these tables will be found practically indispensable. 
Conformably with former practice prominence will be given 
here to matters specially interesting from a preventive point 
of view, and in dealing with obscure points advantage will be 
taken of the summaries referred to. 

Birth-rates and Fertility . 

The crude birth-rate or ratio of births to total population 
is the ordinary form of statement where the object is to 
ascertain the net result of various factors concerned in repro¬ 
duction. It expresses the sum of influences governing the 
rate at which a community is reproducing itself, and there¬ 
fore furnishes, in association with the death-rate, a ready 
means of estimating the natural increase of a population. 
For the measurement of human fertility the crude birth-rate 
is the only form of statement available; but as the fertility 
of mothers is only one of several factors determining the 
rate of reproduction it cannot be relied on as a perfect test 
of the fertility of a oommunity—i.e., of its rate in proportion 
to opportunity of reproduction. The crude birth-rate varies 
with the proportion of females married and unmarried. 

A table in this report shows the changes in the proportion 
and in the age constitution of the married females living at 
the dates of the last five censuses. The first change consists 
in the larger proportion of women of child-bearing age in 
the entire population ; the second in the proportion of these 
who are married ; the third in the increasing average age of 
married women under 45 years old. The first of these 
changes makes for increase of the rate of birth, the last two 
for its decrease. Unfortunately, our birth registers contain 
no record of the age of parents ; consequently no data being 
available concerning fertility at different ages, it is impossible 
to determine the effect on the birth-rate of increase in the 
age of potential mothers. The effect of decrease in the 
fertility of English wives—due partly to their greater 
average age, but largely, no doubt, to deliberate avoid¬ 
ance of pregnancy—is masked to some extent by the 
net result of other changes in the composition of the 
population. 

The most noticeable features in this table are : (1) the fall 
in the proportion of marriages to marriageable persons, and 
(2) the evidence of postponement of marriage by women. 
The proportion of women at fertile ages who are married 
was higher at the last census than in 1901, but the propor¬ 
tion of these had fallen at three out of the four stages into 
which the period of human fertility is divided. The latter 
change results from the postponement of marriage. When 
we reflect on the extent to which fertility diminishes with 
advancing age, it is evident that this change of itself must 
have appreciably reduced the birth-rate. The highest rates 
in 1914 occurred in Wales and the next highest in the North 
of England, while the rates in the South were by far the 
lowest. These variations depend upon real differences of 
fertility, for when allowance is made for variations in the 
proportion of women and of married women of fertile ages 
they are still apparent. 

^W^nmn and Sons, Fetter-bine. [Cd. 8206.] Folio pp. 682. 


In the year under notice the rate of illegitimate fertility 
expressed, as it ought to be, in proportion to the unmarried 
and widowed female population aged from 15 to 45 years 
was 7 7 per 1000. Thus computed, the fall in illegitimacy 
since 1876-80 was equal to 46 5 per cent., whilst it did not 
exceed 10*5 per cent, when the illegitimate were compared 
with the total births. Stated in relation to unmarried 
women of conceptive ages, illegitimate births were most 
frequent in Wales and least so in the South of England. 

Mortality in Infancy and Childhood. 

In times gone by the progress of preventive medicine has 
been materially hindered by the lack of concerted action 
between the State departments charged with the oversight 
of public health administration. For many years sub¬ 
sequent to the establishment of the General Register 
Office in 1837 no attempt was made to coordinate 
the work of its medical department with that of the 
Local Government Board, the two departments having 
acted independently even in statistical affairs obviously of 
mutual concern. Fortunately all this is now changed; 
henceforward the principle of collaboration will be observed 
between these authorities. The Registrar-General has 
expressed his desire to reach agreement with the Local 
Government Board for the establishment of an identical 
policy in these matters, and incidentally has exposed the 
absurdity of duplicating statistics for the same areas neces¬ 
sarily in discord with each other. Nor are the above the 
only authorities whose good offices in this direction may be 
hoped for. The action of the Board of Education and of the 
Home Office in providing for the instruction of the people 
and for the regulation of factory labour may assuredly be 
included. All these things are of happy augury for the 
future. Coordination in the administrative details of public 
health and elementary education has always been contended 
for in The Lancet, and it is gratifying to learn that such 
representations are at length receiving official attention. 

Among former advocates of departmental cooperation 
the name of Sir W r illiam Power will be remembered 
for his efforts to improve the infant mortality returns 
required by the central authority from medical officers of 
health. In the year 1905 for the first time the official 
report gave the number and causes of the deaths occurring 
locally in each of the first four weeks and in each of the 
11 succeeding months after birth. Following similar lines, 
Dr. Arthur Newsholme has substantially advanced our 
knowledge of the subject in an elaborate series of studies 
on mortality in infancy and childhood. Previously, the 
question of infant mortality being under discussion, 
the rate was specified without distinction of sex, cause, 
or locality. In this report there are tables showing for 
each geographical division of England and Wales the rela¬ 
tive mortality of each sex at ages under one month, and 
in successive trimesters of the first year. From these it 
appears that whilst the death-rate of boys under one year 
amounted to 116 per 1000, it did not exceed 93 among girls. 
Moreover, at each division of the first year male mortality 
was higher than female, but this was exceptionally true 
in the first four weeks after birth. 

In the present and in recent previous reports the com¬ 
parison of mortality has been extended to children np to 
school age—i.e., to the end of the period of exclusively home 
influence. In the report for 1914 the mortality in the 
second year of life is set forth in a table, and another 
gives the mortality between the ages of two and five years, 
whilst a further table shows the survivors per 10 000 births 
in each geographical area. The range of variation in the 
second year of life is much greater than in the first. It 
extends from 11*72 in the rural districts of the South to 
55*72 in the county boroughs of the North ; the chances 
of survival during the second year of life in the latter being 
not much greater than those during the first year of life 
in the former. In each class of area mortality increases 
without exception, from south to north, and from rural areas 
to large towns in all parts of England. 

From the cumulative results of mortality shown in the 
report it appears that of the children born in the northern 
county boroughs 21 per cent, may be expected to die before 
completing their fifth year, while in the rural districts of the 
south the expected proportion is only 9 per cent., or less than 
half of the other. Judging by the experience of the last four 
years there is no class of area in the south, outside London, 
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which does not rear a larger proportion of its children than 
do even the rural districts of the north. 

Effective Fertility. 

In the report for 1913 there appears an interesting table 
(not repeated in the present) in which comparison is carried 
a stage farther by stating the combined effect of the fertility 
and early mortality of each population ; in other words, by 
showing the extent to which it prodaces and rears children. 
The result may be regarded as its “ effective fertility,” and 
gives some indication of the degree in which suocess in 
preservation of young lives is likely to compensate for failure 
in their production. 

The greatest effect of successful life preservation in com¬ 
pensating for its non-production is naturally shown by com¬ 
parison of the county boroughs of the North of England with 
the rural districts of the South. And it is noteworthy that 
while the birth-rate of the former was 25*9 against 19‘4 in 
the latter, this difference would be reduced at age 5 to that 
between 20*7 and 17*6, the survivors per 1000 living in each 
case. The advantage in regard to birth-rate held by the 
large towns in 1913 was still maintained on the attainment of 
the fifth year. The advantage in regard to fertility , on the 
other hand, was held by the rural districts (the higher birth¬ 
rates of the towns being accounted for by their higher propor¬ 
tion of women of conceptive age), and this advantage became 
gradually accentuated by their more favourable mortality ex¬ 
perience. However stated, the fertility of Wales exceeds that 
of England, and this has been the case in each of the three 
years 1911-13. The survivors at age 5 in Wales exceed 
the births in the south of England in each of the geo¬ 
graphical areas, and the smaller towns of the principality 
approximate most nearly to the old-fashioned standard of 
birth-rate. 

Cannes of Infant Mortality . 

In the tables published since the Census year infant 
deaths have been shown in the first month and in each 
trimester of the first year after birth. The mortality has 
also been recorded at the successive age-groups in each 
of the five geographical divisions of England. 

In 1914 infant mortality showed a decrease on that of the 
preceding year from all the principal causes except whoop¬ 
ing-cough. The summer of that year was drier and warmer 
than that of the preceding year, nevertheless the mortality 
from diarrhoeal diseases fell from 19*3 in 1913 to 17*4, 
although the rate was still more than double that obtaining 
in 1912, when it was only 7*72 per 1000 births. The 
mortality from tuberculosis in 1914 fell to 2*86 per 1000 
births, and was the lowest recorded except that of 1912. The 
fall noticed in the previous year’s report in the mortality 
from tuberculous meningitis was maintained, the rate being 
0*99, the lowest in the table. There was, however, a 
corresponding rise in the loss of life from other forms of 
meningitis. The mortality from the indefinite group of 
wasting diseases was the lowest since 1890. The loss of life 
due to premature birth and congenital defects was about 
equal to the average of recent years, during which it is 
probable that many deaths have been returned under this 
heading which would formerly have been attributed to 
atrophy. 

The tables show that the mortality of male infants was 
25 per cent, higher than that of female, and this is true of 
most of the causes except whooping-cough. The excess in 
the death-rate of males was greatest in the second and third 
months of life, thereafter regularly decreasing. Infant 
mortality in the urban areas exceeded that in the rural by 28 
per cent., but this excess was very unevenly distributed over 
the several age-groups, being only 6 per cent, in the first 
mohth, whilst it rose to 49 per cent, at 9-12 months. The 
chances of survival differ but little in town and country, but 
the noxious influences of town life soon come into play, 
making themselves increasingly apparent as the first years of 
life piogress, and being especially noticeable in the second 
and third years, when the urban excess generally approaches 
100 per cent. 

The harmful effect of urban residence is conspicuous in 
the case of respiratory diseases generally, but especially so 
in regard to diarrhoea, the mortality from which disease in 
the towns was nearly twice as high as in the country. 
Syphilis shows an even greater variation with urban condi¬ 
tions, the mortality in the country districts, whether among 
legitimate or illegitimate infants, being about a quarter that 


of the towns. It is most fatal in the first month after birth, 
and afterwards progressively less so. Overlying is another 
cause of loss of infant life that is particularly common 
in great towns, the deaths from this cause being four times 
more numerous in London than in the rural parts of England. 
The mortality unsatisfactorily ascribed to ‘ 1 convulsions ” was 
in London only about half that reported in the rest of the 
country. This accords with the opinion previously expressed 
concerning the superiority of death certification in the 
metropolis. It has often been insisted that this indefinite 
term, the use of which continues to show decline, should 
only be employed when the condition causing convulsions 
cannot be ascertained. 

(To be concluded.) 


THE BRITISH DENTAL ASSOCIATION: 
ANNUAL MEETING. 


War Injuries and Gunshot Fractures of the Jaws. 

The annual meeting of the British Dental Association 
this year was entirely given to the consideration of practical 
problems connected with jaw injuries received during the 
war. Mr. W. H. Dolamore (London), the President of the 
Association, delivered an address, to which we call attention 
in a leading article. 

Upon the first day 

The Early Treatment of Gunshot Iracture of the Jaws 
was considered. 

Dr. V. H. KazanJIAN (Harvard Surgical Unit, B.E F.) 
was the principal speaker. He remarked that the condi¬ 
tions of the present-day warfare have caused an enormous 
number of injuries to the head, face, and jaws. These may 
be of such a nature as to lead to death soon after admission 
to a general hospital. Dr. Kazanjian’s experience is that 
the more common causes of these fatalities are : 1. Secondary 
haemorrhage, particularly in cases where the path of the 
bullet is in the vicinity of large vessels. 2. Extensive 
inflammation and suppuration in the mouth, which, extending 
to the air passages, may cause septic pneumonia. 3. Ex¬ 
tensive fracture of the upper jaw, which may involve the 
cranial bones and lead to intracranial infection. There are 
also a certain number of cases in which, owing partly to 
unavoidable causes and partly to lack of treatment, the 
following complications have been seen : The infection in 
the mouth may spread and cause necrosis and unnecessary 
additional loss of tissue. In treating patients who have 
fractures of the maxill® the presence of dangerous illness 
may be the first consideration. As soon as the general 
physical condition warrants it, the proper steps are taken to 
re-establish normal function of the jaws and to reduce 
possible deformities of the face. The treatment adopted at 
the general hospital, where the men usually arrive within 
three or four days after receiving their wounds, is as follows. 
The patients are put to bed and given a complete rest. Free 
drainage is established from the external wounds; hypo- 
chlorous acid dressings with hot fomentations are applied to 
reduce suppuration and inflammation. Except in cases of 
secondary haemorrhage or other urgent complication no 
attempt to suture soft parts or to set the bones, nor indeed 
to do any operation, is undertaken, until the initial shock 
and weakness have disappeared. Great attention is paid 
to the local condition of the mouth, the gums and 
teeth being painted with tincture of iodine ; hourly douches 
of hydrogen peroxide and other antiseptic fluids are used. 
To facilitate the removal of pus, sputum, and dried secre¬ 
tions from the nose and mouth the parts are sprayed with the 
following solution : 01. menth. pip., rnss; liq.. oresolis sap. 
ntij ; paraffin, liq. Jj. Accumulations of tartar upon the 
teeth are thoroughly removed. At times the mouth wounds 
are packed with iodised gauze, which is changed very 
frequently. Excessive dribbling of saliva is overcome by the 
use of small hand pumps (or saliva ejectors) which the 
patient is instructed how to use. With regard to diet, the 
patients have generally to be fed upon liquid food, adminis¬ 
tered'by means of a tube carried far back into the mouth 
or into the oesophagus if necessary. Nasal feeding is 
never used, and rectal feeding only rarely resorted to 
Patients fed in this manner sometimes lose weight for a 
week or two but after that steadily gain, even if a fluid 
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diet must be adhered to for a month or two. The operative 
procedure is as follows. Wherever possible the patient is 
given a rest of several days’ duration before operation. At 
the operation, in addition to the removal of particles of 
shell or bullets, septic and broken teeth and loose 
portions of bone are removed. Regarding haemorrhage 
during the operation, the path of the projectile should be 
carefully considered in order that all possible sources of 
haemorrhage may be recognised beforehand. Dr. Kazanjian 
has invented a very ingenious holder for controlling haemor¬ 
rhage from the lingual artery; it consists of a piece of heavy 
wire about 8 or 10 inches long, bent to a U shape, with a 
finger of modelling composition or vulcanite rubber on each 
end. One end is placed in the floor of the month and the 
other externally under the chin, between the hyoid bone and 
the lingual side of the mandible, and the tissues are pinched 
at the site of fracture by the use of elastic bands about the 
clamp. Dr. Kazanjian also showed many ingenious splints 
and devices for supporting the soft tissues and hard parts. 
Extensive use is made of local anaesthesia to diminish the 
pain in fixing splints, &c. For these purposes the nerve¬ 
blocking method is chiefly employed. 

Splints and Appliances. 

Upon the second day the subject of appliances and 
splints was dealt with by Mr. Montagu F. Hopson, who 
spoke upon the Reduction of Displaced Portions of Bone 
by Immediate and Gradual Methods and the Retention 
of Parts in Normal Position during the Period of Union. 
Mr. Hopson observed that everyone is agreed that the earlier 
some sort of splint is applied the better, and that experience 
has proved that the after-treatment is often much hampered 
by the injudicious application of external pressure by 
bandaging and by the premature suturing of wounds of the 
soft parts unless some form of intra-oral splint is inserted to 
maintain the fragments of fractured bones in approximately 
their normal relations. For immediate use in the field he 
suggests the well-known Hammond wire-splint, or in 
favourable cases bands clamped upon the teeth and united 
with wire bows or ligatures. These splints should always be 
replaced as soon as the patient arrives at the nearest 
hospital. As a general rule, it may be said that where 
there are firm teeth in each fragment a fixed splint is the 
more useful; on the other hand, where one or more frag¬ 
ments are devoid of teeth, a removable apparatus is often 
called for, and this may be of necessity of an inter-dental 
form, using the sound jaw as a basis against which the 
fractured fragments of the opposite jaw may be steadied. 
Mr. Hopson considers that splints should be constructed to 
conform, as far as possible, to the following general rules : 

(1) Simplicity ; (2) a fixed splint should be aseptic and easily 
cleaned by irrigation ; (3) sites of fractures, compound to 
the mouth or through an external wound, should be 
uncovered, both for drainage and for free irrigation ; (4) 
a splint that of necessity covers soft tissues should be 
removable for cleaning ; (5) splints with extra-oral attach¬ 
ments should be avoided, so far as possible, as they add 
to the discomfort of the patient. 

Mr. J. E. Spiller (London), speaking upon 

The Restoration of Lost Parts by Prosthetic Apparatus , 
described the method adopted by Claude Martin, of Lyons, 
for the construction of part of an artificial jaw in 
vulcanite or metal. The advantages claimed by Claude 
Martin in favour of immediate replacement of lost parts 
by artificial appliances were : (1) Diminution of sepsis; 

(2) fixation of the fragments ; (3) prevention of retro¬ 
cession of the tongue by temporary suture to the 
apparatus ; (4) the almost immediate aid to mastication, 
deglutition, and speech ; (5) the maintenance in position of 
the soft parts and the prevention of cicatricial bands; 
(6) suppression of the constant escape of saliva. Mr. Spiller, 
however, considers that Martin did not foresee (1) the large 
amount of sepsis and infection which are invariably present; 
(2) the frequency of destruction of a large amount of the soft 
tissues ; (3) the advances in surgical methods, especially in 
bone-grafting. He pointed out the importance of having a 
firm scaffolding around which soft tissues may be built or 
bone grafted in, and considers that dental appliances for 
this purpose should be readily removable by the wearer for 
cleansing purposes ; that they should cause no irritation or 
destruction of the remaining tissues ; that the construction 
should be as simple as possible to facilitate repair at any 
subsequent time. 


Dr. G. Villain (Paris) read a paper upon 

The Physiological Treatment of Fractures and Dislocations. 
He pointed out that if a fractured jaw was to perform its 
normal function and not merely to be united in any position, 
a state of muscular dynamic equilibrium must be restored. 
Dr. Villain considers that mandibular fractures should be 
classified according to the causes or sources of irregularity 
—for example, post-elevators, inter-elevators, pre-elevators, 
with or without loss of substance. The study of these forces 
includes the investigation of the resultant of each group of 
forces: lowering, elevation, protrusion, retraction, lateral 
movement; then the examination of the resultant of forces 
in the combined action of all the masticatory muscles at ‘die 
moment of trituration of foodstuffs. One of the examples 
given was that of a pre-elevating unilateral left fracture 
with loss of substance. In considering the resultant of 
forces brought to bear upon such a fracture one understands 
why it is that in closing the mouth the extremity of the 
large fragment rises more rapidly than the centre of this 
fragment, obliging the patient to bite in two movements— 
first movement, the mandible rises, pivoting on the left, 
condyle, the teeth on the edge of the fracture-line obtain 
contact with their antagonists ; second movement, the jaw 
pivots partly round this point and partly round the right 
condyle in order to ensure the occlusion of the intermediary 
teeth then making contact with their antagonists. Dr. 
Villain’s paper was fully illustrated by pictures and diagrams, 
and will probably form a permanent contribution to our 
knowledge of this subject. 

The afternoon of this day was given to the consideration of 

The Restoration of Lost Portions of the Jan by Surgical Means. 
Bone-grafting was the topic round which the discussion 
ranged. In opening it the President spoke of the con¬ 
troversy which had arisen as to the function of the peri¬ 
osteum in the formation of new bone. He quoted experi¬ 
ments conducted in Germany by Axhausen to solve this 
problem. Axhausen found that living bone entirely 
derived of its periosteum became encysted, and that the 
life of the periosteum and medulla and the formation of 
new bone depended upon the ease with which the 
lymph could reach the cells. Nothing prevented this 
more than muscle fibres left on the bone ; the thickness 
of the fibrous layer of the periosteum was also of great 
importance. At the cut margins of the periosteum the 
cells are immediately in contact with the lymph, whilst 
elsewhere this must first penetrate the fibrous layer before 
reaching them ; also, the newly formed vascular tissue early 
brings to them the nourishment essential to productive 
activity. Hence at these cut margins there is rapid cell 
multiplication and early bone development. Therefore it is 
advised that long incisions should be made through the 
covering periosteum of a graft, especially where the fibrous 
layer of the periosteum is thick. Axhausen considers that 
if the ends of the graft are pointed infection is more likely 
to occur than in cases where it is fixed by a wire suture. 

In view of the interest aroused by McEwen’s work in 
this country these statements were very interesting. In 
the resulting discussion, while some speakers reported 
successful cases of bone grafts and all desired to see the 
method more widely used, on the whole the feeling seemed 
to be that up to the present time the results obtained were 
rather disappointing. 

On the third day Mr. J. F. Colter (London) opened a 
discussion upon 

The Treatment of Ununited Fracture and Malunion. 

He said that most of the cases which came under his 
care were those of non-union or malunion, and that it 
was his routine practice to have the cases radiographed 
immediately upon entry into the hospital and to examine 
them carefully for any possible septic foci. In his experience 
non-union is usually due to (1) sepsis ; (2) undue mobility ; 

(3) presence of foreign bodies in the wound ; (4) loss of 
substance. In order to diminish sepsis and to lessen the 
risk of subsequent infection it is Mr. Colyer’s practice to 
remove the tooth on either side of the fracture. He exhibited 
skiagrams in which it was clearly shown how easily organisms 
or their toxins may pass down the periodontal membrane 
and keep up infection in the bone, and he also quoted 
cases, which had been under treatment at various hospitals 
for many weeks without union occurring, in which bony 
union speedily ensued after the removal of septic teeth. 
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Mr. Colyer has often found that septic teeth lead to a 
spreading osteomyelitis. In treatment he always endeavours 
to obtain bony union, if necessary re-establishing occlusion 
by means of dentures at a later stage ; the aim in treatment 
should be to fit men to return to military duty as speedily as 
possible. With this object, in the cases where there has 
been loss of bony tissue in the horizontal ramus, Mr. Oolyer 
extracts the upper molar teeth and allows the ascending 
ramus on the affected side to swing forward and to unite 
with the horizontal ramus. This treatment results in firm bony 
union and restoration of good masticating power at the expense 
of a shortening of the horizontal ramus upon the affected side 
which is so slight as to be very little noticeable. With 
reference to appliances, Mr. Colyer avoids the use of 
wire splints and ligatures which may irritate the gum. He 
has made use of double metal Gunning splints, sometimes 
allowing them to be removable and sometimes fixing them 
with a good antiseptic cement, such as the oxyphosphate of 
copper. In reducing displacements he makes use of these 
metal splints, adjusting the upper and lower splints in the 
mouth so that the tissues are stretched and the displacement 
is partly reduced. A period of rest follows, and then the 
splints are again adjusted and the parts stretched until their 
normal relationship has been attained. 

Captain H. M. Holt, R.A.M.O., read a paper on 

Diet . 

Captain Holt said that diet should be considered from two 
standpoints— (a) the nutritional value of the food supplied ; 
(b) the mechanical use of such food as an auxiliary in 
restoring the natural movements of the jaws. For this 
purpose four diets have been introduced, leading the patient 
on from a fluid to a solid diet. A diet is fluid, the regulation 
milk diet and beef-tea diet forming its basis, and such 
extras as arrowroot, cornflour, and semolina are introduced to 
give variety. B diet consists of minced foods, C of stewed 
foods. Beef, mutton, and stewed rabbit are mixed with 
finely minced vegetables and potatoes. The object of 
this diet is to bring gradually into work the muscles attached 
to the jaws without bringing too much strain to bear upon 
the freshly united bone. D diet is the ordinary diet of 
military hospitals; in using it a gradual transition from 
boiled to roast meats is carried out. 

In addition to the papers there was an interesting museum 
containing appliances for supporting fractured jaws, torn 
soft parts, skin flaps, &c. This museum, which is at the 
house of the Royal Society of Medicine, Wimpole-street, 
remains open until Saturday, June 24th, and is well worth a 
visit. 

Demonstrations were also given showing the restoration 
of lost parts by means of sculptural methods, by Lieutenant 
Derwent Wood, A.R.A., and by means of modified gelatine, 
by Dr. Pont (Lyons) and Mr. H. Baldwin (London). Some 
of the reproductions of soft parts by these means are to be 
seen in the museum. 


NOTES FROM INDIA. 

(From our own Correspondents. ) 

The Bombay Medical Act. 

Among a variety of subjects recently discussed by the 
Bombay Legislative Council was an amendment introduced 
in the Bombay Medical Act allowing the Poona municipality 
to continue its aid to an Ayurvedic dispensary which had 
been in existence for years in that town. The Collector’s 
ruling that under the Act it could not be supported out of 
the public funds had caused much dissatisfaction, and led 
to an animated debate in the council on the comparative 
merits of the indigenous and the Western systems of 
medicine. One honourable member flippantly observed that 
both the systems cured as many as they killed, adding 
that people managed to live in the old days, before 
the introduction of Western medicine, about as well as 
they did now. The fervour with which the indigenous 
system was upheld by several Indian members of the 
council is truly patriotic, but there is only one Ayurvedic 
dispensary aided by a municipality in Western India. The 
Government seem to have strong internal doubts as to its 
value. But it is very popular with the multitude, and there¬ 
fore they have agreed to make a concession to popular 


feeling by a modification of the Act, ensuring it the con¬ 
tinuance of municipal aid. It is as well, says the Advocate 
of India , that the Government have refrained from making 
the alteration in the law so comprehensive as to render it 
applicable to all Ayurvedic or Unani dispensaries that a 
municipality might choose to help, as a provision of this 
nature would have operated against the real well-being of 
the public. 

Bombay Presidency Hospital. 

Lord Willingdon, as President of the Bombay Branch of 
the Imperial Indian Relief Fund, has received the following 
letter from General J. G. Maxwell, Commanding the Forces 
in Egypt, regarding the work of the Bombay Presidency 
General Hospital:— 

Your Excellency,— I cannot let the Bombay Presidency General 
Hospital return to India without expressing our grateful thanks for 
the services of this excellent unit. On Jan. 18th, 1915, this hospital 
of 500 beds arrived in Alexandria. On Feb. 86th, the first patients. 
50 Indians from overseas, were admitted. On March 9th the hospital 
was temporarily converted for Europeans and utilised for the 
reception of Australian patients. On March 23rd the hospital was 
temporarily lent to the French military authorities, and remained 
a French hospital from that date until August 27th, 1915, when it 
again became British. In March it was expanded by 100 beds, 
and in July by 200 more, but as a matter of fact the number 
of beds was 875. During the period the hospital was opened it 
has from time to time received Indian patients from overseas 
and those operating in Egyptian territory. From the opening 
of the hospital until March 10th, 1916, the following patients 
were admitted: Indian, 1410; British, 1838; Australians, 498; New 
Zealanders 75; French, 1641; Russians, 3; total, 5463. The average 
number per day was 411 and the largest number on any day 873. The 
largest number admitted on any one day was 362 (August 25th, 1915). 
The above constitutes an Imperial record which the Presidency may 
well feel proud of. and I will bo obliged if you will kindly convey this 
letter with our thanks to the committee for their patriotism in allowing 
a hospital destined for Indian patients to be used so freely for Imperial 
purposes. 

Motor Ambulances from the United Provinces. 

The United Provinces Special War Fund has already made 
such good progress that his Honour Sir James Meston has 
felt justified in consulting Sir John Hewett at home as to the 
steps necessary for purchasing on behalf of the people of 
the provinces a fleet of 50 ambulance cars. 

Health of the British Troops in Delhi. 

There have been a few cases of small-pox among British 
troops in the Delhi garrison ; otherwise the health of Delhi 
city is good. 

May 30th. __ 


ROYAL MEDICAL BENEVOLENT FUND. 


At the last meeting of the committee, held on June 6th, 
18 cases were considered and £190 were voted to 17 of the 
applicants. The following is a summary of the cases 
relieved:— 

Widow, aged 40, of L.R.O.P. Edln. who practised at Cliffoney, co 
Sligo, and died in 1912. After her husband’s death applicant opened a 
sweet shop in a Scottish town, and managed to get on until she had to 
undergo an operation In May, 1915. Tbe Fund then made her a grant 
of £10. In April, 1916, her shop was blown up by a bomb from a 
Zeppelin, and all her stock and furniture destroyed, and she was not 
Insured. Now wants help to re-establish herself. Voted £15.—Widow, 
aged 45, of L.R.C.P. Edin. who practised in the East-End of London 
and died In December, 1915. Applicant is partially paralysed, and was 
left practically unprovided for at her husband’s death, and has 
had to live on the small sum the practice realised, of which only 
about £70 is left. Has one son aged 6 years. Has no home, and is 
staying with relatives who have promised to give all they can, which 
only amounts to £13 per year. Voted £10, In two Instalments.— 
Widow, aged 38. of L.S.A. Lond. who practised In North London up to 
a few years ago and latterly, and up to his death in March of this 
year, has been taking locums. Applicant was left unprovided for with 
live daughters, aged 17 months to 10 vears, and at present they are 
staging with her mother, who cannot afford to keep them. Applicant’s 
furniture is in store with a large debt owing on it. If she could get her 
furniture she hopes to be able to make a living by taking in boarders. 
Only income £12 per annum, from a relative. An immediate special 
grant of £5 has been given, and the Guild are already investigating 
the case. Voted £12 in 12 instalments.—Widow, aged 61, of M.R.C.Sl 
Eng. who practised at Whitechapel and died in 1913. Applicant’s only 
income is £28 per year, the income from the investment of a life in¬ 
surance. and 3s. per week from a son. Son-in-law T used to help by 
paying the rent, but. owing to the war has had to discontinue this, so 
applicant is in great difficulties. Voted £12 in 12 instalments.— 
Widow r . aged 64, of M.D. Glasg. who practised at Glasgow and died 
in 1908. Applicant w-aa left totally unprovided for, and has tried 
to make a living by taking in lodgers, but recently has been 
unsuccessful, and during the last year has only received £20 
from this source. Only other income £22 from other charities. 
Relieved twice, £24. Voted £12 in 12 Instalments.—Widow, 
aged 51, of L.S.A. Lond. who practised at Leicester and died in 
1910. Applicant was unprovided for. with two daughters now 21 and 
22 years of,*age, and a son now aged 14. The girls are now both working. 
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and pay their mother £1 16*. per week for their board and lodging* 
Applicant's health is bad. and she is only able to earn a little by needle* 
work. Owing to the high price of food finds It difficult to get on. 
Believed four times, £46. Voted £12 in 12 instalments.—Widow, aged 
58, of M.R.O.S. Eng. who practised at Enfield and died in 1905. Only 
income £37 from property, and £40 from friend. Has two daughters, 
one married, and the other a permanent Invalid. Believed five times, 
£25. Voted £5.—Daughter, aged 64, of M.R.C.S. Eng. who practised at 
Lydney and died in 1880. Applicant lost all her income through the 
action of a trustee. Only permanent Income now outside help from 
the Fund a R.U.K.B.Assoc, pension of £21. Relieved ten times, £104. 
Voted £12 in 12 instalments.—Daughter, aged 52, of M R C.S. Eng. who 
practised at Box and died in 1894. Is a permanent invalid. Lives with 
two sisters, only one ‘of whom is able to earn a little as a companion, 
and the other has help from the Fund and Guild and another 
charity. Relieved five times, £66. Voted £12 in 12 instalments.— 
Daughter, aged 77, of M.R.C.S. Eng. who practised at Hackney and 
died in 1859. Applicant lost all her capital through bad investments 
by trustees, and is now dependent on friends who provide £55 per 
annum. Relieved four times, £51. Voted £15 in 12 instalments.— 
Daughter, aged 64. of M.R.C.S. Eng. who practised at Liverpool and 
died in 1885 Applicant was left unprovided for. and acted as matron 
of a private home for many years at a small (salary, and was unable 
to save, and fiad to retire after 60 years of age, and is now too 
old to undertake work. Has recently been elected to a pension 
of £30 from another charity. Relieved twice. £20. Voted £12 in 12 
instalments.—Daughter, aged 67, of M.R.C.S. Eng. who practised in 
London and died in 1890. Applicant and two sisters were left unpro¬ 
vided for, but have tried to earn a living by taking in boarders and 
teaching, but of late have not been successful, and the house and 
furniture are in a bad state of repair. One of the sisters is also 
in receipt of help from the Fund. Voted £12 in 12 instalments.— 
Widow, aged 69, of M.R.C.S. Eng. who practised in Jamaica and died 
in 1884. Was left totally unprovided for at husband’s death. Has 
three children, but none able to help. Only income a pension of £26 
from a society in Jamaica and occasional help from her brother. 
Health very bad. Relieved 11 times, £75. Voted £12 in 12 instalments. 
—Daughter, aged 59, of L.S.A. Lond. who practised at Long Sutton and 
died in 1879. Only income £25 per annum from dividends. Acts as 
housekeeper without salary so as to keep together the home for the 
children of her late employer. Relieved once, £12. Voted £12 in 12 
instalments.—Widow, aged 55, of M.R.C.S. Eng. who practised at 
Stockton-on-Tees and died in 1897. Applicant was left without means 
with two young children, one of whom is now in the army, and a 
daughter who is a clerk and pays 12 s. a week for board and lodging. 
Has an army allowance of 7s. per week from son. Applicant 
acts as caretaker at a shop, so lives rent free. Health very 
indifferent. Voted 12 times, £106. Voted £9 in 12 instalments.— 
Widow, aged 60. of L.R.O.P. Bdin. who practised at Streatham and 
died in 1913. Was left entirely without means, and endeavours to 
make a living by taking in paying guests, but has not been successful 
recently. Receives a little help from friends. Relieved three times, 
£24. Voted £1, and her case referred to the Guild for a report.— 
M.R.C.8. Eng., aged 49, who practised at Wigan and abroad. Health 
became thoroughly undermined when abroad and he bad to be sent 
home, and has not been able to work since. Lives with an aunt who 
cannot afford to keep him. Relieved twice, £20. Voted £5 and 
referred to the Guild. 

Subscriptions may be sent to the honorary treasurer, 
Dr. Samuel West, 11, Chandos-street, Cavendish-square, 
London, W. 


THE SERVICES. 


Royal Army Medical Corps. 

Temporary Lieutenants to be temporary Captains: H. 
Catling and A. Griffiths. J. W. Strothers to be temporary 
Captain. 

E. A. Bell to be temporary Honorary Captain whilst 
serving with No. 5 British Red Cross Hospital. 

Lieutenants of the Canadian Army Medical Corps to be 
temporary Lieutenants: H. 8. McSorley, G. H. Clement, 

G. To. Archer, B. W. Mosher, P. Nase, G. O. Hutchinson, and 
E. E. Bryans. 

Temporary Honorary Lieutenants to be temporary Lieu¬ 
tenants : L. ap I. Davies, V. R. Hirsch, and T. Anwyl-Davies. 

To be temporary Lieutenants: A. A. Halliday, A. W- 
McGregor, C. Harris, T. B. Shoo lb read, H. G. A. Haynes, 
J. F. Walsh, A. Wood, W. G. Johnstone, B. C. Haller, 3. N. 
Babington, M. J. Ahern, C. J. Todd, A. Finlay. H. A. Colwell, 
J. C. McMillan, L. Blake, H. J. Davidson, W. H. Harvey, 
E. Connell, H. H. O’Heffernan, H. L. Shelton, V. L. 
Connolly, G. H. Alabaster, T. E. Dobbs, W. Steadman, E. V. 
Beaumont, H. F. Wilson, A. E. Gravelie, A. P. Gibbons, 
A. J. M. Crichton, A. J. Bennee, W. P. H. Light body, J. C. 
Macaulay, and J. T. Lloyd. 

To be temporary Honorary Lieutenants: W. M. Crombie, 

H. H. Castle, H. J. H. Symons, G. T. Symons, W. T. 
Warwick, A. R. Fuller, and W. Farquharson. 

Temporary Lieutenant R. Dowden relinquishes his com¬ 
mission. 

Temporary Lieutenant Arthur W. Jones relinquishes his 
commission on account of ill-health. 

Special Reserve or Officers. 

Lieutenant fon probation) George C. L. Woodroffe is con¬ 
firmed in his rank. 


Territorial Force. 

Royal Army Medical Corps . 

South Midland Mounted Brigade Field Ambulance: 
J. McG. H. Reid, late temporary Lieutenant, R.A.M.C., to 
be Lieutenant. 

London (City of London) Field Ambulance: Major J. A. 
Masters to be temporary Lieutenant-Colonel. 

South Midland Field Ambulance : Captain A. A. Hingston 
to be temporary Major. 

West Riding Field Ambulance: Major (temporary Lieu¬ 
tenant-Colonel) A. B. S. Stewart relinquishes his temporary 
rank on ceasing to command a Field Ambulance. Captain 
H. N. Goode to be temporary Major whilst commanding, a 
Field Ambulance. 

Wessex Field Ambulance: Lieutenant J. B. Relly*to be 
Captain. 

London General Hospital: MaiorL. B. Bawling is seconded 
for duty with a General Hospital. 

Wessex Casualty Clearing Station: A. M. Jones, late 
Captain, Royal Welsh Fusiliers, to be Lieutenant. 

London Sanitary Company: C. G. Moor to be Lieu¬ 
tenant. 

East Lancs. Field Ambulance: Major R. C. Rodgers'is 
seconded for duty with a War Hospital. 

West Lancs. Field Ambulance: Major J. Wood’ to* be 
temporary Lieutenant-Colonel whilst commanding a Field 
Ambulance. 

London Field Ambulance: Lieutenant E. N. Butler to be 
Captain. 

Deaths in the Services. 

Deputy Surgeon-General Edward Malcolm Sinclair, C.B., 
on June 14th, in his 85th year. He entered the service 
in 1854, and went to the Crimea on the outbreak of 
hostilities. He was present at the fall of Sebastopol, and 
afterwards served through the Indian Mutiny, taking part 
in several actions as well as the siege and capture of 
Lucknow. During the Transvaal campaign of 1881 he acted 
as principal medical officer on the lines of communication 
ana at the base (mentioned in despatches). He retired 
in 1888. 


VITAL STATISTICS. 


HEALTH OF ENGLISH TOWNS. 

In the 96 English and Welsh towns with populations 
exceeding 50,000 persons at the last Census, 7959 births and 
4095 deaths were registered during the week ended Saturday, 
June 17th. The annual rate of mortality in these townB, 
which had declined from 17 0 to 12*0 per 1000 in the seven 
preceding weeks, rose in the week under notice to 12-3 per 
1000 of their aggregate civil population, estimated at 
17,312,295 persons for the year 1915. During the first 11 weeks 
of the current quarter the mean annual death-rate in these 
towns averaged 14-7, against 14*2 per 1000 in London. Among 
the several towns the death-rate last week ranged from 3*3 in 
Eastbourne, 4*3 in Wallasey, 5*1 in Enfield, 5*8 in Ilford and 
in Warrington, and 6*5 in Coventry, to 17*7 in Burnley and 
in Gateshead, 18*0 in Hastings, 18*5 in Dudley, and 19*4 in 
Wakefield. 

The 4095 deaths from all causes were 97 in excess of 
the number in the previous week, and included 248 which 
were referred to the principal epidemic diseases, against 
335 and 300 in the two preceding weeks. Of these 248 
deaths, 76 resulted from whooping-cough, 65 from 
measles, 52 from infantile diarrhoeal diseases, 34 from 
diphtheria, 11 from enteric fever, 9 from scarlet fever, 
and 1 from small-pox. The annual death-rate from 
these diseases was equal to 0*7, or 0*2 per 1000 less 
than in the previous week. The deaths attributed to 
whooping-cough, which had been 131, 125, and 102 in the 
three preceding weeks, further declined to 76, and 
included 14 in London, 9 in Birmingham, 6 each in 
Liverpool and Manchester, and 4 each in Gateshead and 
Newport (Mon). The deaths referred to measles, which 
had been 85,104, and 70 in the three preceding weeks, fell 
to 65, of which 18 were registered in London, 7 in Liver¬ 
pool, 6 each in Manchester and Sheffield, and 5 in Bir¬ 
mingham. The fatal cases of diarrhoea and enteritis (among 
infants under 2 years), which had been 53, 58, and 63 in 
the three preceding weeks, fell to 52, and included 15 in 
London and 3 each in Birmingham and Middlesbrough. 
The deaths attributed to diphtheria, which had been 34, 
32, and 52 in the three preceding weeks, fell to 34; 
9 deaths were recorded in London, 4 in Birmingham, and 
3 in Sheffield. The 11 deaths from enteric fever were 4 in 
excess of the average in the earlier weeks of the quarter, 
and included 2 in Middlesbrough. The deaths referred to 
scarlet fever, which had been 16, 8, and 9 in the three 
preceding weeks, were again 9 last week, of which 4 
belonged to Birmingham. The fatal case of small-pox was 
registered in Cardiff. 
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The number of scarlet fever patients under treatment in 
the Metropolitan Asylums Hospitals and the London Fever 
Hospital, which had steadily declined from 1778 to 1313 in 
the lO preceding weeks, further fell to 1302 on Saturday 
last; 149 new cases were admitted during the week, against 
161, 163, and 166 in the three preceding weeks. These 
hospitals also contained on Saturday last 1286 cases of 
diphtheria, 213 of whooping-cough, 173 of measles, 33 of 
enteric fever, and 1 of small-pox. The 905 deaths from all 
causes in London were 63 fewer than in the previous 
week, and corresponded to an annual death-rate of 10*9 
per 1000. The deaths referred to diseases of the respiratory 
system, which had been 128, 117, and 130 in the three 
preceding weeks, rose to 137 in the week under notice. 

Of the 4095 deaths from all causes in the % towns, 128 
resulted from violence, 313 were the subject of coroners* 
inquests, and 1211 occurred in public institutions. The 
causes of 37, or 0*9 per cent., of the total deaths were 
not certified either by a registered medical practitioner or 
by a coroner after inquest. All the causes of death were 
duly certified in Sheffield, Leeds, Bristol, West Ham, 
Bradford, and in 74 other smaller towns. Of the 37 un¬ 
certified causes, 7 were registered in Liverpool, 6 in Bir¬ 
mingham, 4 in Stoke-on-Trent, 3 each in London and South 
Shields, and 2 each in St. Helens and Gateshead. 

HEALTH OF SCOTCH TOWNS. 

In the 16 largest Scotch towns with an aggregate popula¬ 
tion estimated at 2,372,000 persons at the middle of this year, 
1132 births and 555 deaths were registered during the week 
ended Saturday, June 17th. The annual rate of mortality in 
these towns, which had been 14*4,14*7, and 12*9 per 1000 in 
the three preceding weeks, fell to 12*2 per 1000 in the week 
under notice. During the first 11 weeks of the current 

? uarter the mean annual death-rate in these towns averaged 
5*7, against 14*7 per 1000 in the large English towns. Among 
the several towns the death-rate last week ranged from 
4*0 in Hamilton, 5*7 in Clydebank, and 6*2 in Ayr, to 13*8 in 
Glasgow, 16*1 in Greenock and in Motherwell, and 18*4 in 
Falkirk. 

The 555 deaths from all causes were 31 less than the 
number in the previous week, and included 39 which 
were referred to the principal epidemic diseases, against 
numbers declining from 66 to 52 in the three preceding weeks. 
Of these 39 deaths, 17 resulted from measles, 7 from 
whooping-cough, 6 from scarlet fever, 5 from diphtheria, 
and 4 from infantile diarrhoeal diseases, but not one from 
enteric fever or from Bmall-pox. The annual death-rate from 
these diseases was equal to 0*9, against 0*7 per 1000 in the 
large English towns. The deaths attributed to measles, 
which had been 34, 26, and 13 in the three preceding 
weeks, rose to 17, which were all recorded in Glasgow. 
The deaths referred to whooping-cough, which had been 
9, 10, and 9 in the three preceding weeks, fell to 7, of 
which 5 occurred in Glasgow. The fatal oases of scarlet 
fever, which had been 3, 5, and 10 in the three preceding 
weeks, fell to 6, and were all recorded in Glasgow. The 5 
deaths attributed to diphtheria included 2 in Glasgow, and 
were slightly below the average in the earlier weeks of the 
quarter. The 4 deaths from infantile diarrhoea comprised 3 
in Glasgow, and 1 in Edinburgh. 

The deaths referred to diseases of the respiratory system, 
which had been 101, 83, and 92 in the three preceding 
weeks, fell to 75 in the week under notice and were 18 
below the number in the corresponding week of last year. 
The deaths from violence numbered 14, against 34 and 20 
in the two preceding weeks. 

HEALTH OF IRISH TOWNS. 

In the registration area of Dublin 203 births and 140 deaths 
were registered during the week ended Saturday, June 17th. 
The annual rate of mortality, which had been 19*8,19*3, and 
17*7 per 1000 in the three preceding weeks, rose to 17*8 in the 
week under review, against corresponding rates of 10*9 and 
13*8 per 1000 in London and Glasgow respectively. 

Of the 140 deaths at all ages, 26 related to infants under 
1 year and 31 to persons aged 65 years and upwards. The 
deaths referred to the principal epidemic diseases numbered 
7, and comprised 3 from infantile diarrhoea, 2 from diph¬ 
theria, and 1 each from measles and scarlet fever. 

The causes of 9 deaths were uncertified^ and 2 others were 
the subject of coroners* inquests, while 63. or 45 per cent., of 
the total deaths occurred in public institutions. 

During the same period 163 births and 117 deaths were 
registered in the city of Belfast. The deaths corresponded 
to an annual rate of 15*1, or 1*2 per 1000 less than in the 
previous week, and included 15 of infants under 1 year and 
22 of persons aged 65 years and upwards. The deaths from 
the principal epidemic diseases numbered 9, against 6 in 
the previous week, and included 3 from whooping-cough 
and 2 each from measles, scarlet fever, and infantile 
diarrhoea. The causes of 4 deaths were uncertified, and 2 
others were the subject of coroners’ inquests, while 34 of the 
total deaths occurred in public institutions. 


C0rmpn)rtn«. 

“Audi alteram partem." 

REPORT OF THE COMMISSION ON THE 
DECLINING BIRTH-RATE. 

To the Editor of The Lancet. 

Sir, —While agreeing to the facts set out in this report, 
most men and women who recognise the extreme importance 
of the subject will desire a dearer statement of the logical 
conclusion to which these facts and a knowledge of the world 
clearly lead. While precluded by foreign service from 
assisting in the preparation of this report, I beg to suggest 
the inevitable conclusion. 

(a) The evidence shows that the decline of the birth-rate 
mainly depends on three coexisting factors—knowledge and 
availability of methods for restriction of the family and 
intention to use them. No study of causes or proposals for 
dealing with the problems involved is of value unless equally 
applied to each of these factors. 

(£) The evidence suggests that the knowledge and avail¬ 
ability were first developed among nations in the most quick¬ 
witted and logical—namely in France; and, subject to 
religious and moral scruples, have in the United Kingdom 
been first developed in the best-informed and well-to-do 
classes The decline is then likely to continue, if other 
conditions remain unchanged, until these methods beoome 
known by, and available to, all classes. This extension 
seems certain. The intention to use these methods, how¬ 
ever, is likely to be lacking among those who are least 
provident and slowest-witted. 

(o) The intention to limit the family depends mainly on 
competition, and this, again, on the law of supply and 
demand and on freedom of communications, both in material 
and non-material aims, selfish and public-spirited. The 
two chief forms of competition affecting the welfare of 
nations are the military and economic. The first passes, 
for a time, with the advent of peace. The seeond has been 
the basis of human progress in Western communities during 
the past century. It is not the only basis of progress. It 
is directly oombated by the protective policy of organised 
labour and by the fiscal policy of many countries. 

( d ) The countervailing forces capable of development are: 

(1) reduction of the standard of luxury in all classes; 

(2) reduction of competition, especially in the young, as a 
means of comparing attainments; (3) recognition of the need- 
for population; (4) general encouragement of natural instinct 
and expression as opposed to deliberate intention; (5) a 
change of public opinion in all classes regarding the honour 
of successful child-bearing and child-rearing, especially as 
woman’s form of active service to the State; (6) public 
recognition of this service in the terms given to public 
servants of all ranks, comparable to the separation allow¬ 
ance given to the rank and file of the navy and army in the 
present war; (7) encouragement of marriage amongst all 
public servants, including those serving abroad; (8) out¬ 
spoken leadership on the part of all public men and women, 
especially in the schools, in recognition of this prime function 
of citizenship; (9) encouragement of earlier marriage; 
(10) limitation, as far as possible, of female responsibilities 
and duties to the home ; direction of female education 
accordingly, subject to the numerical disparity in the 
Empire as a whole between the sexes ; maintenance of the 
family unit under the single headship of the man. 

( c ) Evidence suggests that if any limitation of family be 
sanctioned there would be little actual adherence to any 
moral distinction between mechanical and non-mechanical, 
active and passive, methods for the avoidance of conception. 

(/) Population is equally required for the furtherance of 
any form of activity, material, mental or spiritual; and is 
an essential factor in the strength, whether in quality or 
degree, of any community in face of competition. 

( g ) The practical steps required to give force to these 
considerations would be best considered by a Departmental 
Committee and by ad hoo committees to be appointed by 
the responsible bodies of religious communities and other 
leading interests concerned. 

I am, Sir, yours faithfully, 

F. E. Fremantle, 

Egypt, May 11th, 1916. Lieutenant-Colonel, R.A.M.C. (T.). 
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THE ETYMOLOGY OF DIABETES. 

To the Editor of The Lancet. 

Sir, —My attention has just been drawn to Dr. Walter G. 
Smith’s suggestion in his paper in your issue of June 3rd 
that the term diabetes is derived from the Greek for a pair 
of compasses on account of the straddling attitude main¬ 
tained in the act of micturition. It seems somewhat futile 
to make fresh guesses at this question, but with respect to 
this proposal I should like to remind Dr. Smith that the 
erect and straddling attitude is not common and would be 
regarded by all modern oriental people as indecent. The 
squatting attitude is practically universal among them. 

I am, Sir, yours faithfully, 

Birmingham, June 16th, 1916. ROBERT SAUNDBY. 

SPINAL ANAESTHESIA AND ITS USE IN 
THE TRENDELENBURG POSITION. 

To the Editor of The Lancet. 

Sir, —With reference to the interesting article by Mr. 
H. M. Page in your issue of June 10th I should like to add 
a few notes which confirm his good results. Mr. Page 
reports 70 cases, but in only 12 was the operation done 
without any general anaesthesia. The use of the Trendelenburg 
position in the production of spinal anaesthesia is not, of 
course, a new procedure, as it was advocated many years ago 
by Jonnesco and other continental surgeons, of whom 
Saradnicky reported 600 cases without any bad result. In 
the last few months I have used spinal anaesthesia in nine 
cases where the Trendelenburg position was employed: 
(1) Wertheim’s operation for carcinoma uteri ; (2) three 
cases of pyosalpinx (one of both tubes) ; (3) two cases of 
prolapsus uteri (Gilliam’s operation); in one case appendi- 
cectomy also done; (4) one case of parametritis and pelvic 
peritonitis; (5) two cases of suprapubic prostatectomy. 
There weie no bad effects or after-effects, except slight 
headache in one case. By giving a preliminary injection of 
morphine and atropine I have found it unnecessary to 
give general anesthesia in these cases. 

I note in Mr. Page’s list cases of ventral hernia, intestinal 
obstruction, gastro-jejunostomy, ruptured liver, Ac., in 
which I presume the Trendelenburg position was employed 
only for the purpose of producing anesthesia, Ac., and not for 
facilitating the operation, as such a position would increase 
the dangers and difficulties of the operation; although if 
such be the case I cannot quite understand the reason for 
waiting 15 or 20 minutes before placing the patient in the 
Trendelenburg position. Mr. Page does not state the site of 
his' injection, but it is surely unnecessary to resort to the 
Trendelenburg position for such cases, as complete anes¬ 
thesia of the whole abdomen can be obtained usually in five 
minutes by injecting into the space between the twelfth 
dorsal and first lumbar vertebrae. 

I have employed this method in many operations on the 
upper abdomen, such as perforated gastric ulcer, gastro¬ 
enterostomy, gastrostomy, acute intestinal obstruction, Ac., 
with perfect anaesthesia and complete relaxation of the 
abdominal walls, merely raising the buttocks for a few 
moments until anaesthesia is produced, and keeping 
the head and shoulders slightly raised all the time, 
thus obviating the danger of respiratory failure. In 
using the dorso-lumbar method for operations in the 
upper abdomen Jonnesco kept the patient in the sitting 
position for a few minutes, and afterwards in the dorsal 
position with the head raised, only resorting to the 
Trendelenburg position for a few minutes when the anaes¬ 
thesia was incomplete. I have seen no bad effects, however, 
from placing the patient in the dorsal position immediately 
after the injection, and the anaesthesia is surer and produced 
sooner. 

It was pointed out by Jonnesco that injection in the dorso- 
lumbar space gave a more perfect anaesthesia than in the 
classical site between the third and fourth lumbar vertebrae, 
and I am convinced that the percentage of failures requiring 
general anaesthesia is much less if one employs the higher 
site, while I have had no bad effects in over 100 oases where 
I have used this method. I ought, however, to add that for 
injections in the dorso-lumbar space I invariably use a 
mixture of strychnine and stovaine (average dose 6 cgr. 


stovaine and 1 mgr. of strychnine prepared in ampoules by 
Martindale) as originally advocated by Jonnesco. For 
operations in which the Trendelenburg position is employed 
the addition of strychnine seems especially desirable to 
obviate the risk of respiratory failure. 

I am, Sir, yours faithfully, 

A. G. Stewart. 

Paddington Infirmary, Harrow-road. W., June 14th, 1916. 


THE EFFECT OF FERRIVINE AND 
INTRAMINE ON SYPHILIS. 

To the Editor of The Lancet. 

Sib,—I cannot help drawing attention to the fact that 
Lieutenant-Colonel L. W. Harrison and Mr. C. H. Mills, like all 
those who have criticised my research work on syphilis, having 
repeated none of it themselves, go to such pains to attempt 
to convince their readers that they are unprejudiced. Why 
is this necessary, other than for the reason that they are 
biassed throughout ? So far as the clinical part of the 
article written by Colonel Harrison and Mr. Mills in your 
issue of to-day’s date is concerned, all I need say in answer 
to it is that I should not be using ferrivine and intramine 
every day if I was not firmly convinced that my patients 
were gaining advantages unobtainable with other existing 
remedies. That men who have had a scientific training 
should assume that my work on the Leucocytozoon syphilidis 
is incorrect because no biologist of standing has repeated 
the work is incomprehensible. Are both Colonel Ham son 
and Mr. Mills ignorant of the fact that the longer a view in 
medicine takes to be accepted the more correct it is, and 
vice versa ?—medical history teems with instances. Further¬ 
more, why do not Colonel Harrison and Mr. Mills 
repeat the work themselves 1 It may be taken for 
granted that, had a biologist of standing repeated the work 
and found it wanting, he would not have emulated the 
authors by rushing into print to proclaim the fact with so 
little experience as that forming the basis of the article in 
question. Whatever eminent chemists may say in private 
to Colonel Harrison and Mr. Mills is no concern of mine, but 
as they publicly state that eminent chemists have confessed 
themselves unable to understand my chemistry, I must ask 
them, in the interests of science, to be so kind as to ask 
these chemists to come forward and publicly draw attention 
to the statements which bewilder them. 

I am, Sir, yours faithfully, 

Wimpole-street, W., June 17th, 1916. J. E R. MoDONAQH. 



RONALD EDWARD STEWART KROHN, M.D. Loni>. 

Ronald E. S. Krohn, second son of Nicholas Krohn, was 
educated at University College School and took his medical 
course at University College Hospital, obtaining the 
M.D. of London University in 1892. Soon after starting in 
general practice in Hampstead some threatening of lung 
trouble appeared which made it advisable for him to leave 
London. He therefore settled in Madeira, where he worked 
up an extensive surgical practice, largely amongst the 
Portuguese. During this time he was working at very 
high pressure, and after eight years his health completely 
broke down and he was obliged to leave Madeira. He then 
went to Switzerland, where he assisted in starting the 
Wald-sanatorium, Arosa, his great powers of organisation 
being of service in putting the institution on a sound 
footing. Unfortunately, the disease progressed in spite of 
all precautions, and after a year or two in England, where 
Dr. Krohn devoted himself to the translation of medical 
works, he returned to Switzerland and died on May 5th in 
the sanatorium which he had helped to start, aged 48 years. 

Dr. Krohn was possessed of a charming personality and 
was loved by his patients and many friends, and although 
for the last ten years of his life he was in very failing 
health, he was always cheerful and busy. He never spared 
himself, and as his limitations became more marked he never 
lost his pluck and remained to the last an example and 
incentive to his friends. He leaves a widow and four children, 
his second son having been killed in action at Festubert. 
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The Casualty List. 

The following names of medical officers appear among the 
casualties announced since our last issue :— 

Died. 

Lieutenant E. H. Flanigan, R.A.M.C., was educated at 
Dublin and qualified in 1908. Before joining the 
R.A.M.C. he was in practice in Southern Rhodesia. 
Wounded. 

Captain C. H. Maskew, R.A.M.C. 

Captain J. H. F. Perras,. Canadian A.M.C., attached to the 
Canadian Infantry. 

Captain W. L. Shannon, Canadian A.M.C., attached to the 
Canadian Infantry. 

Captain N. MacLeod, Canadian A.M.C. 

Previously reported believed Prisoner at Rut-el-Amor a ,, now 
reported not a Prisoner. 

Captain R. K. Mai lam, R.A.M.C. 


The Victoria Cross. 

The King has conferred the Victoria Cross upon— 
Captain John Alexander Sinton, I.M.S. 

For most conspicuous bravery and devotion to duty. 


Mentioned in Despatches. 

The. names of medical officers who have been brought to 
notice for gallant and distinguished conduct in the field are 
mentioned in a despatch received from General Sir Douglas 
Haig, O.B., Commander of the British Forces in France, 
dated April 30th, 1916 :— 

Staff, dc. 

Bt.-Col. M. H. G. Fell, R.A.M.C.; Maj. A. C. Geddes, O.T.C.; Col. 
J. J. Gerrard ; Col. W. T. Swan, O.B., A.M.S.; Surg.-Maj. R. M. Cowle, 
1st Life Guards; Surg.-Oapt. E. J. H. Luxmoore, 2nd Life Guards; 
Mai. G. W. K. Crosland (combatant); and Lt.-Col. (Hon. Col.) Sir 
J. R. A. Clark, Bart., C.B., St. John Arab. Brigade. 

Army Medical Service : General Headquarter Staff, Set. 

Burg.-Geo. R. H. S. Sawyer, C.M.G.; Col. H. Carr, C.B.; Col. W. L> 
Gray; Col. O. R. A. Julian, C.M.G. ; Col. O. J. Macdonald ; Col. F. J 
Morgan; Col. F. R. New land ; Col. 8.1. Pocock ; Col. 8. N. Thompson, 
D.S.O.; Col. 8. Westcott, O.B., C.M.G.; Col. J. B Wilson; Col. R. W. 
Wright; Lt.-Col. (temp. Col.) F. C. Buswell; Lt.-Col. (temp. Col.) 
H. N. Dunn, R.A.M.C.; Lt.-Col. (temp. Col.) J. D. Ferguson, D.6.O., 
R.A.M.C.; Lt.-Col. J. V. Forrest. R.A.M.U.; Lt.-Col. J. S. Gallie, 

B.A.M.C.; Lt.-Col. (temp. Col.) F. W. Hardy, R.A.M.C.; Lt.-Col. 
H. C. R. Hime, R A.M.C.; Lt.-Col. (temp. Col.) B. W. Slavter, 
B.A.M.C.; Lt.-Col. (temp. Col.) H. 8. Thurston, C.M.G., R.A.M.C.; 
Maj. H. H. A. Emerson, R.A.M.C.; Maj. L. R. V. Foster, R.A.M.C. ; 
Mai. W. R. P. Goodwin, R.A.M.C.: Maj. P. H. Henderson, R.A.M C.; 
Maj. D. O. Hyde. R.A.M.C.; Maj. E. T. Potts, D.8.O., R.A.M.C.; 
Cant. A. H. Heslop, R.A.M.C.; Capt. W. B. Purdon, R.A.M.C.; Temp. 
Cot A. Fullerton; and Col. A. L. F. Bate. 

Royal Army Medical Corps. 

Lt.-Col. B. A. Bourke; Lt.-Col. A. W. N. Bowen ; Lt.-Col. O. W. A. 
Eisner; Lt.-Col. J. G. Gill; Lt.-Col. J. Grech ; Lt.-Col. H. Heweteon; 
Lt.-Col. W. J. Taylor; Lt.-Col. A. G. Thompson; Temp. Lt.-Col. 

G. N. Stephen; Maj. (temp. Lt.-Col.) J. H. Brunakill; Maj. B. S. 
Bartlett; Maj. R. A. Bryden; Maj. T. 8. Coates; Maj. (temp. 
Lt.-Col.) R. F. M. Fkwcett; Maj. A. C. H. Gray; Maj. (temp. Lt.-Cof.) 
R. C. Hallowes; Maj. (temp. Lt.-Col.) W. J. 8. Harvey; Maj. A. J. 
Hull; Temp. Maj. T. C. L. Jones; Maj W. D. C. Kelly; Maj. P. J. 
Marett ; Maj. (temp. Lt.-Col.) W. G. Maydon; Maj. (temp. Lt.-Col.) 

A. C. Osbnrn; Maj. H. G. Pinches; Maj. (temp. Lt.-Col.) A. McG. 
Bose; Maj. H. G. Smeeth (Spec. Res.); Temp. Maj. A. E. Webb-Johnson; 
Maj. 0. F White; Maj. J. H. R. Winder; Maj. (temp. Lt.-Col.) B. F. 
Wingate; Capt. W. J. Adle (Spec. Res.); Capt W. M. Biden (Spec. Res.); 
Capt. S. Me A. F. Cesari (Spec. Res.) (killed); Temp. Capt. A. B. 
Oheves; Capt. D. B. Chiles-Bvans (Spec. Res.); Temp. Capt. 

H. J. Coachman; Capt. G. H. Dive; Capt. D. Dougal (Spec. Res.); 
Capt. T. 1. Dun (Spec. Res.); Capt. G. B. Edwards; Temp. Capt. 

B. D. Fitzgerald;' Temp. Capt. C. Y. Ford; Temp. Capt. J. H. 
Fletcher; Capt. W. B. Gardner (Spec. Bee.); Temp. Capt. A. C. 
Giles ; Temp. Capt. A. S. Glynn; Capt. B. A. Greenwood (Spec. Res.); 
Temp. Capt. S. Gurney-Dixon,’; Temp. Capt. A. C. Hancock; Temp. Capt. 
T. L. Hardy; Temp. Capt. H. M. Hart-Smith; Temp. Capt. C. Kingston ; 
Temp. Capt. B.O. Lindsay; Capt. A. T. Logan (Spec. Res.); Temp. 
Capt. N. P. L. Lumb ; Temp. Capt. J. B. McCabe: Temp. Capt. D. J. 
McRae; Capt. D. C. Macdonald (Spec. Res.); Temp. Capt. E. L. 
Mackenzie; Temp. Capt. E. S. Marshall; Capt. W. C. B. Mever (*pec. 
Res.); Capt. W. A. Miller (Spec. Res.); Temp. Capt. D. C. Monro; 
Capt. R. Montgomery (Spec. Res.) (killed) ; Temp. Capt. H. 
Moore; Temp. Capt. J. W. Pell; Capt. A. C. Perry (Spec. 
Res.) ; Temp. Capt. K. Playfair; Capt. L. T. Poole ; Capt. 
H. C. D. Rankin; Temp. Capt. B. L. Reid; Capt. A. L. Robertson 
(Spec. Res.); Temp. Capt. H. H. Robinson; Capt. H. B. Rose (bpec. 
Res.); Capt. J. Rowe; Capt. W. C. Sroales ; Temp. Capt. W. A. 
Sneath; Capt. H. N. Stafford (Spec. Res.); Temp. Capt. J. L. 
Stewart; Capt. A. D. Stirling; Temp Capt. A. 8tokes; Capt. G. P. 
Taylor; Temp. Capt. W. A. Taylor; Capt. A. M. Thomson (Spec. Res.); 
Capt. P. Thornton (8pec. Res.); Temp. Maj. J. C. Webb ; Temp. Capt. 
T. H. Whittington; Temp. Capt. O. McM. Wilson ; Capt. J. L. Wood ; 
Temp. Capt. B. White; Temp. Capt. D. H. D. Wooderson; Temp. Capt. 
P. R. Wood house; Capt. W. G. Wright; Temp. Lt. F. J. Blackley; 
Temp. Lt. W. E. Burrows; Temp. Lt. A. J. W. Cunningham ; Temp. 


Lt. A. J. Cunningham; Temp. Lt. J. P. Musson; Temp. Lt. B. T- 
Pinhey; Temp. Lt. C. L. G. Powell; Temp. Lt. R. R. Scott; Temp. Lt* 
H. D. Smart; and Temp. Lt. T. Strain. 

Royal Army Medical Corps (Territorial Force). 

Bt.-Col. and Brig.-Surg. C. B. Harrison, C.V.O. (ret. pay); Lt.-Col. 
J.Clay, Northumb. Casualty Clearing Station; Lt.-Col. J. McKinnon, 
W. Rid. Fd. Amb.; Lt.-Col. W. P. Peake, N. Mid. Casualty Clearing 
Station; Maj. (temp. Lt.-Col ) R. M. West, N. Mid. Fd. Amb. ; Lt.-Col. 
E. A. Wraith, N. Mid. Fd. Amb.; Surg.-Maj. A. W. Cuff, W. Rid. Brig., 

R. F.A. ; Capt. (temp. Maj.) K. F. Finch. W. Rid. Fd. Amb.; Lt. (temp. 
Maj.) A. C. F. Turner, N. Mid. Fd. Amb.; Capt. H. U. Calder, Lond. 
Fd. Amb. ; Capt. (temp. Maj.) W. Cowie, Lond Fd. Amb.; Capt. (temp. 
Lt.-Col.) H. K. Dawson, Lond. Fd. Amb.; Capt. N. A. Dore, Load. 
San. derv.; Capt. 8. S. Greaves, W. Rid. Fd. Amb.; Cant. S. J. C. 
Holden, W. Lane. Fd. Amb.; Capt. M. P. Inglis (Spec. Res.); Capt. 
A. E. Ironside, Lond. Fd. Amb.; Capt. R. Jacobs, Lond. San. Serv. ; 
Capt. G. G. Johnstone. Lond. San. 8erv.; Capt. O. D. Law, attached 

S. Lane. R. ; Capt. J. P. Mathews, W. Rid. Fd. Amb.; Capt. J. Miller, 
N. Mid. Fd. Amb.; Capt. F. J. J. Ney, Lond. San. 8erv. ; Capt. 
H. G. A. Pearson, Lond. San. 8erv. ; Lt. (temp. Capt.) J. E. Sandilands, 
Lond. Fd. Amb.; and Capt. G. A. SutclifTe, Northumb. Casualty Clearing 
Station. 

Canadian Army Medical Corps. 

Lt.-Col. (temp. Col.) G. La F. Foster. C.B.; Lt.-Col. (temp. Col.) J. T. 
Fotheringbam; Lt.-Col. R. P. Campbell; Maj. J. A. Amyot; Maj. A. C. 
Rankin; Maj. A. E. Snell; CaDt. J. A. Crozler; Capt. H. B. Jeffs; 
Capt. J. S. Jenkins ; and Capt. G. C. Hale. 

Indian Medical Service. 

Maj. E. A. C. Matthews, V.H.S.; Capt. R. 1. Binning ; Capt- 
W. B. A. K. Cullen ; Capt. P. K. Gilroy ; and Capt. J. G. B. 6hand. 
Indian Subordinate Medical Department. 

No. 1289 1st Class Sub-Asst. Surg. Kunniyal Raman; Asst. Surg. 
W. E. Moody; 2nd Class Sen. Sub-Asst. Surg. Nabi Ahmad Sldlql; 
No. 3 2nd Class Sub-Asst. Surg. J. Rafiud-Din Khan ; and 3rd Clam Sub- 
Asst. Surg. E. J. Pell. _ 

In despatches received from General Sir John Maxwell and 
Major-General 3ir A. Wilson, dealing with the military 
operations in Egypt from November, 1914, to March, 1916, 

I reference is made to the work of the 137th Field 
Ambulance :— 

Major R. M. Knox, I.M.S., and his officers were energetic and 
expeditious in the disposal of the large number of wounded on their 
hands. 

The names of the following medical officers are 
mentioned:— staff, dc. 

Lt.-Col. H. Barden, C.I.B.. I.M.S. ; Maj. J. D. Graham. I.M.8. ; 
Capt. S. W. Jones, I.M.S.; Lt.-Col. (temp. Col.) W. H. B. Robinson, 

C. B.. I.M.S.; Lt.-Col. 81r D. Semple, Dir.-Gen. of Dept, of Pub. Health; 
Dr. J. Oremwell, i/c. Govt. Hosp., 8uez ; Dr. W. C. Hayward, I c. Govt. 
Hosp., Port Said; Maj. G. W. Heron, R.A.M.C., Health Off., Sues 
Canal Area; Dr. L. Cambolin. Med. Off., Suez Canal Co., Ismailia; 
Lt.-Col. R. P. Sewell, R.A.M.C., A.D M.S.; Surg.-Maj. and Hon. 
Surg. Lt.-Col. R. Bullock, T.D. ; Surg.-Gen. R. W. Ford, C.B., 

D. S.O., D.M.S.; Col. T. B. Beach, A.M.8.; Surg. Maj. B. 

Pares, D.8.O.; Maj. H. V. Bagshawe, R.A.M.C., A.D.M.8. ; 

Lt.-Col. Sir J. Rogers. K.C.M.G., D.S.O., A.M.S.; Maj. C. S. Spong, 
D.S.O. ; Local Maj. W. Hastings; Local Maj. E. V. Oulton; Local 
Maj. A. F. MacCallan ; Local Maj. W. Hayward; Local Maj. C. Skins; 
Local Mai- L. P. Phillips; H. V. Keatlnge. C.M.G.; J.B. Cresswell; 
Armand Buffer, C M.G.; A. Granville. 

Medical Services, A.M.S., and R.A.M.C. 

Lt.-Col. W. G. Pridmore. C.M.G., I.M.S.. No. 5 Ind. Genl. Hosp.; 
Lt.-Col. J. B. Smith. I.M.S.. Bombay Pres. Genl. Hosp.; Lt.-Col. P. J. 
Lumsden, I.M.8 , No 8 Ind. Genl. Hosp., Cairo; Maj. T. B. Kelly. 
I.M.S., 105th Ind. Fd. Amb.; Maj. W. R. Battye, D.S.O., I.M.S., 108tb 
Ind. Fd. Amb.; Maj.W. D. Ritchie, I.M.8.; Capt. R. H. Bharucha I.M.8.; 
Maj. J. N. Walker. I.M.8.. 108tb Ind. Fd. Amb.; Capt. C. H. Fielding, 
I.M.S., 89th Punjabis; Col. C. W. R. Healey; Col. F. W. G. G. Hall; 
Temp. Col. F. D. Bird; Lt.-Col. O. L. Robinson; Lt.-Col. H. B. R. 
James, C.B.; Maj. J. M. Darling; Maj. A. N. Fraser ; Maj. C. P. 
Thomson ; Temp. Maj. C. C. Choyce ; Temp. Maj. W. T. 
Prout, C.M.G.; Capt. R. B. Todd ; Capt. H. W. Carson; 
Capt. E. C. Lambkin; Capt. W. W. Treves; Capt. C. Robb; Capt. 
8. W. M. Jones (Spec. Res.); Capt. E. J. Bran ley (Spec. Res.); Temp. 
Capt. G. Blacker; Temp. Capt. »S.. A. Boyd; Temp. Lt. J. G. 
Willmore; Lt.-Col. A. H. Lister, 1st Scot. Gen. Hosp.; Capt. E. W. H. 
Groves, 2nd Southern Gen. Hosp.; Capt. D. G. Kennard; Capt C. Carr, 
1st Scot. Gen. Hosp. ; Capt. W. R. Douglas, E. Lancs. Dlvl. Fd. Amb.; 
Lt. (temp. Capt.) G. R. Rlckett; Lt.-Col. (temp. Col.) C. 8 ton ham, 
C.M.G. (deceased); Lt.-Col. (temp. Col.) A. H. Tubby; Maj. (temp. 
Col.) A. W. Mayo Robson, C.V.O.; Capt. (temp. Col.) V. W. Low; 
Capt. (temp. Col.) Sir V. A. H. Horsley; Lt.-Col. A. R. Tweedie; 
Lt.-Col. T. H. Forrest; Maj. C. P. Thomson; Capt. W. A. Brechin; 
Capt. G. E. J. A. Robinson; Maj. (temp. Lt.-Col.) F. H. Francis. 
Australian and New Zealand Force*. 

Maj. and Hon. Lt.-Col. J. G. Tedder, Australian A.M.C.; Col. (Hon. 
Surg.-Gen.) W. D. C. Williams, C.B.; Lt.-Col. G. T. Hall, N.Z.A.M.C.; 
Temp. Lt. J. W. O’Brien, 1st Aust. Div. Train. 

Canadian A.M.C. 

Lt.-Col. F. Hethertngton, C.M.G.; Lt.-Col. H. B. Duff (deoeased); 
Capt. G. B. Kidd. _ 

. In a despatch received from Lieutenant-General Smuts, 
Commander-iu-Chief of the East African Force, dated 
April 30th, 1916, and dealing with the British campaign in 
East Africa, the following reference is made 

Exceptionally heavy work has been thrown upon medical officers and 
personnel. All wounded have been treated and evacuated expeditiously, 
and the number of sick who passed daily through the hands of the 
medical authorities, more especially slnoe the cessation of active opera¬ 
tions, has been very great. Great credit is due to Surgeon-General 
G. D. Hunter, C.M.G., D.S.O., and his assistants. 


The Lancet,] 


OBITUARY OF THE WAR. 


[June 24,1916 1 2 79 


OBITUARY OF THE WAR. 


ARCHIBALD ALEXANDER MORISON, M.B., Ch.B.Edin., 

SURGEON. ROYAL NAVY. 

Surgeon A. A. Morison, who was lost on board H.M.S. 
Indefatigable in the naval action on May 31st at the age of 
29 years, was born in Bengal, where his father was a medical 
missionary. He was educated at George Watson's College 
and the University, Edinburgh, where he was Beaney 

prizeman in surgery 
and anatomy and 
obtained a medal in 
anatomy. After gradu¬ 
ation he held resident 
posts at the Royal 
Maternity Hospital 
and the City Hospital, 
Edinburgh, as well as 
at the Brook Hospital, 
Woolwich. At an early 
stage of the war he 
offered his services and 
became a temporary 
surgeon in the navy, 
attached to H.M.S. 
Indefatigable until his 
death. 

Surgeon Morison was 
well known in Scotland 
as a footballer. He 
was an invaluable full 
back for the successful 
Watsonian XV.. and in recent days was a prominent player 
in naval matches. A medical friend writes of him: “What 
Morison was on the football field—resolute, resourceful, 
reliable, and reckless ever of his own safety—he proved to 
be in his ordinary walk of life. Calls of duty and honour, 
and they were various, were straightway answered with a 
natural self-effacement. If his friends relied on him he did 
not fail them.” 


CYRIL OSCAR HOWE JONES, M.R.C.S. Eng., 

SURGEON, ROYAL NAVY. 

Surgeon C. O. H. Jones, who was killed on board H.M.S. 
Invincible in the recent naval action at the age of 25 years, 
was educated at Walthamstow Technical School and London 
University, entering the medical school of Middlesex Hospital. 
He afterwards won an entrance scholarship to St. Thomas’s 
Hospital, where he completed his studies, winning prizes 

in forensic medicine, 
public health, and 
insanity. After quali¬ 
fying in 1915 he was 
appointed house phy¬ 
sician, but resigned in 
August on obtaining a 
commission in the navy 
as surgeon to H.M.S. 
Invineiblc , on which 
he remained until his 
death. 

Surgeon Jones was a 
good all-round sports¬ 
man. but it was at 
Association football 
that he really excelled. 
He played consistently 
for his hospital team 
during four exception¬ 
ally successful seasons, 
and was also a regular 
member of the United 
Hospitals team. In 1913 he gained his amateur Inter¬ 
national cap by representing Wales against England in 
the A. F.A. Internationals. A medical colleague writes 
of him : “ His true sense of duty, his untiring energy 
in all he undertook, and his hearty disposition endeared 


him to all his comrades. His death has robbed many 
of a sincere friend, and deprived his profession of one 
of its most ardent members.” Surgeon Jones was 
unmarried. 


GEORGE BASSETT MOON, L.R.C.P. &. S. Edin., 

8URGEON, ROYAL NAVY. 

Surgeon G. B. Moon, who was killed in action in the North 
Sea on May 31st, was 30 years of age and the son of 
Mr. George D. Moon, L.R.C.P. Edin., police surgeon to the 
county borough of Derby. He was educated at Derby 
Grammar School and 
matriculated at Bir¬ 
mingham University, 
studying medicine 
there and at Edin¬ 
burgh. After qualify¬ 
ing in 1909, he was 
appointed assistant 
medical officer to the 
Kent County Asylum 
at Barming Heath, 
remaining there for 
five years until the 
outbreak of war, 
when he applied for 
a commission in 
the navy, and was 
gazetted as temporary 
surgeon in December, 

1914. 

Apart from his 
medical work Surgeon 
Moon took a great 
interest in athletics. He was a keen, all-round sportsman, 
representing his University at Association football, and 
at the asylum was a prominent member of the cricket 
eleven. 

His chief writes of him: “He was sympathetic and 
unfailing in his attentions to all under his care, and his 
death caused great regret to both patients and staff of the 
asylum, where he had spent the major portion of his short 
medical career.” 


HUGH FRANCIS McNALLY, M.B., B.Ch. Bele., 

SURGEON, ROYAL NAVY. 

Surgeon H. F. McNally, who was on H.M.S. Hampshire . 
which sank on June 5th, was 24 years of age, and the son 
of Mr. Nicholas McNally, of Portaferry, co. Down. He was 
educated at Conway Street National School, where his father 
was principal, and studied medicine at the Queen’s Univer¬ 
sity of Belfast, quali¬ 
fying in 1915. Whilst 
at college he was 
an active member of 
the Officers Training 
Corps, and was later in 
charge of the Belfast 
Regiment of the 
National Volunteers, 
with the rank of 
lieutenant-colonel. 

Resigning his commis¬ 
sion on obtaining his 
degree, he made two 
voyages as a ship’s 
surgeon and then 
obtained a temporary 
commission in the 
navy. Surgeon McNally 
had a natural aptitude 
for literature and 
natural history, excel¬ 
ling at these rather 
than at field sports. A friend writes of him: “ His character 
was of the gentlest, and he had a happy knack of making 
fast friends wherever he went. His intercourse with fellow- 
students and patients was characterised by courtesy and 
kindliness.” 
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PENRY GARNONS WILLIAMS, M.R.C.S. Eng., 

FLEET-SURGKOV, ROYAL NAVY. 

Fleet-Surgeon P. G. Williams, who was on board 
H.M.S. Hampshire, which was lost on June 5th, was 
42 years of age and the sixth son of the late Prebendary 
Garnons Williams, of Abercamlais, Brecon. He was educated 
at Uppingham and St. Thomas’s Hospital Medical School, 
qualifying as M.R.C.S. in 1899 and entering the nary soon 
after. He saw varied service in this country and on the 
North American and China Stations, receiving promotion to 
staff-surgeon in 19Q7 and to fleet-surgeon in 1915. A hos¬ 
pital contemporary writes of him : “He was one of the very 
best of friends, kind-hearted, and always anxious to do a 
good turn. He loved his work and was conscientious and 
capable. On land he was a keen sportsman, being especially 
fond of shooting and Ashing ” Fleet-Surgeon Williams 
married in 1907 Teresa, daughter of Walter Pike, of Plymouth, 
to whom and to his many friends we tender our sympathy. 


Auxiliary Royal Army Medical Corps Funds. 

A general meeting in support of the creation of these 
funds will be held at the Royal Army Medical College, Mill- 
bank, on Monday afternoon next, at 2.45 p.m., over which 
Sir Alfred Keogh will preside. The Provisional Committee, 
whose names were notified in The Lancet last week, have 
formulated a scheme the proposals under which will be 
discussed at the meeting. It is suggested that two inde¬ 
pendent funds be formed, one, a benevolent fund for officers’ 
orphans, the other a relief fund for the widows and orphans 
of the rack and file of the Auxiliary Royal Army Medical 
Corps Forces ; and that both Funds, embracing the three 
auxiliary branches of the corps—namely, the Special Reserve, 
the Territorials, and those holding Temporary appointments— 
shall be administered by one committee representative of the 
three branches. 

Officers' Benevolent Branch .—The Provisional Committee 
recommend that this fund shall adopt the rules of the Royal 
Army Medical Corps Officers’ Benevolent Society, as far as 
they are applicable. The object of the Officers’ Benevolent 
Branch will be to afford pecuniary assistance to the orphans 
of officers who have held commissions in the Auxiliary 
Branches of the Royal Army Medical Corps during this 
war and who are in necessitous circumstances, the 
more especially to assist in the education and the 
starting in life of the orphans. The orphans of those 
officers who have been killed in action or have died 
of wounds received in action or of diseases caused by 
active service will have precedence; the orphans of 
officers who die after the war or after relinquishing their 
commissions and whose deaths are directly attributable to 
war service will have the second call on the Fund ; and the 
orphans of officers who have held commissions during the 
war period but whose deaths are not directly attributable to 
war service will have the last claim ; the orphans of officers 
who are non-subscribers to the Fund not being, of course, 
considered. It is proposed to make all grants in the form 
of donations, all claims being decided annually on their 
individual merits ; and as the Officers’ Benevolent Branch 
will have to be maintained entirely by subscriptions and 
donations, it is hoped that every officer of the Auxiliary 
Royal Army Medical Corps will at once become a subscriber, 
and that those able to do so will give a donation to assist in 
starting the Fund. The minimum subscription, it is proposed, 
should be one guinea per annum. 

Relief Fund .—The object of this Fund is to assist the 
widows and orphans of the rank and file of the Auxiliary 
Branches of the Royal Army Medical Corps, and it will be 
worked, as far as possible, on the lines of the General Relief 
Fund of the Royal Army Medical Corps. As the mainten¬ 
ance of this Fund will have to depend chiefly, if not 
entirely, on donations and grants, and as on demobilisation 
all grants from regimental institutes will naturally cease, 
the Provisional Committee consider that an endeavour should 
at once be made to raise a large sum of money so as to 
place the Fund in receipt of an income from investments. 

Loan Fund.— At a meeting of the Provisional Committee 
held on June 15th it was resolved :— 

To recommend the general meeting to appoint a committee to report 
to a further meeting on the possibility of the establishment of a Loan 
Fund to help medical officers of the Auxiliary Forces who are in 
temporary difficulties on returning to their civil practices. 

This proposal will also be discussed. 


Physical Treatment at the Granville Canadian 
Special Hospital. 

Lieutenant-Colonel L. Watt, of the Canadian Army Medica 
Corps, has sent us the following interesting report on the 
physical treatment of disabled soldiers and some of its 
results at the Granville Canadian Special Hospital:— 

The position of the Canadian Expeditionary Force is an 
anomalous one in that, as far as Canada is concerned, 
England is as much overseas as France. This has caused 
difficulty in regard to the treatment of cases requiring pro¬ 
longed hospital care, with the expectation of these being 
eventually made fit for service again. It did not seem wise 
to return these men to Canada on account of the expense 
and also of their loss to the Expeditionary Force, and for this 
reason it became imperative to establish a special hospital 
for their treatment, which was opened on Nov. 22nd, 1915. 
This treatment naturally falls into two distinct lines, the one 
“Medical,” the other “Physical,” and it is with the latter 
that this report has to deal. 

The physical treatment of patients is what one might term 
the reverse side and the medical treatment the obverse side; 
each is incomplete without the other, but when com¬ 
bined they unite to form a more or less perfect result, 
depending upon the amount of damage previously incurred 
in wear and tear. In a special hospital of this kind, devoted 
almost entirely to organic and functional nerve lesions and 
nerve diseases of all kinds and orthopaedic treatment and 
surgery, the patients are, even before arrival, all more or less 
hospitalised. They have spent weeks, and even months, in 
one or more hospitals ; they are tired of the unaocustomed 
irksome restrictions, the hospital uniform, the enforced 
temperance, and, above all, the wearisome idleness. As the 
restrictions of military discipline must be maintained at all 
costs, our first aim is to make the patient capable of doing 
something as quickly as possible. 

During his period of “passive” treatment the patient is in 
every way made to feel that he is here for one definite purpose 
—i.e., to get well. He is first thoroughly examined by his 
own medical officer, then sent to our specialist board, who, 
in consultation with the medical officer, re-examine him and 
prescribe the treatment most suitable for his condition ; 
this may be massage, electricity, ionization, radiant light 
and heat, arc-light bath, high frequency, auto-condensation, 
electric water bath, Turkish vapour bath, “ eau courante” 
baths, or plunge, shower, and douche baths. Approxi¬ 
mately 10,000 treatments were given in the month of March 
in this department alone. He is sent back to this board at 
regular intervals* until judged to be fit for “light duty.” 
Everything that can possibly help to elucidate his condition 
is available. These include X rays, bacteriology and patho¬ 
logy, and all apparatus for electrical reactions, each 
department being under a trained specialist. The patient is 
kept as much as possible in the open within certain prescribed 
areas in order to get the maximum of sunshine and fresh 
air, and every evening a concert is given in the large 
recreation hall. 

With the initials “ L. D.”on his case-sheet his oppor¬ 
tunity has arrived. He is given some definite work suitable 
to his condition and allowed to wear “khaki,” with, of 
course, the blue armlet sewn on the sleeve to indicate that 
he is still a patient. This wearing of “ khaki ” is considered 
a great privilege and carries with it certain definite 
advantages—greater freedom in leaving hospital precincts 
and longer hours of “ pass.” If the privilege is abused the 
patient is returned to “ blues ” immediately. Unquestion¬ 
ably this is an important factor in rapidity of cure: men 
who were previously listless and chronic grumblers quickly 
become keen and enthusiastic. It is to be noted that daily 
treatments are continued throughout the whole of a man's 
stay in hospital, whether on light duty or not 

Our cases now naturally fall into two main classes— 
gymnastic and general. The gymnastic cases are transferred 
to a special wing, and are under the direct supervision of 
the surgeon-in-chief. To assist him four instructors are 
employed, divided as follows : (1) individual cases, (2) small 
special classes, (3) large gymnasium class, (4) Swedish 
exercise classes. The patients naturally graduate from one 
class to another as their powers increase. 

1. Individual cases .— Special apparatus of various kinds is 
provided for the exercise of all joints and muscles of the 
trunk, upper and lower extremities. These exerciseB are 
I all of the “active” type, and each case is personally 
supervised by the instructor. 



The Lancet,] 


THB WAR. 


[June 24,1916 1281 


2. Small special classes. —These are subdivided into the 
following: (a) Quadriceps, (h) tibials, (c) shoulder girdle, 
( d) back and elbow, ( e ) wrist, and the exercises most suit¬ 
able to each are employed. 

3. Large gymnasium class.— A. 11 the ordinary apparatus 
found in a fully equipped gymnasium is available and 
employed. 

4. Swedish exercises class.— This class is as far as possible 
held in the open on a large cement quadrangle, which 
permits it being available almost every day. A careful 
record is kept of all absentees, and the number of wilful 
absences is less than A of 1 per cent., a remarkable tribute 
to the keenness of the patients. 

In addition, marching parades are held daily, whereby 
advanced patients are marched definite distances under 
proper military discipline. As a corollary, special apparatus 
is being constructed for the training of men with artificial 
limbs, such as gangways which can be lifted and lowered, 
and on which obstacles at varying heights can be placed 
at will. 

This brings us to a consideration of the so-called 
“ general ” group. It may be roughly subdivided into : (1) 
Hospital duties, (2) arts and crafts, (3) entertainments, 
(4) games. 

1. Hospital duties.— These include clerical work (very 
suitable for shock cases); fatigues, such as polishing brass 
and linoleum, dusting, sanitary, kitchen, post-office (very 
suitable for arm cases); dining room and ward work, tele¬ 
phones, lifts, ambulance orderlies (very suitable for leg 
cases); outside guard, town military police, patients’ 
parades (verv suitable for non commissioned officers). 

2. Arts and crafts. —Machine shops: These are capable of 
emplojdng 24 men. We are now manufacturing practically 
all our own splinting apparatus, doing all repair work in 
connexion with our motor transport; making many small 
things required daily in some part or other of the hospital. 
As subsidiaries at least twelve patients are employed in 
electrical repairs, plumbing, and tinsmithing. Forge: This 
employs four men, who work in connexion with machine shop. 
Carpentry shop: This employs at present twelve men, who 
are all kept fully occupied by the numerous bits of work 
required in a hospital which has been enlarging steadily by 
the addition of new buildings. We hope soon to have a full 
equipment, power-driven, for wood-turning, fret-sawing and 
cabinet-making of all kinds. When this is installed, it is 
our intenticn to work along definite lines, and we will thus 
employ a larger number of patients. Subsidiaries, such as 
painting, kalsomining, and decorating, employ another eight 
patients. Printing shop: This employs six men ; all special 
forms required for hospital use are printed here. In addition 
a small newspaper of four pages is printed weekly, under 
the supervision of an editorial and business staff, the former 
composed of representatives from staff, personnel, and 
patients. Boot shop and saddlery: This employs six men, 
who do all ordinary repairs, and in addition make the many 
necessary modifications of boots required by the orthopaedic 
surgeons and the strappings and linings of the various kinds 
of splints. Wood carving: This should employ at least 12 
men, and will soon be actively going, as we now have an 
officer fully qualified in this special branch. Gardening: This 
employs 24 men, who are now busily occupied in preparing 
the grounds for potato and seed planting. Landscape 
gardening : This employs 12 men, who are employed in 
clearing grounds, laying walks, trimming shrubbery, and 
preparing grounds for various games. 

3. Entertainments.— Through the kindness of the Canadian 
Red Cross Society in furnishing the instruments, an 
orchestra of 15 pieces has been formed, composed entirely 
of patients, and they have now appeared in public on several 
occasions with splendid success. Their efforts, combined 
with that of a minstrel troupe of about 20 patients, have 
been an important factor in dispelling the usual evening 
depression, so noticeable in these cases. In addition, 
“amateur” nights are held once a week and have been 
the means of discovering much talent and producing 
great amusement amongst the patients themselves, who 
take full charge for the evening. One evening a week is 
devoted to the cinema, instructional and topical films being 
shown. The remaining evenings of the week are taken up 
by various concert companies from outside. In this way no 
evening of the week is without an entertainment of Borne 
kind, including Sunday, when a sacred concert is given, 
usuailv by one of the neighbouring choirs. 

4. Games.— All the ordinary indoor games are fully supplied 
in the recreation-room, including billiard and bagatelle 
tables. On completion of the preliminary preparation of 
grounds and with the approach of warmer weather, an 
enclosed field will be devoted to tennis, croquet, bowls, and 
archery. We are provided with sets of all these. A larger 
field will be devoted to cricket, football, baseball, and push¬ 
ball. In addition, three tennis courts are laid out on an 
asphalte quadrangle in our last addition to the hospital. 
Arrangements have been made to hold sports competitions 
as fortnightly affairs. 


Educational— Each physical department is under a 
specially qualified man known as “ Sergeant Instructor,” 
and patients showing any special aptitude in any particular 
branch will be afforded every facility to qualify themselves. 

A fully equipped miniature ritie-range is installed in charge 
of a competent musketry instructor. Active rivalry between 
all the different wards’has been initiated and fostered by 
means of a challenge cup, open to patients only, which is 
retained for one month by the winners, who also receive 
special prizes. A combined team has also been formed who 
compete against various outside rifle clubs. This has been 
the means of interesting a large number of patients, and has 
been of great value in restoring their nerve and confidence, 
and we consider it one of our most valuable auxiliaries. 

A large general library has been formed, catalogued, and is 
handled in a similar manner to public ones. 

In conclusion, the results so far obtained have been dis¬ 
tinctly gratifying, and with fuller knowledge and more com¬ 
prehensive equipment they should be still further improved 
upon. Those who are discharged to duty are valuable to 
their regiments on their return because they are not novices 
in the art of war, but soldiers trained in the school of expe¬ 
rience of modern warfare. Those discharged to light duty 
and as permanently unfit for further military service have 
received a partial training along whatever lines their own 
inclination lies, which will at least place them in a more 
favourable position to be of future value to their country, 
and demonstrates to their own satisfaction that they are not 
merely useless members of the community to which they 
belong. ______ 

Marylebonb Medical War Committee.— A 

meeting of the registered medical practitioners of the 
borough of St. Marylebone will be held, by kind permission 
of the Royal Society of Medicine, in the Barnes Hall, 
1, Wimpole-street, on Monday next, at 9 p.m., to elect a 
committee. The Provisional Committee not .being a body 
elected to deal with the provisions of the Military Service 
Act, 1916 (Session 2), the Central Medical War Committee 
has directed that a local committee representing all the 
practitioners of the borough should be elected as soon as 
possible, so that it may obtain the necessary recognition from 
the Army Council. Nominations (with the signed consent of 
the nominee) must be sent to Mr. Charles Ryall, 62, Harley- 
street, chairman of the Provisional Committee, immediately, 
or they will not reach him, as is necessary, two days before 
the date of the meeting. It will be remembered that accord¬ 
ing to the Regulations for Professional Committees under the 
Military Service Acts, 1916 (The Lancet, June 10th, p. 1195), 
the approval of the Army Council is necessary for the 
recognition of any Local Professional Committee appointed 
by the Central Committee. 

At a joint meeting of the Local Medical War 

Committee and the medical men of military age in the 
Southampton area the following resolution was adopted :— 

That this meeting considers that, .judging by the position in 
Southampton, no more doctors can be spared unless the Government 
grants statutory powers to the Local Medical War Committee to 
mobilise the whole profession in each area to organise the work. 

Home for Blind Bailors and Soldiers at 
Torquay.— A house at Babbacombe, Torquay, has been 
given by Mr. and Mrs. D. Hooper as a hostel for blind 
sailors and soldiers. It was recently opened and 14 patients 
were admitted. There is accommodation for 16 cases. 

The Lady Hardinge Hospital and Indian 
Soldiers’ Fund.— A report by Lieutenant-Colonel F. F. 
Perry, C.I.E., I.M.S., the officer commanding, on the Lady 
Hardinge Hospital at Brockenhurst, to which an introduc¬ 
tion is supplied by Surgeon-General Sir Havelock Charles, 
G.C.Y.O., is a document of considerable value, inasmuch as 
it forms a guide as to how a hospital for Indians in England 
should be managed. The hospital was opened in January, 
1915, and closed its doors in March of this year, during 
which time 2629 men were admitted. The mortality-rate 
(1-4 per cent.) was very satisfactory, as the hospital received 
the most serious cases, those less ill being sent to Brighton 
and Bournemouth Hospitals for Indians. The cost per bed, 
of which there were 520, was £1 17#. 4 d. per week. The 
total expenditure from the opening to the closing of the 
hospital was £30,389. Interesting details as to diets are 
given in the report, which is well illustrated and contains a 
plan of the hospital. Although the hospital is closed, the 
work of the Indian Soldiers* Fund continues to expand in 
many directions. In addition to the vast supplies of clothing 
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and comforts which continue to be sent to the Indian forces 
in Bast Africa, Mesopotamia, and Egypt, as wall as to the 
Indian Cavalry Corps, the Fund is providing food and simple 
lnxnries for 700 Indian prisoners of war in Germany, and is 
now faced with the task of endeavouring to supply oomforts 
to over 9000 Indian prisoners who are interned in Turkey. 
Subscriptions should be sent to 1, Carlton House-terrace, S. W. 

Physical Clinique for Wounded and Dis¬ 
abled Soldiers. —This olinique is about to be opened 
at 126, Great Portland-street, W. The treatment, which is to 
be free of charge, will be under the direction of an honorary 
medical and surgical staff. In addition to the more 
familiar physical remedies (hot-air and electrical baths, 
douches, massage, and manipulation), the olinique is 
furnished with whirlpool baths for the local treatment of 
stiff and disabled limbs, and with a complete series of 
apparatus for mechanical treatment. Members of the 
medical profession are invited by the committee and 
medical staff to view the olinique on Monday, Tuesday, 
and Wednesday, June 26th to 28th. Cases will be received 
for treatment on and after Monday, July 3rd, at 2.30 p.m. 
The list of the honorary medical and surgical staff is as 
follows :—Consulting Physicians : Sir Thomas Barlow and 
Sir Lauder Brunton. Consulting Surgeons: Sir Rickman 
Godlee, Sir Alfred Pearce Gould, and Mr. Wilfred Trotter. 
Physicians : Sir John Collie, Dr. Hinds Howell, Dr. 
Campbell McClure, and Dr. Fortescue Fox. Burgeons: 
Mr. Jackson Clarke, Mr. Laming Evans, and Mr. Lawrie 
McGavin. 

The Hospital Saint-Rambert at Lyons.— The 

military hospital Saint-Rambert maintained by the Wounded 
Allies Relief Committee has been doing valuable work since 
its inauguration last month. The hospital, which was 
formerly known as the Lyc6e Saint-Rambert, is beautifully 
situated in a wooded park overlooking the Saone and stands 
on a high level, affording a magnificent view of the country 
around. The wards are large, light, and airy, and will 
accommodate 400 patients, and some of the wounded from 
Verdun are now under treatment there. The Saint-Rambert 
staff consists of two English surgeons, a colonial lady house 
surgeon, fully trained nurses, and a certain number of 
V.A.D.’s. The committee has spent a considerable sum on 
improving the hygienic arrangements of the building, 
equipping an operating theatre, and providing an X ray 
outfit. 

Relief for Wounded Serbian Soldiers.— 

For the relief of sick and suffering Serbian soldiers the 
Wounded Allies Relief Committee has shipped to Corfu 
quantities of hospital stores of all kinds that are urgently 
needed both by the Committee’s own hospital staff at Corfu 
and by the Serbian Red Cross Society. The goods despatched 
include 4 bales, each containing 100 pairs of sheets, 
thousands of roller bandages, many-tailed bandages, and 
swabs, quantities of wool, 13 pairs of operating stockings, 
hundreds of splints, 24 pillows, 8 pneumonia jackets, 6 leg- 
sets, and numerous packages of drugs and other hospital 
requisites, mosquito netting, clothing, lamps, candles, and 
so on. 

A Useful War-time Directory.— The Women’s 

Emergency Corps and Imperial Health Association are to be 
congratulated on the issue to the public in pamphlet form of 
the list which these two bodies have compiled for their own 
use of societies engaged in war work. The societies are 
given in alphabetical order, together with addresses and brief 
indications of their work, and the guide will be found a 
valuable help to those who wish to know what is being done 
in the different departments of war work and the societies 
who are responsible for doing it. The price of the directory 
is 6d. f and it can be obtained at the Womens Imperial 
Health Association, 7, Hanover-square, W., or at the Women’s 
Emergency Corps, 15, York-place, Baker-street, W. 

Woodcote Park Convalescent Camp, Epsom.— 

Owing to the energetic work of the commander of this camp, 
Surgeon Lieutenant-Colonel C. R. Kilkelly, C.M.G., M.V.O., 
the inmates, some 4000, have been provided with every 

S ossible means of suitable recreation. Of the eight 
ivisions into which the camp is divided, four have been 
allotted to British troops, two to Canadian troops, and one 
each to men of the Australian and New Zealand contingents. 
The secretary of the recreation committee is Lord KiUaniu. 


Utebitd Jjte. 


Central Midwives Board.— Special meetings of 
the Central Midwives Board were held at Caxton Hall, 
Westminster, on June 14th, 15th, and 16th, with Sir 
Francis H. Champneys in the chair. A number of midwives 
were struck off the roll, the following charges, amongst 
others, having been brought forward: Neglecting to make 
use of the antiseptic precautions prescribed by Roles E. 3 
and 7; the presentation being abnormal the midwife did 
not explain that the case was one in which the attendance of 
a registered medical practitioner was required, as prescribed 
by Rule E. 20 (3); the presentation being as aforesaid she 
did not hand to the husband or the nearest relative or friend 
present the form of sending for medical help, properly 
filled up and signed by her, in order that this might 
be immediately forwarded to the medical practitioner, as 
required by Rule E. 19; the child being stillborn and no 
registered medical practitioner being in attendance at the 
time of birth the midwife neglected to notify the local 
supervising authority thereof, as required by'Rule E. 21 
(1) (c). Not being scrupulously clean in every way, as 
required by RuleE.l. That the midwife did not when 
attending her patients wear a clean dress of washable 
material that can be boiled, such as linen, cotton, &c., and 
over it a clean washable apron or overall, as required by 
RuleE.l. The placenta ana membraneB not having been 
completely expelled two hours after the birth of the child, 
the midwife did not explain that the case was one in which 
the attendance of a registered medical practitioner was 
required, as prescribed by Rule E.20(3). That being engaged 
to attend as a midwife at a confinement, and being summoned 
to the patient to conduct the confinement, the midwife was 
guilty of misconduct in that she arrived at the patients 
nouse drunk and incapable of rendering any assistance ; that 
during her subsequent attendance as a midwife on the 
patient she neglected to take and record the pulse and 
temperature of the patient at each visit, as required by 
Rule E. 13. The midwife’s appliances being dirty and ill-kept, 
contrary to Rule E.l, and she did not keep her register of 
cases as required by Rule E. 23. 


British Red Cross Society.— Th« secretary’s 
monthly report for May on the County of London Branch of 
this society is uot marked by any very striking feature, but 
disappointment is expressed that members from other 
divisions have not taken advantage of the opportunities 
available in Marylebone and Westminster for special training 
in air-raid relief duties. At the Weir V.A.D. Hospital, 
Kensington, classes have been inaugurated for instruction in 
X ray work, as there is a demand lor X ray operators. It is 
also pointed out that applications for practical hospital 
training are far short of the opportunities now available, and 
that it is found impossible to fill the vacancies at most of the 
hospitals where Red Cross members are admitted. 


Literary Intelligence.— The Crown Prince 
Serbia has given his photograph for reproduction in a book 
which will shortly appear written by Mr. and Mrs. James 
Berry, Mr. W. L. Blease, and other members of the party, 
entitled “ The Story of a Red Cross Unit in 8erbia,” and has 
allowed the volume to be dedicated to him. The book, which 
is to be published by Messrs. J. and A. Churchill, deals with 
the recent history and the aims of the Serbs, as well as with 
the exciting travelling and other experiences of the mission, 
the establishing of hospitals, sanitation, and the treatment of 
a severe epidemic of typhus. It tells of the Austrian invasion 
and shows how the unit fell into the hands of the enemy. 
The volume is illustrated by photographs taken by various 
members of the party. 


A Midwives Bill for Ireland.— At a meeting 
of the President and Fellows of the Royal College of 
Physicians of Ireland held on June I6th the College 
adopted a resolution urging on the Government the pressing 
necessity which exists for the passing of a Midwives Bill for 
Ireland, which is now the only part of the United Kingdom 
without legislative control of midwives. Such a Bill is 
needed to protect lying-in women, to control infant mortality, 
and to enable Irish-trained midwives to take their proper 
place in the ranks of the registered midwives of the United 
Kingdom. 


Presentations to Medical Officers. — On 
June 14th, at the Ford Military Hospital, Plymouth, Major 
Reginald H. Lucy, R.A.M.C. (T.), was presented with a silver 
salver, suitably inscribed, by his professional colleagues, on 
the occasion of his relinquishing his commission. Lieutenant- 
Colonel H. Woolmington Webber, R.A.M.C. (T.), the com¬ 
manding officer, made the presentation.—A silver flask, 
inkstand, and Treasury note case, suitably inscribed, wece 
presented to Lieutentanfc-Colonel John Kyffln, R.A.M.C. (T.), 
Officer Commanding 5th Southern General Hospital, Ports¬ 
mouth, on June 14th by the Sergeants’ Mess, on xtae occasion 
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of hia departure for foreign service. Major R. A. Dove, 
Major C. A. Scott Ridout, Captain C. H. Saunders, Captain 
Ml HL Way, Captain H. B. Taylor Morgan, and Captain H. 
Lloyd Driver, from the same hospital, are accompanying 
him to a hospital abroad. 

Research Defence Society.— On account of the 
war, the annual general meeting of the Research Defence 
Society has been postponed till the autumn. 

Poor-law Medical Officers’ Association of 
England and Wales.— The annual general meeting of this 
association will take place at the offices of the association, 
9, Copthall-avenue, London, E.C., on Friday, July 7th, 
at 4 p.m. 

Hospital Sunday : Special Numher of the 
“ Hospital.’’— The Hospital Sunday Special Nrmber con¬ 
tains the usual useful summary of the hospitals and their 
special needs and gives the charitable public convincing data 
for soliciting their generosity. The striking summary 
entitled “A Single Year’s Roll-call of the Sick,” with its 
graphic representation of the nearly 2,000,000 patients treated 
at the voluntary hospitals and dispensaries of London and 
the infectious hospitals of the Metropolitan Asylums Board, 
should leave do single British subject in doubt of the claim 
on him or her of Hospital Sunday. 

The Higher Training op Midwiyes.—A t the 
Mansion House ou June 27th, at 3.30 p.m., the Lord Mayor 
will preside over a meeting, the object of which is to assist 
the National Training School for District Midwives. The 
meeting will be addressed by Lord Balfour of Burleigh, Sir 
Dyce Duckworth, Ladv Betty Balfour, and Dr. Barbara 
Tchaykovskv, and a statement will be made by Miss Alice 
Gregory ou the progress of the British Hospital for Mothers 
and Babies, Woolwich. 

Donations and Bequests. —The late Sir Gerard 
Augustus Lowther,Bart.,G.C.M.G., C.B., left by his will £1000 
to St. George’s Hospital.—By the will of the late Sir George 
Augustus Filkington the testator left £1000 each to the 
Southport Infirmary and tne South port District Nursing 
Society.—By the will of the late Mrs. Sarah Halsted Sandford, 
of Sandford, Salop, the testatrix left among other legacies 
£1000 each to the Whitchurch Infirmary and the Alexandra 
Hospital, Rhyl. 

The Bordeaux Fair.— The town of Bordeaux 

has decided to inaugurate a Bordeaux Fair, which will be 
held in the splendid Square of the Quincqnces from Sept. 5th 
to 20th next. It will he open to all inventors in France, the 
colonies, and allied and neutral countries. The offices of the 
committee and of the administration are at the town hall, 
where application may be made for admission. The list of 
entries will be closed on July 20th next. 

Sir Alfred Keogh, K.C.B., Director-General of the 
Army Medical Service, has been elected an Honorary 
Freeman of the Society of Apothecaries of London ‘‘in 
recognition of his peculiar services to the State and the 
medical profession.” 

Dr. R. A, Fleming has been appointed on the 
Staff of Officers of the King’s Bodv Guard for Scotland 
(Royal Company of Archers) in place of the late Dr. W. A. 
Jamieson. 


arliamentarn intelligence. 

HOUSE OF COMMONS. 

Wednesday, June 21st. 

Medical Men and Petrol Sujtplies. 

Mr. Montagu, Secretary to the Treasury, intimated that 
the Government would not proceed with'Clause 11 of the 
Finance (No. 2) Bill which provides for an increased duty on 
licences on motor-cars. He stated that the Government pro¬ 
posed to adopt another method for checking the consumption 
of petrol. It was in contemplation that a Board of Central 
Coutrolof thepetrol stocks in this country would be set up,and 
petrol would only be issued on a permit. That permit would 
allow a consumer a specified amount of petrol for a specified 
purpose over a specified period. The consumer would have 
to lay in licence duty 6 d. for every gallon that the permit 
enabled him to obtain. If he did not take out all the petrol 
in that time he would be entitled to a refund. Medical men 
would get their permits at half rates. The old tax ou cars 
and the old duty on petrol would go ou. The new duty 
would be ou the permit. Clause 11 was deleted from th'e 
Bill. Further steps to authorise the proposed new arrange¬ 
ment will be taken. 


BOOKS, ETC., RECEIVED. 


Akhold, Edward, London. 

A Year Ago: Eyewitness's Narrative of the War from March 20th to 
July loth, 1915. By Lieutenant-Colonel B. D. 8 win ton, D.S.O., 
R.E., and Captain Earl Percy. Price 2». net. 

BailliAre, Tindall, and Cox, London. 

A Text-book of Immunology and Serology for Students and Practi¬ 
tioners. By E. Simon, B.A., M.D. Third edition, revised and 
enlarged. Price 14$. net. 

British Dental Association, Hanover-square, W. 

Treatment in Germany of Gunshot Injuries of the Face and Jaws. 
Translated and Abstracted from Recent German Publications. By 
W. H. Dolamore, L.R.C.P., M.K.C.S , L.D.S. Price 5s. net. 

Constable and Co., Limited. London, and Houghton Mifflin 
Com pant, Boston and New York. 

Psychology of Relaxation. By G. T. Patrick. Price 5*. net, 

Fbowdb, Henry, and Hodder and Stoughton, London. 

Nerve In juries and their Treatment. By Purvcs Stewart, M.A., M.D., 
F.R.C.P.. Tem jvorary Colonel, A.M.S., and Arthur Evans, M.S., 
M.D., F.R.C.S., Captain. R. A.M.C. (T.). Price 8s. 6 d. 

Harrison and 8ons, Pall Mail, W. 

Links in a Chain of Research on Syphilis (Oxidation and Reduction) 
(Hunterian Lectures, 1916). By J. E. R. McDonagh, F.R.C.S. 
Price 5$. net. 

Kegan Paul, Trench, TrCbner and Co., London. 

Abnormal Children. By Bernard Hollander, M.D. Price Zs.Bd. net. 

Longmans, Green, and Co., London. 

Milk and its Hygienic Relations. By Janet E. Lane-Claypon, M.D., 
D.Sc. Lond., Assistant Medical Inspector under the Local Govern¬ 
ment Board. Price 7$. 6 d. net. 

Wright, John, and Sons, Bristol. 

I.K. Therapy in Pulmonary Tuberculosis. By William Barr, M.D., 
D.Sc. Olasg., D.P.H.Camb. Price 3s. 6d.net. 

Pye’s Surgical Handicraft. K iited and largely rewritten by W. H. 

"Clayton-Greene, B. A., M.B., B.C. Cantab., F.R.C.S. Bog. Seventh 
edition. Price 15s. net. 


Jpointnunfs. 


Successful applicants Jor vacancies. Secretaries of Public Institutions, 
ana others possessing information suitable Jor this column, are 
invited to forward to The Lancet Office, directed to the Sub- 
Editor, noi later than 9 o'clock on the Thursday morning of each 
week, such information for gratuitous publication. 

Barrett, Ada, M B.. B.S. Munch., has been appointed Temporary 
Atshtant School Medical Officer for Cheshire., 

Donald. C. W.. M.D. F.R.C.S. Klin., Honorary Physician to the 
Cumberland Infirmary, Carlisle. 

Hichens. Frakk, M.D.,"B.S. LoiiU, M.R.C.S., L S.A., D.P.H. Lond.. 
Medical Officer for the Stithians District by the Redruth (Cornwall) 
Board of Guardians. 

Lauder. Helen, L K.C.P. A S. Edin., L.F.P.S. Glaag., School 
Medical Officer at Hyde. 

Robertson, W. H., M.ti., C.M.lidin., Certifying Surgeon under the 
Factory and Workshop Acts for the Chirnside District of the 
county of Berwick. 

Sibbald, Ian Graham. M.B., C.M. Edin., pro tern. Medical Officer of 
Health for the Crew kerne (Somerset) Urban District Council. 

Tux ford, K., M.R.C.S., L. K.C.P. Lond., Medical Officer to the Union 
and for the Parish by the Boaton Board of Guardians. 


$atatttws. 


For Jurther information regarding each vacancy reference should be 
made to the advertisement (see Index). 

When the application of a Belgian medical man i oould be considered 
the advertisers are rcQuested to communicate with the Editor. 

Barnsley County Borough.— Assistant Tuberculosis Officer and 
Resident Medical Officer at, Mount Vernon Sanatorium. Salary 
£300 per annum, with board, Ac. 

Birmingham and Midland Eye Hospital. Church-street.— Resident 
Surgeon. Salary £200 per annum, with board, Ac. 

Bolingbroke Hospital, Wandsworth Common, S.W.—Resident 
Medical Officer and House Surgeon. Salary £300 per annum ami 
£200 per annum respectively, with board, Ac. 

Bolton Infirmary and Dispensary. —Female Third House Surgeon. 
Salary £180 per annum, with board, Ac 

Bristol Royal Infirmary —House Surgeons and House Physicians. 
Salary at rate of £120 per annum, with bjard. Ac. 

Bury Infirmary.— Junior House Surgeon. Salary £150 per annum, 
with board. Ac. 

Derby,. Derbyshire Royal Infirmary*.— House Surgeon. Salary 
£200 per annum, with board, Ac. 

Dudley, Gufst Hospital.— Senior Resident Medical Officer. Salary 
£150 per annum, with board, Ac 

Great Northern Central Hospital, Holloway-road, N.—House 
Surgeon for six months. Salary at rate of £100 per annum, with 
board. Ac. 

Great Yarmouth Hospital.— House Surgeon, unmarried. Salary 
£200 per annum, wdth board, Ac. 

Huddersfield Royal Infirmary.— Senior House Surgeon. Salary 
£150 per annum, with board, Ac. 

Hull, Victoria Hospital for Sick Children.— Female House Sur¬ 
geon. Salary £1C0 per annum, with board, Ac. 

Leeds City Hospitals for Infectious Diseases and Tuber¬ 
culosis.—Two Certified Assistant Medical Officers. Salary at rate 
of £250 per annum each, with board, Ac. 
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London Temperance Hospital, Hampstoad-road, N.W.—Assistant 
Resident Medical Officer for six months. 8alary at rate of 
£120 per annum, with board. Ac. 

Manchester Children’s Hospital, Pendlebury.—Locum Tenens 
Female Resident Medical Officer. 

Manchester Northern Hospital for Women and Children, Park- 
place, Cheetham Hill-road.—Female House Surgeon. Salary £120 
per annum, with board, Ac. 

Oxford Bye Hospital.—H ouse Surgeon. 

Plymouth, South Devon and Bast Cornwall Hospital.—H ouse 
Physician. Salary £150 per annum, with board, Ac. 

Queen Charlotte’s L ting-in Hospital, Marylebone-road, N.W.— 
Assistant Resident Medical Officer for four months, and Senior 
Resident Medical Officer for following four months. Salary at rate 
of £60 per annum first four months and £80 per annum following 
four months, with board, Ac. 

Queen’s Hospital for Children, Hackney-road, Bethnal Green, B.— 
House Physician and House Burgeon for six months. Salary 
£100 per annum each, with board. Ac. 

St. Bartholomew’s Hospital, E.C.— Assistant Administrator of 
Anesthetics. 

Sheffield Royal Infirmary.—H ouse Physician. Salary £120 per 
annum, with board, Ac. 

South London Hospital for Women.— Female Pathologist. Salary 
at rate of £250 per annum. 

Sunderland Royal Infirmary.— Female House Surgeon. Salary 
£150 per annum, with board, Ac. 

Wroth am Park, Kent, 12th Mounted Brigade Field Ambulance 
(T.F.).—Two Medical Officers. 

The Secretary of State for the Home Department gives notice of a 
vacancy for a Medical Referee under the Workmen’s Compensation 
Act, for County Court Circuit No. 60, attached more particularly 
to the Eastbourne, Hastings, and Rye County Courts. Applications 
should reach the Private Secretary, Home Office, not later than 
July 1st next. 

The Chief Inspector of Factories, Home Office, London, 8.W., gives 
notloe of a vacancy as Certifying Surgeon under the Factory 
and Workshop Acta at Ormskirk. Lancashire. 


drifts, gtarriages, art §eai|[s. 

BIRTHS. 

Burgess.—O n Jane 19th, at Milverton Lodge, Victoria Park, Man¬ 
chester, the wife of Arthur H. Burgees, Major, R.A.M.C., of a 
daughter. 

Ellis.— On June 15th, at Wheel eys- road. Edgbaston, Birmingham, the 
wife of F. W. Bills, Lieutenant-Colonel, R.A.M.C. (T.), of a son. 

Ffrknch.— On June 15th, at 44, Ashley-gardens, S.W., the wife of 
Major B. O. Ffrench, M.D., F.R.C.S.E., of a daughter. 

Hay.— On June 17th, at 14, Viearage-gardens, Kensington, W., the wife 
of Dr. K. R. Hay, of a daughter. 

Juler.— On June 5th, at Cavendish-square, W., the wife of F. A. Juler, 
F.R.C.S., of a daughter. 

Justice.— On June 15th, at Palace-gardens-terrace, W., the wife of 
Major W. A. Justice, I.M.S.. Madras, of a son. 

Payne.— On June 12th, at Lansdowne House, Alton, Hants, the wife of 
O. V. Payne. M.B.. B.C., of a son (still-born). 

Rodgers.— On June 13th, at HolMns-Iane, Winwick, Warrington, the 
wife of Fred Rodgers, M.D., Major, R.A.M.C. (temporary), of a son. 

Speirs.— On June 13th, at Old Kent-road, S.B., the wife of T. Orr 
Spelrs, M.D. Glasg., of a son. 

Thurlow.— On June 10th. at Easdale. Frant-road, Tunbridge Wells, to 
Dr. and Mrs. Basil L. Thurlow, a daughter. 


MARRIAGES. 

Adamson—Turnbull.— On June 16th, at St. Mary's, Harrow-on-the- 
Hill, J. D. Adamson. Lieutenant, R.A.M.C., to Bdna Turnbull, 
eldest daughter of Mr. and Mrs. J. H. Turnbull, of Winnipeg, 
Canada. 

Campbell—Gallagher.—O n June 19th, at St. Peter-in-Chains. 
Stroud Green, Lieutenant George A. Campbell. R.A.M.C., to Sara 
(Clssic), eldest daughter of Sir William and Lady Gallagher. 

Cox— Coate.— On June 14th, at St. Matthew's Church, Luton, Beds. 
William Joseph Cox, M.B., Ch.B., D.P.H., to Frances Henrietta 
Coate, youngest daughter of the Rev. Harry" and Mrs. Coate, of 
St. Matthew s Vicarage. Luton. 

Crowther—Woodlet.— On June 14th, at Emmanuel Church, 
Plymouth, Captain Charles Rowland Crowther, R.A.M.C., to 
Kathleen Olive Mary, daughter of the late George W. A. Woodley, 
of Stonehenge, Natal, and niece of Mr. and Mrs. Woodley, of 
Evadne, Mannamead, Plymouth. 

Fraser—Bailey.— On June 13th, at Golden Hill Parish Church, 
by the Rev. J. H. Bailey. Vicar of Norton, Letchworth, brother of 
the bride, and the Rev. Canon Hughes, Rector of Tarporley, 
Captain Forbes Fraser. R.A.M.C., of Bath, to Agnes Marv, daughter 
of the Rev. G. R. Bailey, Vicar of Golden Hill and Rural Dean 
of Newcastle, and Mrs. Bailey. 

Link— Fowler.— On June 17th. at Ilford, O. C. Link, M B., B.S., 
R.A.M.C., to Grace Madeline, eldest daughter of the late W. Fowler 
and Mrs. Fowler, Ilford. 

Mack ay—Train.— At the United Free Church, Southend, Argyll, on 
June 1st, by the Rev. J. G. Train (formerly of Buckhaven, Hull, 
and Norwood, S.E.), Duncan Matheson Mackay. M.I).. Hull, to 
Anna Gilkison, third daughter of the Rev. J.G. Train. 

Shelley— Rashleigh.— On June 17tb, at St. Matthias’s. Earl s Court, 
Captain L. W. Shelley, R.A.M.C., to Beryl Marie Rashleigh. 

DEATH8. 

Roberts.— On June 15th. at The Acacias, Hayllog Island, Frank 
Ernest Roberts, M.R.C.S. Eng., aged 64. 

N.B.—A fee of 5s. is charged for the Insertion of Notices of Births , 
Marriages* and Deaths. 


THE DESTRUCTION OF COCKROACHES. 

In reply to correspondents who suggest that a mixture of 
equal parts of flour and plaster-of-Par«* sprinkled on the 
floor is a simple and effective remedy against cockroaches, 
Dr. J. J. H. Holt writes: “ Plaster-of-Paris mixed with ! 
flour was one of the first remedies 1 tried, with the addi¬ 
tion of a supplv of water in a separate dish. No effect 1 
was observed in over 100 hours’ observation and the 
remedy appears perfectly useless. It is one of a number 
of methods being tried every night in tb usands of houses 
without result.” Dr. Holt adds that Professor H. Maxwell 1 
Lefroy recommends (Bull. No. 23, Agricultural Research I 
Institute, Calcutta, 1911) borax ‘‘as a deadly poison to I 
cockroaches if put under cupboards, Ac., where cock¬ 
roaches dwell.” Dr. Holt found in his experiments that 
borax had no appreciable effect: “cockroaches could 
crawl upon it for over 100 hoars and be quite lively at the 
end of that time. On the other hand, boracic acia had a 
distinct effect, killing, as stated, in 25 hours’ contact.” Dr. 
Holt suggests that the observations which he has made 
upon the cockroach “ might serve in dealing with other 
insect pests, especially lice, in the army. The need for a dry 
dusting powder has been expressed. I think sodium fluoride 
would probably be found to answer. For the liquid aeries 
wood naphtha is one of the most effective remedies and has 
the advantage of being less volatile than petrol.” In reply to 
the letter of Mr. E. Howarth, F.Z.S., Dr. Holt writes : “It 
would have been more useful if the writer had definitely 
specified what are the active ingredients of the remedy 
which he recommends. Blattis is much like the pastern 
mentioned in my article, compounded of flour, water, and 
phosphorus. I could point to many instances where it has 
been patiently tried and failed. Similarly with Dalmatian 
insect powder. All cockroach poisons first turn the insec' 
on their backs, when, as another correspondent remarks, 
they can be swept up in the morning. 1 ^ut if examined 
carefully they will be found to be stupefied, not dead, in 
such a short time. If the cockroaches rems : in contact 
with the powder long enongh it certainly will kill them, 
but the powder acts chiefly in virtue of its volatile oil, 
as, if the oil is extracted with ether, the remaining powder 
is much less fatal.” 

WANTED, A HOME. 

To the Editor of The Lancet. 

Sir,—I want to find a place for two months or so fora 
strong healthy young woman who expects her acconrhement 
in the early autumn. She will, I understand. U . ~\ived 
into Queen Charlotte’s Hospital, but not t?*itiiy ly before 
the expected birth of the infant. In the Yaei' le she is 
unable to remain in her present situation o't ^ go home. 
Any suggestions for assistance will be gratefairy received by 

Yours faithfully, 

June 15th, 1916. M.D. 

ENTERPRISE IN MEDICINAL HERB GROWING. 

A correspondent calls attention to the necessity for enter¬ 
prise if the culture of medicinal herbs is to be made a 
financial success in this country. An example of such 
enterprise was given in a recent issue of the Garden. For 
many years a poorly dressed man used to offer to a British 
wholesale drug-house a quantity of hemlock seed at half 
the price generally asked. Questioned as to how he 
managed to sell it so cheaply, he replied: “Early in the 
year I fill my pockets with seed and go out into the 
country. Whenever I come across a good wide hedgerow I 
sow the seed all along it. Later in the year, when the 

E lants have grown and seed has formed, 1 again visit the 
edges and call the attention of farmers to the noxious 
weed, offering to cut it out and take it away at the 
modest price of 1*. a hedge. So you see I get mv 
land for nothing and, in addition, get paid for cutting mv 
own harvest.” 

CHAUFFEURS FOR MEDICAL MEN. 

Hearing of the difficulty in which medical men are placed 
for chauffeurs at the present time “ Engineering Graduate ” 
writes to offer his services. He has had blackwater fever 
and is exempt from military service. He claims to be a 
steady driver and willing cheerfully to drive any doctor in 
the evenings and night, as well as to assist him in secre¬ 
tarial work. He now holds a position as acting paymaster 
which he would sacrifice in order to assist a Burgeon at his 
work. 
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SURFACE DRAINS. 


An Old Subscriber states the following case: “In a small 
count*.y village where enteric fever has been rather 
prevalent for some years past and the district council 
are anxious to abate the nuisance, would the following pro¬ 
cedure be deemed efficient and considered sanitary? It is 
not considered feasible to construct a main sewer with 
branch drains, no water being available for flushing. It 
is proposed to drain away the surface water and other liquid 
matter to a cesspool erected a considerable distance to 
the rear of the cottages and to run surface drains or 
paved channels from each house therein. The cess¬ 
pool to be covered in and to be cleaned periodically.” 
The information given is insufficient to enable us to form 
a satisfactory opinion. The number of houses involved 
in the scheme; the distance between the houses and the 
Cesspool; the naodre of the ground covered by the surface 
drains; what fall is available—are a few of the data 
requisite to the proper understanding of the problem. 
Speaking generally, surface drains are ill-suitea for the 
purpose indicated, as it is undesirable that children should 
play in the neighbourhood of such open ohannels. Surface 
drains are liable to attract large numbers of flies which 
may cause contamination of foodstuffs in the adjoining 
houses. Upon the whole, the suggested scheme cannot be 
considered to be either efficient or sanitary. 

LAWRENCE’S “ TREATMENT OF HERNIA.” 


Tuesday.— 2.30 p.m., Surgical Operations (Mr. Carson). Clinics:— 
Medical Out-patients (Dr. A. G. Auld); Surgioal Out-patients 
(Mr. Howell Evans); Nose, Throat, and Bar Out-patients (Mr. 
C. H. Hayton). Radiography (Dr. Metcalfe). 3.30 p.m., Medical 
In-patients (Dr. A. J. Whiting). _ _ 

WlDTODAY.— Clinics:—2.30 P.M., Throat Operations (Mr. G. H. 
Hayton). Children Out-patients (Dr. T. B. Whipham); Bye Out- 


opeci&l A;eiTiou»LraLiuu : mr. /v. mnuun , snTsiA 

Thursday. —2.30 p.m., Gynecological Operations (Dr. A. B. Giles). 
Clinics:—Medical Out-patients (Dr. A. J. Whiting); Surgical 
Out-patients (Mr. Carson); Radiography (Dr. Metcalfe). 3 p.m.. 
Medical In-patients (Dr. R. M. Leslie). „ „ _ 

Friday. —2.30 p.m.. Surgical Operations (Mr. Howell Evans). 
Clinics:—Medical Out-patients (Dr. A. G. Auld); Surgical Out¬ 
patients (Mr. B. Gillespie); Bye Out-patients (Mr. B. P. Brooks). 

THB THROAT HOSPITAL, Golden-square, W. 

Moyday.— 6.15 p.m., Special Demonstration of Selected O as es . 
Thubsday.— 5.16 p.m.. Clinical Lecture. 

ROBERT BARNES HALL, 1, Wimpole-street, W. (by permission of 
the Royal Society of Medicine). 

Wydyesday.—8 p.m., Mrs. Mary Scharlleb, M.D.: Inherited Disease 
In Children (Illustrated by the epidiascope). (Lecture II.) 

The following magazines. Journals, &c.. hayetooen received:- 

Joumal of Obstetrics, Proceedings of the Royal Society of Medicine, 
Annales de M&lecine. Tropical Diseases Bulletin, Modern Hospital 
Bulletin of Johns Hopkins Hospital, Bulletin of the Office Inter- 
national d’Hygifcne Publique. American Journal of Orthopaedic 
Surgery, Albany Medical Annals, Elllngwood's Therapeutist, Ac. 


The book of which mice have robbed the Royal 8ociety of 
Medicine was (Sir) William Lawrence’s essay entitled 
“ The Treatment of Hernia,” first published in 1806. The 
anthor was only 23 years old at the time and less than a 
year a member of the College of Surgeons of England, but 
the essay was awarded the Jacksonian prize and went 
through five editions. 

A . H. W. A .—Section 5 (a) of the Local Government (Emergency 
Provisions) Act, 191b, gave effect to the recommendation 
of the Committee on Retrenchment that the fee of a 
. jmedical practitioner for a notification of infectious disease 
should be reduced from 2s. 6 d. to Is. The Act came into 
force on May 17th J , and its provisions are not retrospective. 

Communications not noticed in our present issue will 
receive auction in onr next. 


literal giarjr for % ensuing Sfifteek. 

SOCIETIES. 

BOYAL SOCIETY, Burlington Moure, London, W. 

T" —4.30 p.m. Papers:—Prof. J. Joly: The Genesis of 

1 ole Haloes.—Mr. C. T. R. Wilson : On some Determina- 
tic ' ' th Sign and Magnitude of Electric Dischargee In 

Li ng Flashes.—Dr. T. Goodey -. Further Observations on 
Proto. in Relation to Soil Bacteria (communicated by Prof. 
F. W. Gamble).—Dr. M. C. Stopee: New Bennettitaan Donee 
from the British Cretaceous (communicated by Dr. A. titrahan). 
—And other papers. 

BOYAL SOCIETY OF ARTS, John-etreet, Adelphl, W.C. 


EDITORIAL NOTICES. 

It is most important that communications relating to the 
Editorial business of The Lancet should be addressed 
exclusively “ To the Editor,” and not in any case to any 
gentleman who may be supposed to be connected with the 
Editorial staff. It is urgently necessary that attention should 
be given to this notice. _ 

It is especially requested that early intelligence of local 
events having a medical interest, or which it is desirable 
to bring under the notice of the profession, may be sent 
direct to this office. 

Lectures, original articles, and reports should be written on 
one side of the paper only, and when accompanied by 
blocks it is requested that the name of the author , and if 
possible of the article , should be written on the blocks to 
facilitate identification. . _ 

Letters, whether intended for insertion or for private informa¬ 
tion, must be authenticated by the names and addresses 
of their writers—not necessarily for publication. 

We cannot prescribe or recommend practitioners. 

Local papers containing reports or news paragraphs should 
be marked and addressed “ To the Sub-Editor.” , 
Letters relating to the publication, sale, and advertising 
departments of The Lancet should be addressed “ To 
the Manager." 

We cannot undertake to return MSS. not used. 

MANAGER’S NOTICES. 

THE INDEX AND TITLE-PAGE TO THE LANCET. 


Thursday.— 4.30 p.m.. Paper:—Sirdar Daljit Singh, G.S.I.: The 
Slkha. _ 

LECTURES, ADDRESSES, DEMONSTRATIONS, Ac. 

POST-GRADUATE COLLBGB, West London Hospital, Hammersmith, 
road, W. 

Moyday.— 2 p.m., Medloal and Surgical Clinics. X Rays. Mr. Gray: 
Operations. Mr. B. Harman: Diseases of the Bye. Dr. Slmaon t 
Diseases of Women. 

Txjhsday.— 2 p.m., Medical and Surgical Clinics. X Bays. Mr, 
Baldwin: Operations. Dr. Banks Davis: Diseases of the Throat. 
Hose, and Bar. Dr. Fernet: Diseases of the Skin. 


January to June, 1916. 

In view of the Government restrictions upon the supply of 
paper, and the shortage of paper quite apart from these 
restrictions, we cannot include, as usual, in all the copies of 
The Lancet the Index and the Title-page which are due at 
the end of this month. The Index and Title-page will> 
of course, be prepared, and copies will be supplied gratis to 
subscribers who intimate their wish to receive them to the 
Manager, The Lancet Office, 423, Strand, London, W.C. 
Such application should please be sent in at once. 


Wydkysday.— 10 A.M., Dr. Saunders: Diseases of Children. Dr. Banks 
Davis: Operations of the Throat, Nose, aud Bar. 2 p.m., Medloal 
and Surgical Clinics. X Bays. Mr. Pardoe: Operations. Dr. 
Slmaon i Diseases of Women. 

Thursday.— 2 p.m., Medical and Surgical Clinics. XBaya. Mr. Gray: 

Operations. Mr. B. Harman: Diseases of the Bye. 

Friday.—10 a.m., Dr. Slmaon: Gynecological Operations. 2 F.X., 
Medical and Surgical Clinics. X Rays. Mr. Baldwin: Opera¬ 
tions. Dr. Banks Davis: Diseases of the Throat, Hose, and Bat. 
Dr. Fernet i Diseases of the Skin. 

Saturday.— 10 a.m.. Dr. Saunders: Diseases of Children. Dr. Banka 
Davis: Operations of the Throat, Hose, and Tar. Mr. B. Harman: 

S pe Operations. 2 p.m., Medloal and Sergio d Olinios. X Bays, 
r. Pardoe: Operations. 

HOBTH-BAST LONDON POST GRADUATE COLftBGB, Prince cf 
Wales’s General Hospital, Tottenham, N. '• 

Moyday. —Clinics:— 10.30 a.m., Surgical Out-pat,'ents (Mr. B. 
Gillespie). 2.30 p.m.. Medical Out-patients (Dr.T.vt. Whipham): 
Gynaecological Out-patients (Dr. Banister). 3 F.M., Medical 
In-patients (Dr. R. m 7 Leslie). 


TO SUBSCRIBERS. 

Will Subscribers please note that only those subscriptions 
lich are sent direct to the Proprietors of The Lancet at 
eir Offices, 423, Strand, London, W.C., are dealt with by 
em ? Subscriptions paid to London or to local newsagents 
ith none of whom have the Proprietors any connexion 
mtever) do not reach The Lancet Offices, and con- 
□uently inquiries concerning missing copies, &c., should 
sent to the Agent to whom, the subscription is paid, and 
t to The Lancet Offices. . . 

Subscribers, by sending their subscriptions direct to 
ie Lancet Offices, will ensure regularity in the despatch 
their Journals and an earlier delivery than the majority of 

zents are able to effect. , . , ,_... 

The Colonial and Foreign Edition (printed on thin 
,per) is published in time to catch the weekly Friday mails 
all Darts of the world. 
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TO COLONIAL AND FOREION SUBSCRIBERS. 

Subscribers abroad are particularly requested to note the rates 
of subscriptions given on page 4. 

The Manager will be pleased to forward copies direct from 
the Offices to places abroad at the rates shown, whatever be 
the weight of any of the copies so supplied. 


NEWSPAPERS FOR NEUTRAL COUNTRIES. 

Newspapers are not at present being sent forward to 
neutral European countries unless posted direct from the 
office of publishers or newsagents who have obtained 
permission from the War Office for this purpose. The 
Publisher of The Lancet has obtained the required 
permission, and he will forward copies direct from the 
Office to any neutral country on receipt of instructions. 


METEOROLOGICAL READING 8. 


(Take* daily, at 8,80 a.m. by SteisanTs Instruments.) 

Tics Lawost Ofloe, Jane 21«t, 1918* 
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Communications, Letters, toe., have been 
received from— 


A. —Mr. J. Vere Arkle. Lond.; 
Dr. B. L. Ash, Lond.; A. 8.; 
Lieutenant-Colonel W. Alpin, 

I. M.S.; Author; Dr. Russell 
Andrews, Lond.; Anglo-American 
Pharmaceutical Co.. Crovdon; 
Miss Lena Ash well, Lond.; 
Aberdeen Medico-Chirurgic&l 
Society’s Library. 

B. —Dr. F. A. Brooks, Brighton; 
Messrs. I. B. Browne, Lond.; 
Maj >r T. W. Buckley. B.A.M.C.; 
Bolingbroke Hospital, Lond., 
Secretary of; Barnsley County 
Borough, Town Clerk of; Mitlrie 
de Bordeaux; Mr. M. Brooks, 
Ipswich; Sir Henry Burdett, 
Lond.; Miss 0. S. Bremner, Lond.; 
British Hospital for Mothers and 
Babies, Woolwich, Secretary of; 
Messrs. Ch tries Barker and Sons, 
Lond.; Captain A. Barr, A.V.C.; 
Birmingham Medical Institute, 
Hon. Librarian of; Messrs, 
W. H. Bailey and Son, Lond.; 
Dr. S. A. Bonnerjee, Lymington ; 
Messrs. Burroughs, Wellcome, 
and Co., Lond.; Bristol Royal 
Infirmary, Secretary of; Bir¬ 
mingham and Midland Bye Hos 
pital, Secretary of. 

O. —Mr. F. M. C&rt&lgne, Lond.; 
Mr. R. Coombe, Rxeter; Messrs. 

J. and A. Churchill, Lond.; 
Church of Eogland Temperance 
Society, Lond., Secretary of; 
Dr. C. W. Chapman. Mill Hill; 
Major W. J. Collinson, I.M.S.; 
Mr. Joseph Cunning, Lond.; 
Mr. W. K. Le Qros Clark, Lond.; 
Mr. J. Jackson Clarke, Lond.; 
Clerical, Medical, and General 
Life Assurance Society, Lond.; 
Mr. J. F. Colyer, Lond.; Chad¬ 
wick Trust, Lond., Secretary of ; 
Central Mid wives Board, Lond., 
Secretary of; C. F. P.; C. W. C ; 
Mrs. M. Cornwall, Edinburgh; 
Surgeon F. L. Cassidi, R.N.: 
Consumption Sanatorium of 
Scotlaud. Bridge of Weir, Medical 
Superintendent of; Rev. G. H. 
Culshaw. Iver Heath; Mr. W. 
Cowan, Glasgow. 

D.—Messrs. W. Dawson and Sons, 
Lond : Mr. R. Donald, Lond.; 
Mr. F. N Doubleday, Lond.; 
Dr. Vincent Dickinson, Lond.; 
Mr. R. Dunstan, Paignton; 
Messrs. Dale, Reynolds, and Co., 
Lond. 

B.— Dr. T. Bastes, Folkestone; 
B. M. 

P. —Messrs. Henry Frowde and 
Hodder and Stoughton, Lond.; 
Messrs. Fannin and Co.. Dublin ; 
Dr. H. B. Fantham, Cambridge; 
Messrs. Fletcher. Fletcher, and 
Co., Lond.; Mr. Rupert Farrant. 
Lond.; Ferrovie dello Stato 
Servlzio Sanitarlo, Rome: Fac¬ 
tories. Chief Inspector of, Lond.; 
Dr. Fortescue Fox, Lond. 

G. —Mr. Kenneth Goadby, Lond.; 
Dr. Major Greenwood, Lond.; 
Mrs. Grieve. Chalfont St. Peter; 
Mr. K W. Hey Groves, Bristol; 
Dr. W. S. Greenfield, Elle; 
Mr. J. T. Greenldge, Rugby; 
Dr. C. D. Green, Bournemouth; 
Mr. H. Green, Lond. 

B.—Major A. F. Hertz, R.A.M.C.; 


' Mr. H. L. Hughes, Banchory; 
Dr. F. Heatherley, Oswestry; 
Mr. B. M. Harvey. Lond.; Miss 
Hollis, Freshwater; Staff Sunreon 
J. Keogh Humphry, R.N.V.R.; 
Messrs. Hlrschfeld Bros., Load.; 
Captain G. S. Hughes, R.A.M.C.; 
Mr. J. B. Hancock, Hurst Green; 
Dr. C. W. Hutt. Brighton; 
i Mr. F. Hasler, Lond.: Messrs. A. 

! Heywood and Son, Manchester ; 

1 Dr. R. W. Harper. Lond.; Mr. 
W. Huntingdon, St. Andrews; i 
Messrs. C. J. Hewlett and Son, 

I Lond.; Dr. Bernand Hart, Lond.; 
Miss A M. Harding, Wells; 1 
Mr. Charles J. Heath, Lond.; : 
Dr. H. L. Hamilton, Southamp- 
1 ton; Mr. W. S. Humphreys. 
Longford; Lieutenant - Colonel | 

F. W. H. Davie Harris, Lond.; I 
H. A. W. 

| J.—Mrs. M. L. Jones, Lond.; 
Monsieur Jewell, Lond. | 

I t—Dr. A. B. Kelly, Glasgow; i 
I Messrs. D. J. Keymer and Oo., 
Lond.; Mrs. A. Kndin, Lond.; 
j Mr. Stanley B. Kimball, Lond. 

L—Dr. H. G. Lawrence, Lond.; ; 
| London and Counties Medical 1 
! Protection Society,Lond.; Messrs, i 
Lee a .d Martin, Birmingham ; 1 
Messrs Loeseher and Co., Rome ; 
Local Government Board, Lond , j 
Secretary of; Professor J. N. 
Langley. Cambridge ; Lieutenant , 
; J. H. Lloyd. R.A.M.C.(T >; Dr. 
T. LafTan, Cashel. i 

; M.—Dr. A. T. MacConkoy, Elstree; j 
| Dr. D. MeCarrol. Southampton ; 
Manchester Children's Hospital, i 
Secretary of; Mundesley Sana¬ 
torium, Secretary' of; Lieu- ! 
tenant J. Mac Arthur, R.A.M.C.; I 
Maltine Manufacturing Co., j 
! Lond.; Maruzen Co., Tokyo; 
Mr. J. R. R. McDonagb. Lond.; i 
Mr. J. Y. W. MacAIlster, Lond.; 1 
Dr. J. A. Murray, Lond.; Dr. j 
Hugh A. Msec wen, Lond.; 1 
Miss Ida Metier, Lond.; Messrs. 
Mable, Todd, and Co., Lond.; i 
i Sir Berkeley Moynih&n, Leeds ; 

Mr. F. McClure. Belfast; | 

I Medical Research Committee, , 
Loud. Mr. G. Mayall, Bolton ; 1 
Dr. F. J. McCann. Lond.; Medi¬ 
cal Supply Association, Lond.; i 
Messrs. Maw, S m, and Sons, j 
| Lond.; M&rylebone Medical War , 
Committee. Lond.. Hon. Secre- I 
tary of; Dr. H. Crichton Miller, I 
Lond. 

O. -Mr. T. T. O'Farrell. Dublin; 

Oxford Eye Hospital, Acting 
Hon. Secretary of; Dr. T. Orr, : 
Lond. i 

P. — Dr. Richard Purdon, Belfast; 
Mr G. R. M. Pollard, Moffat; 
Mr. H. H. Pickard, Southbourne; 
Lieutenant D. S. Page. B.A.M.C.; j 
Sir G. H. Phillpson, Newcastle- 
on Tyne : Mr. W. B. Priest, 
Wrexham. 

R. —Dr. M. J. Ryan, Crtimlin; 
Dr. J. H. Reynolds. Lond.; Mr. 
L. J. Roberts, A.M.S , Swansea; 
Messrs. J I). Riedel Co., Lend.; 
Royal Albert Bdward Infirmary, 
Wigan, Secretary of; Messrs. 

E J. Reid and Co., Lond.; 


Radcliffe Library, Oxford, Sub- 
Librarian of; Captain T. Russell 
Ritchie, N.ZiM.C., Lond.; Royal 
8ociety, Lond.; Royal Society of 
Arts, Lond.; Dr. Louis Renon, 
Paris ; Dr. K. Rentoul, Liverpool; 
Dr. Harold F. Renton* Oldham ; 
Royal College of Physicians, 
Lond.. Assistant Librarian of; 
Mr. Henry Rundle. Southsea; 
Royal Academy of Medicine in 
Ireland, Dublin. 

8.—Mr. G. Bradley Smith, Lond.; 
St. Mary’s Hospital Medical 
School, Librarian of; Dr. S. 
Samuel, Leeds; Captain 0. 0. 
StaUybrass, R.A.M.C.; Mr. J. C. 
Soames, Lond.; Lieutenant G. E. i 
Stephenson, K A M.C.; Solac, I 
Ltd., Lond.; Messrs. Saward, j 
Baker, and Co., Lond.; Dr. ' 
Robert Saundby. Birmingham; I 
Mr, A. C. Sterry, Croydon; j 
Dr. A. A. P. Steen, Glasgow ; 
Dr. G. P. Darwall Smith, Lond.; 
Mr. A. G. Stewart, Lond.; Dr. H. 
Harold Scott. 


T. —Mr. W. Thornton, Westcllff-on- 
Sea; Trlrnurtl Co., Lond.; Mr. 
L. L. Thain, Ewyas Harold; 
Mr. W. R. K. Thomson, Gates- 

! head-on-Tyne; Tropical Diseases 
Bureau, Load., Acting Librarian 
of. 

U. -Uni verslty Library, St. Andrews, 

1 Librarian of. 

i V.—Messrs. C. A. Vandervell and 
1 Co., Lond ; Victoria Hospital for 
I Sick Children, Hull, Assistant 
! Secretary of. 

IW.—Mr. R. P. Weldon, Cork; 
Mr. W. A. Ward, Richmond; 
Dr. Norman Walker, Bdinburgh ; 
Mr. W. I. de C. Wheeler, Dublin; 
Dr. Percy Woollatt,; West 
London Hospital Post Graduate 
College, Dean of; W. D. H.; 
Dr. S. A. K. Wilson, Lond.; 
Mr. W. P. Walsh, Lond.; Messn. 
J. Woodhead and Sons, Hudders¬ 
field ; Messrs. Willings, Lond.; 
Mr. J. W. Thomson Walker. 
Lond.; Captain A. C. Williams, 
R. A.M.C.(T.), Load. 


Letters, each with enclosure, are also 
acknowledged from— 


A. —Ardath Tobacco Cb., Lond.; 
Messrs. Arnold and Sons. Lond.; 
Sir Clifford Allbutt, K.C.B., 
Cambridge , Dr. E. Allen, Harro¬ 
gate ; A. V. P. 

B. -Mr. J. Birt, Lond.; Bootle 
Borough Hospital, Secretary of ; 
Mr. u: Sherman Bigg, Lond.; 
Mr. B. E. G. Bailey. Midhurst ; 
Dr. A. Baxter, Stockton on-Tees ; 
British Drug Houses, Lond , 
Secretary of; Mrs. Behnke, 
Lond. 

C. — Mr. J. V. Coyle, Cion tar f; 
Co operation of Temperance 
Male and Female Nurses, Lond. 
Messrs. Clay, Paget, and Co., 
Lond.; Messrs Combrldge, Hove; 
Dr. G. Carre, Lond. 

D —Mr. A. M. Davie, Wangford; 
Dr. W. T. Dougal. Pittenw em ; 
Durham University, Registrar 
of; Mrs. Debenham, Lond.; 
Mr. J. Down* r, Lond.; Messrs. 
Douglas and Foulis, Bdinburgh; 
Mr. J. W. Dixon, Birmingham ; 

D. L. B. 

P.-Captain S. Fenwick, R.A.M.C , 
France; Major B. G. Ffrench, 
R.A.M.C Lond. 

G.-Mr. H. W. Goodhart, Lond.; 
Dr. U. H. Greves, Boumemouth ; 

G. N. A.; Miss Gray, Peter¬ 
borough. 

H*—Mr. G. Hillyar, Tavistock ; 
Mrs. Henderson, Glasgow ; Hyde 
Corporation, Treasurer to the ; 
Dr. J. A. Braxton Hicks, Loud.; 
Mr. J. Heywood, Manchester; 

H. S. R.; Captain E. C. Hard- 
wicke, R.A.M.C. 

J. —Jessop Hospital for Women. 
Sheffield, Secretary of; J. P. N.; 
J. K. J. C.; Mr. H. J. Jones. 
Lond. 

K. —Messrs. H. S. King and Co., 

Lond. 

L. — Captain T. L- on, C.A.M.C.; 
Mr. D. Le Bas. P'.rkstone : Major 
P. A. Ll<»yd r ones, R.A.M.C., 
France; Messrs Leslies, Lond.; 
Loudon Seim >1 of Me<1ieine for 
Women, Secretary of; Messrs. 


H. K. Lewis and Co., Lend.; 
Dr. Leach, Mumbles. 

| M.— Dr. Dan McKenzie, Lond.; 

Dr. G. Metcalfe, Skelmersdale; 
j Mr. A. R. MacGregor, Burton 
{ Brad stock; Dr. D. M. Mackay, 
Hull; Miss C. Mather, Lond.; 
Dr. C. E. MacVicker, Street; 
Messrs. Macmillan and Co., 
Lond ; M.R.C.S., Southport; 

I Mr. J. McGinn, Newport, Mon.; 

Dr. J. Matheson, Lond.; Dr. 

| S. J. Maher, New Haven, C.S.A.; 
! Messrs. Mertens and Co., Lond.; 
t Lieutenant-Colonel McLaughlin, 
j Bally w Ilian. 

' N.—Mr. F. vV. North, Grantham. 

I 0.—Messrs. Ogllvy and Co., Lond. 

J P.—Mr. F. W. Pllklngton, Kencott; 

1 Mr. A. D. Pithie, Southsea; 
Fleet-Surge m A. M. Page, R.N., 
Loud ; Pneumosan Co., Lond.; 
Ur. J. S. Prowsc. Manchester; 
Dr. D. E Powell, Lond. 

EL—Dr. J. W. Rodgers, Dorking; 
Royal College of Surgeons of 
England, Lond., Secretary of; 
i Dr. F. E. Kainsford, Palmerstown; 

1 Dr. Ni Robson, Slttingboume; 
HR. 

i 8.—Dr. J. Stewart, Leeds ; Mr. 
O. Sunderland, Bexley Heath; 
Dr. J. A. Shaw-Mackenzie, Lond.; 
Messrs. Sutt »n and Sons, Fare- 
nam; Dr. B. Stainer, Lond.; 
Messrs. Spiers and Pond, Lond.; 
Mr. W. M. Scott. Liverpool; Dr. 
C. P. A. Stranagh&n, Folkestone; 
Messrs. S<pdre ami Sons, Lond.; 
Sanitary Wood Wool Co., Lond.; 
Dr. H. Salnsbury, Lond. 

|T.—Mr. W. Thornton, Westcliff; 

Dr. A. Tuxford, Boston, Lancs; 
j Territorial Force Association, 

I Cromarty, Secretary of. 

! V.-Mr. W. H. Venables, Lond. 

W.—Dr. E. Walker, Westray; 

I Mr. C. A. Wickham, Sheernese; 

Mr. Hanbury Williams, Norwich; 

; Mr. A. Wilson, Lond.; W. B. R.; 

Colonel W. H. Willcox, C.M.G , 
i Lond.; W. W.; Lieutenant A. H. 
Watson, R.A.M.C. 






















































